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CO\STIPATIO\  IDE 
TO  MEDICATION . . . 


You  know  only  too  well  that  a  number  of  use- 
ful, necessary  medications  may  induce  constipation 
as  an  unfortunate  by-product.  The  normal  cycle  of 
bowel  evacuations  is  thrown  off  schedule. 

Petrogalar  gently,  persistently,  safely  helps  to 
establish  "habit  time"  for  bowel  movement.  It  is 
evenly  disseminated  throughout  the  bowel,  effective- 
ly penetrating  and  softening  hard,  dry  feces,  result- 
ing in  comfortable  elimination  with  no  straining  .  .  . 
no  discomfort.  Petrogalar  to  be  used  on]  v  as  directed. 

A  medicinal  specialty  of  \\YETH  Incorporated, 
Petrogalar  Laboratories,  Inc.  Division,  Philadelphia. 

Petrogalar  is  an  aqueous  suspension  of  pore  mineral  oil  each  100  cc.  of  «hich 
contains  65  cc  pure  mineral  oil  suspended  in  an  aqueous  jelly.  Five  types  afford 
a  selection  of  medication  adaptable  to  the  individual  patient-  Supplied  in 
l&-ounce  bottles. 


Petrogalar 


V/get/i 


FOR    SAFE    RETURN    TO    "HABIT    TIME" 
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PLANNING  FOR  MENTAL  HYGIENE 

George  H.  Preston,  M.D. 
Commissioner  of  Mental  Hygiene,  State  of  Maryland 

Baltimore,  Maryland 


Planning  for  mental  hygiene  in  the  public 
health  field  must  be  double-barreled.  On  the 
one  hand,  it  must  include  plans  for  those 
who  are  mentally  ill ;  on  the  other,  plans  for 
those  who  are,  at  the  moment,  mentally 
sound.  Part  of  the  program  must  be  cura- 
tive p.nd  part  preventive.  Ideal  planning 
leads  toward  reduction  of  facilities  for  treat- 
ing the  sick  and  increased  efforts  to  keep 
the  sound  from  becoming  sick.  Practical 
planning  requires  the  development  of  both 
programs,  side  by  side. 

The  briefest  glance  at  public  practice  in 
this  field  shov/s  a  strange  state  of  affairs. 
Tremendous  sums  of  money  have  been  spent 
in  building  hospitals  for  the  treatment,  care, 
and  housing  of  the  mentally  ill.    Sometimes 
this  building  has  been  well  done,  and  some- 
times it  has  been  cheap  and  hasty.    Let  me 
point  out  here  that  no  building  ever  cured 
a  patient ;  no  building  ever  treated  a  patient. 
Only  a  trained  staff  can  do  that,  and  almost 
universally,  such  hospitals  have  been  over- 
crowded, with    patients    and    undersupplied 
with  staff.    The  strange  fact  is  that  state 
governments,   and   the  citizens   whom   they 
serve,  have  been  content  to  count  the  noses 
of  patients  who  walk  in  and  out  of  their  hos- 
pitals, taking  pride  in  the  facts  that  they 
had  more  beds  per  hundred  thousand  citi- 
zens than  their  neighboring  states,  that  more 
wof  their  patients  recovered,  and  that  their 
(^.hospitals    were    more    efficiently    operated. 
^  Why  people  break  down  mentally  and  what 
SI  can  be  done  to  prevent  it  has  never  been  a 
^matter  of  much  public  concern. 


Presented    to   Charlotte    Menta 

ir<  1 1. 


Hygiene    Society,    May 


Although  I  cannot  prove  this  statement 
with  figures,  I  believe  that  many,  many 
times  as  much  public  money  has  been  spent 
in  trying  to  find  out  why  chickens  get  sick 
or  why  tobacco  plants  droop  than  has  ever 
been  spent  in  trying  to  control  mental  illness 
in  human  beings.  None  of  us  would  brag 
about  our  community  because  it  had  more 
beds  for  the  treatment  of  typhoid  fever  or 
a  higher  recovery  rate  than  any  place  in  the 
country.  We  would  stop  typhoid.  The  fact 
that  mental  illness  is  vastly  more  compli- 
cated than  typhoid  fever  is  no  reason  for 
accepting  mental  disease  as  an  unavoidable 
curse. 

I  do  not  mean  that  we  can  abandon  plans 
for  mental  hospitals  and  concentrate  our 
attention  solely  on  a  preventive  program. 
We  do  not  know  enough  about  prevention. 
We  know  something,  but  not  enough.  For  a 
long  time,  two  or  three  generations  prob- 
ably, we  must  continue  to  treat  large  num- 
bers of  patients ;  but,  at  the  same  time,  we 
must  study  causes  and  plan  prevention. 

What  I  hope  to  do  in  this  presentation  is 
to  outline  briefly  the  two  essential  elements 
of  a  mental  hygiene  program — treatment  of 
the  mentally  ill  and  prevention  of  mental 
illness.  It  is  obvious  that  we  cannot  discuss 
the  detailed  medical  and  psychiatric  proced- 
ures. What  I  want  to  do  is  to  draw  a  pic- 
ture of  the  public  planning  necessary  for 
the  advancement  of  treatment  and  preven- 
tion in  the  field  of  mental  hygiene.  Such  to- 
tal planning  should  be  the  aim  of  a  mental 
hygiene  society. 
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Planning  for  Treatment 

We  will  begin  with  a  discussion  of  treat- 
ment as  contrasted  with  prevention.  Be- 
cause of  the  limits  of  time,  this  must  be 
almost  a  list,  a  sort  of  scale  by  which  a  com- 
munity might  measure  its  standards  of 
treatment. 

Informed  people 

Treatment  begins  with  finding  those  peo- 
ple who  need  treatment.  It  must  begin  long 
before  hospital  care  is  necessary  and  must 
include  a  large  number  of  people  who  will 
never  need  hospital  care.  You  can  see  at 
once  that  this  fundamental  part  of  the  pro- 
gram depends  on  the  existence  in  the  com- 
munity of  a  group  of  people  who  have 
learned  to  recognize  potential  mental  health 
problems  and  who  know  where  to  go  for  the 
necessary  help.  Clinics  and  hospitals  and 
even  trained  specialists  are  useless  unless 
there  is  widespread  mental  hygiene  infor- 
mation among  all  those  people  in  the  com- 
munity who  are  responsible  for  the  training 
and  care  of  other  human  beings.  We  will 
come  back  to  this  matter  of  informed  people 
again  and  again,  because  any  adequate  men- 
tal health  program  depends  on  people,  on 
trained  people,  and  not  on  buildings  or 
equipment. 

Clinics 

Informed  people  alone,  however,  are  not 
enough.  In  order  to  carry  out  the  initial 
phase  of  treatment,  clinics  and  consultation 
services  must  be  easily  available,  as  part  of 
the  general  state  health  program.  Any 
teacher,  any  parent,  any  minister,  any  so- 
cial agency,  any  court,  and  any  physician 
should  be  able  to  refer  any  child  or  adult 
who  cannot  afford  the  care  of  a  private  psy- 
chiatric consultant  to  a  special  clinic.  One 
word  about  these  clinics :  Too  many  com- 
munity clinics  are  concerned  only  with  hang- 
ing labels  on  patients.  Hanging  labels  is  a 
futile  procedure,  except  that  it  gives  the 
label-hanger  a  feeling  that  he  knows  more 
than  he  actually  does.  Community  clinics 
should  be  organized  so  that  real  psychiatric 
treatment  may  be  carried  on.  I  know  per- 
fectly well  that  such  clinics  cannot  be  set 
up  over  night,  and  that  it  may  be  a  long 
time  before  they  are  generally  available. 
Just  the  same,  no  one  who  is  planning  a  state 
program  for  the  treatment  of  mental  pa- 
tients should  feel  that  the  job  is  done  if  in- 
stitutions alone  are  provided.  Treatment  for 


patients  who  will  never  need  institutional 
care  is  vastly  more  important  than  the  most 
beautiful  institutional  set-up  in  the  world. 

Institutions 

Institutional  treatment  for  patients  is, 
however,  absolutely  necessary.  In  the  first 
place,  the  public  demands  that  individuals 
who  are  a  menace  be  removed  from  the  com- 
munity. In  the  second  place,  certain  patients 
cannot  be  treated  in  the  community;  and, 
in  the  third  place,  a  good  institutional  sys- 
tem serves  as  the  visible  focus  around  which 
treatment  programs  can  be  built.  The  dan- 
ger is  that  institutions  are  so  easy  to  see. 
You  cannot  show  legislative  committees 
through  the  results  of  good  treatments,  but 
they  are  impressed  by  fine  buildings.  Please 
do  not  feel  that  I  am  belittling  the  value  of 
good  institutions.  No  mental  health  pro- 
gram can  operate  without  them.  The  danger 
is  that  they  tend  to  steal  the  show. 

The  strictly  institutional  part  of  a  treat- 
ment program  must  begin  with  admission 
procedures.  Ideally,  it  should  be  as  easy  for 
a  patient  to  go  into  and  out  of  a  mental  hos- 
pital as  it  is  for  a  patient  to  enter  and  leave 
a  general  hospital.  Practically,  this  cannot 
be  done.  Some  procedure  for  involuntary 
commitment  of  patients  must  be  set  up.  The 
primary  requirement  of  such  commitment  is 
that  mentally  ill  people  be  treated  as  sick 
patients  by  physicians,  and  not  as  criminals 
by  courts.  The  law,  however,  stipulates  that 
no  citizen,  regardless  of  his  condition,  may 
be  confined  against  his  will  without  proper 
legal  protection.  In  general,  it  is  wiser  to 
allow  for  the  necessary  legal  protection  at 
some  period  after  the  patient  has  been  ad- 
mitted to  a  hospital,  if  it  is  demanded  by  the 
patient  or  by  any  other  interested  party  in 
his  behalf,  rather  than  to  insist  on  legal 
adjudication  before  admission.  Plans  of  this 
sort  have  been  worked  out  in  many  states. 

One  final  word  about  the  commitment  of 
patients  to  mental  hospitals :  It  should  al- 
ways be  honest.  When  it  is  necessary  to  take 
a  patient  to  a  hospital,  the  patient  should 
not  be  told  by  his  relatives,  or  his  physician, 
or  anyone  else,  that  he  is  being  taken  for  a 
nice  ride  in  the  country,  or  that  he  is  going 
to  be  taken  downtown  shopping,  or  any 
other  of  the  numerous  lies  that  are  told  pa- 
tients in  the  belief  that  it  avoids  trouble  and 
makes  things  easier.  Most  of  our  mental  pa- 
tients trust  few  people,  if  they  trust  anyone. 
When  thev  find  that  their  husbands  or  wives 
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or  children  or  doctors  or  ministers  have  lied 
to  them,  they  can  hardly  be  expected  to  trust 
the  strange  doctors  they  meet  in  a  hospital 
into  which  they  have  been  tricked  by  the 
very  people  on  whose  honesty  they  should 
have  been  able  to  count.  If  a  patient  is 
tricked  into  a  hospital,  the  hospital  physi- 
cian may  never  be  able  to  make  honest  con- 
tact with  the  patient ;  without  honest  con- 
tact, no  treatment  is  possible.  Lies  told  at 
the  time  of  admission,  with  the  best  inten- 
tions, may  make  ultimate  recovery  impos- 
sible. 

The  hospital  to  which  the  patient  is  ad- 
mitted must  meet  certain  standards.  It  must 
be  large  enough  to  prevent  overcrowding.  It 
must  be  safe  from  fire.  It  must  be  clean.  It 
must  be  properly  equipped.  But  remember, 
the  best  building  and  the  best  equipment  in 
the  world  never  cured  a  patient.  The  one 
really  vital  factor  about  hospitals  is  the 
staff.  Good  treatment  can  be  given  under 
surprisingly  poor  conditions  if  trained  peo- 
ple are  available. 

There  is  a  great  temptation  to  spend 
public  money  on  fine  buildings  and  then  to 
skimp  on  staff.  In  the  broadest  outline,  the 
requirements  for  obtaining  adequate  person- 
nel are  good  civil  service  standards  as  to 
training,  continuous  training  on  the  job, 
medical  rather  than  lay  administration  of 
the  hospital,  adequate  pay,  secure  tenure  of 
position  for  competent  people,  decent  hous- 
ing, and  some  system  for  retiring  employees 
after  long  service.  As  to  the  actual  number 
of  people  and  the  various  technical  skills  re- 
quired, the  American  Psychiatric  Associa- 
tion has  set  up  standards  which  serve  as  a 
sound  guide. 

Even  after  suitable  admission  procedures 
and  adequate  hospitals,  adequately  manned, 
are  provided,  the  job  is  still  not  done.  With- 
in each  hospital  there  needs  to  be  machinery 
for  helping  patients  back  into  the  community 
and  for  guiding  them  until  they  have  re- 
established themselves.  This  is  the  province 
of  the  hospital's  social  service  department. 
Experience  has  demonstrated  that  with  the 
help  of  this  department,  large  numbers  of 
patients  can  leave  the  hospital  who  would 
otherwise  remain  permanent  hospital  resi- 
dents. In  some  hospitals,  in  addition  to  those 
patients  who  have  recovered  and  those  who 
have  improved  sufficiently  to  be  returned  to 
their  families  on  visits  or  parole,  almost  5 
per  cent  of  the  resident  population  is  being 
taken  care  of  in  boarding  homes  outside  the 


hospital  by  social  service  departments.  Pro- 
vision for  the  return  of  patients  to  the  com- 
munity is  an  integral  part  of  hospital  plan- 
ning. It  should  not  be  omitted,  for  it  can 
make  a  very  great  difference  in  the  number 
of  patients  who  need  permanent  hospital 
care. 

Central  records  in  regard  to  all  patients 
admitted  and  discharged  from  hospitals  are 
an  essential  part  of  any  state  hospital  sys- 
tem. Without  such  records,  it  is  impossible 
to  carry  on  long-time  planning  for  a  hos- 
pital system;  and  without  long-time  plan- 
ning, no  hospital  system  can  be  adequately 
developed.  In  addition,  such  records  also 
make  it  possible  to  compare  the  work  of  one 
hospital  with  that  of  another ;  to  provide  for 
the  care  of  specialized  groups  of  patients; 
and  to  check  from  year  to  year  trends  in 
mental  illness  and  the  results  of  various 
types  of  treatment. 

Hospitals  should  be  planned  so  as  to  pro- 
vide for  the  training  in  mental  hygiene  of 
many  different  groups  of  reople  within  the 
community.  It  might  interest  you  to  know 
that  in  some  hospitals,  internships  for  min- 
isters have  been  established,  in  order  to 
equip  them  to  care  for  some  of  the  everyday 
mental  hygiene  problems  which  arise  in 
every  community. 

Finally,  the  hospital  system  should  serve 
as  the  basis  for  research.  In  the  hospitals 
there  are  collected  large  numbers  of  patients 
of  all  classes  and  stages,  and  there  are  lab- 
oratory facilities  and  a  group  of  interested 
and  capable  workers.  The  potential  value  of 
this  combination  should  not  be  neglected.  It 
is  only  by  the  use  of  such  facilities  all  over 
the  country  that  we  can  hope  for  any  solu- 
tion of  the  problem  of  mental  illness. 

These  are  the  bare  essentials  of  a  curative 
program.  Think  of  that  as  one-half  the  job. 
The  other  half  of  a  mental  hygiene  program 
is  prevention. 

Planning  for  Prevention 

Before  we  can  talk  intelligently  about  the 
prevention  of  mental  illness,  we  need  a  clear 
idea  of  what  we  are  trying  to  prevent.  Let 
me  see  if  I  can  give  you  such  a  picture. 

Suppose  a  man  had  a  damaged  heart.  His 
heart  could  not  pump  enough  blood  to  his 
lungs,  and  therefore  his  lungs  could  not 
function  properly.  His  heart  could  not  sup- 
ply his  kidneys,  and  they  could  not  function 
properly.  The  activity,  the  function,  and  the 
mutual  helpfulness   of  those  parts  of  that 
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man  which  lay  inside  his  skin  would  be  dis- 
turbed. We  would  think  of  that  man  as 
physically  ill.  Of  course,  his  heart  might 
have  made  him  unable  to  work,  might  have 
made  him  depressed  or  irritable  and,  to  that 
extent,  might  have  affected  some  of  the  ac- 
tivities which  take  place  outside  of  his  skin 
between  him  and  the  rest  of  the  world.  To 
that  extent,  we  might  think  of  him  as  men- 
tally ill ;  but  because  the  most  conspicuous 
damage  was  to  relationships  inside  his  skin, 
he  would  be  classed  as  physically  ill.  You 
can  see  that  this  classification  is  artificial 
and  depends  on  what  part  of  his  illness  hap- 
pens to  be  most  conspicuous.  This  field  be- 
longs primarily  to  the  non-psychiatric  medi- 
cal practitioner,  although  the  treatment  of 
the  external  relationships  of  any  illness  may 
require  psychiatric  understanding. 

Now  think  of  another  man.  This  man  has 
taken  overdoses  of  bromide.  He  does  not 
know  where  he  is,  what  time  it  is,  or  who 
you  are.  He  hears  voices  from  nowhere  and 
sees  things  that  are  not  there.  His  trouble 
is  with  those  relationships  which  exist  be- 
tween him  and  persons  and  things  outside 
his  skin.  He  may  also  be  unable  to  digest  his 
food  and  he  may  have  a  rash  over  his  body, 
but  because  his  major  difficulties  exist  in  re- 
lation to  matters  outside  his  skin,  we  call 
him  mentally  ill.  If,  instead  of  being  affected 
by  bromide  or  some  other  drug,  our  man 
had  been  hit  on  the  head  with  a  brick,  had 
acquired  paresis,  had  a  brain  tumor,  had 
cerebral  arteriosclerosis,  or  had  been  born 
without  the  brain  equipment  the  rest  of  us 
are  supposed  to  have,  we  would  still  think 
of  him  as  mentally  ill  if  his  relations  with 
the  outside  world  had  been  seriously  dam- 
aged. 

Within  this  group,  prevention  is  largely  a 
matter  for  non-psychiatric  medical  practi- 
tioners and  public  health  workers.  To  the 
extent  that  we  can  prevent  poisoning,  syphi- 
lis, other  infectious  diseases,  accidents,  the 
ravages  of  old  age,  birth  injuries,  and  the 
propagation  of  the  congenitally  unfit,  mental 
hygiene  becomes  the  province  of  the  obstet- 
rician, the  pediatrician,  the  internist,  the 
syphilologist,  the  public  health  officer,  and 
the  eugenist.  Working  together,  they  can 
prevent  an  appreciable  part  of  mental  ill- 
ness. Unfortunately,  they  are  not  often  in- 
cluded in  a  mental  hygiene  program. 

Now  we  come  to  the  third  and  uniquely 
psychiatric  problem.  Imagine  a  man  who 
had  been  taught  from  early  childhood  that 


he  was  stupid,  awkward,  ugly,  and  of  no  ac- 
count ;  who  had  been  shown  by  his  parents 
and  his  teachers  that  no  one  really  liked  him: 
a  man  who  had  been  made,  by  his  minister, 
to  believe  that  he  was  one  mass  of  original 
sin ;  who  had  been  chased  by  the  police,  hurt 
by  his  dentist,  and  neglected  by  his  doctor. 
That  man  might  be  sound  inside  his  skin, 
but  he  could  never  be  comfortable  in  the 
world.  He  might  hate  the  world,  fight  it  and 
become  criminal.  He  might  hate  himself,  try 
to  drown  his  sorrows  in  alcohol,  and  become 
a  chronic  drunk.  He  might  build  up  some 
little  illness  and  present  it  to  the  world  and 
to  himself  as  the  excuse  for  his  no-account- 
ness.  If  he  did,  we  would  call  him  a  neurotic. 
Or  he  might  retreat  into  a  world  of  his  own 
imagination,  where  he  was  safer  and  more 
comfortable.  Then  we  would  certainly  label 
him  insane. 

The  function  of  individuals 

Think  of  the  people  who  have  had  a  chance 
at  this  last  man — his  parents,  his  nurse,  his 
school  teachers,  his  Sunday  school  teachers, 
his  minister,  maybe  a  scout  master,  the  rep- 
resentatives of  the  law  in  his  community, 
and  his  physician.  Any  of  them  who  knew 
or  cared  might  have  turned  the  tide.  Ignor- 
ance or  indifference  on  the  part  of  any  one 
of  them  may  have  given  the  final  decisive 
push. 

You  may  have  noticed  that  I  did  not  in- 
clude the  psychiatrist  in  that  list.  I  omitted 
him  deliberately  because  there  are  not 
enough  psychiatrists  and  because,  even  if 
there  were,  they  would  not  see  people  soon 
enough  to  carry  on  individual  prevention. 
Prevention  in  the  mental  hygiene  field  must 
be  carried  on  by  every  individual  who  has 
any  contact  with  developing  human  beings. 

What  I  have  said  has,  I  hope,  indicated 
the  scope  of  a  preventive  program.  I  will 
try  to  summarize  it  in  such  a  way  that  it 
may  serve  as  a  check  list  for  those  who  are 
planning  a  community  program  for  the  pre- 
vention of  mental  illness. 

First  comes  the  eugenist,  who  must  pre- 
vent the  creation  of  too  many  congenitally 
unfit  individuals.  Next  come  the  obstetri- 
cian, the  prenatal  clinics,  and  the  public 
health  nurses.  They  must  prevent  as  much 
birth  damage  as  possible.  Following  the 
work  done  by  these  two  groups,  the  public 
health  officer  must  control  the  occurrence  of 
serious  infectious  diseases,  particularly  in 
young  children.    All   of  these   workers  are 
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chiefly  concerned  with  the  prevention  of 
damage  to  individuals. 

The  pediatrician  is  the  next  person  who 
is  concerned  with  a  mental  health  program. 
I  think  we  sometimes  underestimate  the  ex- 
tent to  which  the  pediatrician,  by  means  of 
the  advice  he  gives  mothers,  may  be  an  in- 
fluence for  mental  health.  Infants  must  be 
properly  fed,  but  the  wise  pediatrician  who 
is  conscious  of  his  responsibility  towards 
mental  health  knows  very  well  that  no  bottle 
was  ever  a  mother.  He  will  not  establish  a 
routine  which  prevents  a  child  from  develop- 
ing the  warm,  affectionate  relationships  with 
the  mother  which  are  an  absolutely  essential 
part  of  mental  health.  Playing  with  infants, 
handling  them,  nursing  them,  and  petting 
them  are  activities  which  should  not  be  light- 
ly put  aside.  There  is  good  evidence  that 
children  who  grow  up  without  close  contacts 
with  their  mothers  fail  ever  to  develop  close 
relationships  with  other  human  beings. 
Without  such  relationships,  mental  illness  is 
much  more  likely. 

The  teacher  follows  the  pediatrician.  Here 
the  problem  is  one  of  introducing  a  child  to 
competition  and  of  insisting  on  the  acquire- 
ment of  certain  basic  skills,  without  destruc- 
tion of  self-respect  and  self-confidence.  In 
very  simplest  terms,  the  teacher's  major 
problem  is  to  teach  children  to  live  in  com- 
petition with  their  equals  without  fear  or 
unhappiness.  I  have  seen  too  many  patients 
who  have  been  taught  geometry  and  trigo- 
nometry and  who  feared  to  live  with  people. 
They  now  live  in  mental  hospitals.  Part  of 
a  preventive  program  is  to  see  that  teaching 
of  living  becomes  an  integral  part  of  courses 
given  teachers  in  normal  schools  and  teach- 
ers' colleges. 

Physicians  also  belong  in  this  program. 
Here  I  am  not  talking  about  specialists  in 
psychiatry,  but  about  the  physicians  who 
treat  stomachs  and  hearts  and  lungs,  who 
fix  broken  legs  and  take  out  infected  tonsils. 
Every  time  a  physician  listens  solemnly  to 
an  individual's  heart,  looks  gravely  at  the 
patient  and  nods  his  head,  some  psychiatric 
effect,  good  or  bad,  has  been  created.  Because 
no  physician  can  treat  a  patient  without 
carrying  on  some  psychiatric  treatment,  and 
because  no  patient  is  ever  physically  ill  with- 
out suffering  some  emotional  upset,  our  pre- 
ventive program  must  include  the  teaching 
of  psychiatry  in  medical  schools.  Such  psy- 
chiatric teaching  should  relate  chiefly  to  the 
effects  of  the  emotions  and  the  beliefs  about 


personal  well-being  on  the  functions  of  the 
various  organs  of  the  body.  This  is  a  rela- 
tively new  field  of  medicine,  now  being 
talked  about  as  psychosomatic  medicine.  It 
offers  a  real  field  for  preventive  psychiatry 
and  will  ultimately  become  part  of  every 
medical  school  program. 

Ministers  belong  in  this  mental  health 
program  also.  People  come  to  ministers 
when  they  are  sad  and  hurt,  and  they  come 
when  they  feel  wicked,  guilty,  or  forsaken. 
The  minister  should  be  able  to  evaluate  these 
symptoms  and  should  know  what  to  do 
about  them.  He  can  be  a  very  important 
person  in  any  mental  health  program.  Part 
of  the  organization  of  such  a  program  must 
be  the  encouragement  of  courses  in  mental 
health  in  theological  seminaries. 

The  most  important  influences  on  an  in- 
dividual's mental  health  are,  of  course,  his 
parents.  The  problem  of  parental  education 
in  mental  health  presents  two  major  difficul- 
ties. One  is  that  parents  are  by  force  of  cir- 
cumstance so  emotionally  involved  that  they 
are  not  particularly  receptive  to  teaching; 
and  the  second  is  that  the  children  of  those 
parents  who  do  reach  eagerly  for  parental 
education  are  much  more  likely  to  need 
treatment  than  prevention.  My  own  feeling 
is  that  mental  hygiene  teaching  aimed  at 
parents  might  best  be  given  in  high  schools 
and  colleges,  on  a  very  simple  basis  involv- 
ing general  principles  rather  than  specific 
issues,  before  the  emotional  responsibilities 
of  parenthood  enter  the  picture. 

The  function  of  mental  hygiene  societies 

None  of  these  groups  are  going  to  be  self- 
starting  in  the  mental  hygiene  field.  They 
are  all  concerned  with  their  own  technical 
problems  and,  to  many  of  them,  a  mental 
health  program  has  meant  little  more  than 
the  care  of  the  feebleminded  and  the  insane. 
To  my  mind,  one  of  the  primary  duties  of 
a  mental  hygiene  society  is  to  draw  together 
the  representatives  of  each  of  these  groups, 
interest  them  in  mental  hygiene,  show  them 
what  simple  things  might  be  taught,  and 
then  encourage  them  to  go  back  to  their  own 
groups  and  develop  a  program.  Such  a  plan 
would  give  a  mental  hygiene  society  the  wid- 
est sort  of  basis  for  membership,  would  pro- 
vide specific  work  for  people  in  many  differ- 
ent fields,  and  would  lay  the  groundwork  for 
real  community  prevention. 

Essentials  of  a  mental  hygiene  program 

In  order  to  avoid  the  clangers  that  sur- 
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round  much  of  the  talking  in  the  mental  hy- 
giene field,  I  want  to  outline  for  you  what 
I  believe  to  be  the  essentials  of  a  mental 
health  program  which  might  be  taught  in 
any  of  the  fields  which  I  have  mentioned.  I 
know  that  I  am  running  a  serious  risk  of 
over-simplifying  what  I  have  to  say ;  I  know 
that  I  will  have  to  leave  out  many  important 
items;  I  know  that  there  are  some  people 
who  will  disagree  with  me  as  to  the  impor- 
tance of  some  of  the  factors  I  want  to  stress. 
On  the  other  hand,  I  am  convinced  that  a 
mental  health  program,  if  it  is  to  be  widely 
taught,  must  be  so  simple  that  it  can  be 
taught  by  anyone,  must  be  concrete  enough 
to  be  easily  grasped,  and  must  be  brief 
enough  to  be  remembered.  With  these  qual- 
ifications I  want  to  outline  the  bare  essen- 
tials which  should  be  taught  everyone  con- 
cerned with  a  mental  health  program. 

Remember  that  we  discussed  mental  ill- 
ness as  a  condition  which  existed  outside  the 
patient's  skin — as  an  interference  with  the 
relations  which  exist  between  one  person 
and  the  people  with  whom  he  comes  in  con- 
tact. Mental  illness  is  primarily  damage  to 
inter-personal  relations.  Because  this  is  so, 
preventive  efforts  in  this  field  must  be  aimed 
at  the  relations  which  exist  between  people, 
at  inter-personal  relations.  Anything  which 
makes  it  harder  for  you  or  for  me  to  meet 
our  fellow  men  comfortably,  confidently,  and 
expectantly  makes  it  a  little  more  difficult 
for  us  to  live  in  the  world  with  our  fellow 
men.  If  living  with  other  people  becomes 
too  difficult,  we  draw  away,  retire  into  our- 
selves, and  build  up  defenses.  Such  defenses 
are  the  material  of  which  mental  illness  is 
built. 

The  greatest  barrier  to  comfortable  rela- 
tions with  other  people  lies  in  our  own 
judgment  and  feelings  about  ourselves. 
Doubts  as  to  personal  competence,  ideas  that 
we  are  very  different  from  the  rest  of  the 
people  in  the  world,  feelings  of  shame  or 
guilt,  suspicions  of  other  people,  the  convic- 
tions that  others  probably  do  not  like  us — 
all  of  these  things  make  it  almost  impossible 
for  us  to  make  comfortable  contacts.  With 
a  recognition  of  this  fact,  it  is  fairly  obvious 
that  any  program  which  helps  to  do  away 
with  these  feelings  of  personal  insecurity 
will,  to  that  extent,  make  contact  with  other 
human  beings  easier  and  tend  to  prevent  the 
development  of  mental  illness.  Naturally,  the 
absence  of  any  such  feelings  would  not  be  an 
absolute  guarantee  that  mental  illness  will 


not  occur,  but  it  would  certainly  lessen  strain 
on  any  individual  and  make  the  occurrence 
of  a  withdrawal  defense  and  subsequent 
mental  illness  less  likely. 

Here  I  want  to  point  out  an  important 
fact.  Most  unfrightened  and  unhurt  infants 
and  small  children  go  to  other  people  expect- 
ing to  be  liked,  to  be  helped,  and  to  be  taken 
care  of.  This  is  important.  The  basis  for 
comfortable  inter-personal  relations  seems 
to  exist  naturally.  When  adults  hide  their 
feelings,  are  ashamed  before  other  people, 
are  suspicious  and  resentful,  when  they  are 
uncertain  of  their  reception,  when  they  feel 
that  they  are  different  or  not  wanted,  it 
seems  quite  obvious  that,  through  some  ex- 
perience in  living,  they  have  been  taught  to 
feel  that  way. 

The  existence  of  comfortable  inter-per- 
sonal relations  in  early  childhood  and  the 
absence  of  such  relations  in  some  adults  give 
us  our  basic  cue  to  the  simplest,  most  wide- 
spread, and  most  generally  useful  mental 
hygiene  principle.  Briefly  stated,  it  would  be 
this :  Every  individual  in  the  community 
who  is  responsible  for  the  care  and  training 
of  children  should  scrupulously  avoid  any 
action  which  would  tend  to  destroy  self- 
respect,  self-confidence,  and  the  feeling  of 
being  liked  by  others. 

This  does  not  mean  absence  of  training 
or  lack  of  reasonable  control.  It  does  not 
mean  pampering.  It  means  scrupulous  hon- 
esty in  all  dealings  with  children.  It  means, 
before  everything  else,  the  avoidance  of 
shaming,  ridicule,  and  belittling.  Coupled 
with  this  should  go  generous  doses  of  affec- 
tion and  praise  in  all  contacts  with  develop- 
ing human  beings.  This  is  a  very  simple 
doctrine.  It  will  not  work  miracles;  it  will 
not  prevent  all  mental  illness ;  but  widely 
spread  and  practiced  over  a  few  generations, 
it  offers  a  real  help  in  the  mental  hygiene 
field. 
330  N*.  Charles  Street 


In  order  to  avoid  the  development  of  a  train  of 
adverse  suggestions  it  is  essential  that  the  clinician 
should  anticipate  the  questions  which  inevitably  lie 
in  the  patient's  mind;  questions  which  may  be  too 
technical  for  him  to  express.  Xothing  is  more  frus- 
trating to  an  invalid  than  the  necessity  for  extract- 
ing information  from  a  doctor  who  stubbornly  main- 
tains a  sphinx-like  silence  or  whose  replies  are  so 
guarded  and  delphic  that  they  add  to  the  confusion. 
Added  to  this  is  the  uncomfortable  sense  of  inferi- 
ority generated  by  the  feeling  that  the  news  is  be- 
ing censored. — Paul  P.  Swett:  Suggestion  as  a  Cause 
of  Disease,  Connecticut  State  M.  J.  8:687  (Oct.) 
1944. 
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THE  PRESENT  STATUS  OF  MENTAL 
HEALTH  IN  NORTH  CAROLINA 

Maurice  H.  Greenhill,  M.D. 
Durham 

In  1936  there  was  issued  in  North  Caro- 
lina a  monumental  document  called  "A  Study 
of  Mental  Health  in  North  Carolina:  Report 
to  the  North  Carolina  Legislature  of  the 
Governor's  Commission  Appointed  to  Study 
the  Care  of  the  Insane  and  Mental  Defect- 
ives".1" This  study  clearly  indicated  the 
backwardness  of  the  state  in  its  care  of  the 
mentally  ill,  and  offered  excellent  recommen- 
dations for  the  improvement  of  this  condi- 
tion. Prepared  at  a  tremendous  cost  in  time, 
effort,  and  money,  this  treatise  setting  forth 
the  findings  of  the  Commission  ranks  high 
among  scholarly  psychiatric  and  sociological 
productions,  yet  at  the  same  time  is  so  prac- 
tical that  it  can  be  of  inestimable  value  to 
legislators,  physicians,  teachers,  social  work- 
ers, sociologists,  legal  advisors,  and  laymen. 
Ironically,  however,  this  study  has  been  sore- 
ly neglected.  It  is  a  sad  commentary  on  the 
progress  of  public  welfare  in  North  Caro- 
lina that  it  was  not  this  study,  but  the  news- 
paper publicity  given  to  a  single  ex-patient 
of  a  state  hospital,  which  aroused  the  state 
to  set  about  improving  the  care  of  the  men- 
tally ill  within  its  borders121. 

Improvement  in  the  care  of  mentally  ill 
persons  proceeds  slowly  but  resolutely,,  de- 
spite the  natural  tendency  of  men  to  put 
aside  anything  which  is  unpleasant  to  them. 
War  imposes  such  a  burden  of  psychiatric- 
ally  disabled  citizens  upon  a  civilization  that 
action  is  compelled.  The  1945  biennial  ses- 
sion of  the  North  Carolina  Legislature  is 
therefore  faced  with  certain  problems  re- 
lated to  the  mentally  ill  which  it  will  have  to 
meet  in  one  way  or  another.  It  has  the  ex- 
cellent advice  of  many  public  spirited  citi- 
zens in  the  professions,  many  of  whom  have 
offered  recommendations  through  the  State 
Hospitals  Board  of  Control,  the  State  Board 

From   the   Department  of   Neuropsychiatry.    Duke    University 
School   of  Medicine,   Durham,    North  Carolina. 

1.  Thompson.  L.  J.:  A  Study  of  Mental  Health  in  North 
Carolina.  Report  to  the  North  Carolina  Legislature  of 
the  Governor's  Commission.  Appointed  to  Study  the  Care 
of  the  Insane  and  Mental  Defectives.  Ann  Arbor.  Michi- 
gan, Edwards  Brothers,  Inc..  193fi.  The  study  was  author- 
ized by  Resolution  XXXI  at  the  1935  session  of  the  North 
Carolina  State  Legislature  under  the  administration  of 
Governor  J.  C.  B.  Ehringhaus.  This  was  financed  by  a 
grant  from  the  Rockefeller  Foundation.  Dr.  Frederic 
Hanes  was  chairman  of  the  commission  and  Dr.  Lloyd 
J.  Thompson  was  director  of  the  study,  which  has  often 
been    called,    "The   Thompson    Report." 

2.  The  Investigation  of  (he  State  Hospital  at  Morganton, 
11)12. 


of  Charities  and  Public  Welfare,  the  Gov- 
ernor's Commission  on  Medical  Care,  and 
other  organizations.  It  might  profitably  use 
as  well  the  1936  "Study  of  Mental  Health 
in  North  Carolina."  Almost  nine  years  have 
passed,  however,  since  that  study  was  pub- 
lished, and  certain  changes  have  occurred  in 
the  status  of  mental  health  in  North  Caro- 
lina to  which  attention  should  be  called. 

The  Recommendations  of  the  Governor's 
Commission,  1936 

Governor  Ehringhaus'  Commission  set 
forth  certain  recommendations,  based  upon 
factual  information,  for  improvement  in 
the  care  of  the  mentally  ill.  These  were  as 
follows : 

(1)  The  existing  state  hospitals  should  be  limited 
to  a  capacity  of  2500  beds  each. 

(2)  Plans  for  a  new  state  hospital  should  be 
started  in  the  near  future. 

(3)  Personnel  (physicians,  nurses,  and  attend- 
ants) in  the  state  hospitals  should  be  in- 
creased to  the  level  advocated  by  the  Ameri- 
can Psychiatric  Association. 

(4)  The  per  capita  costs  should  be  raised  to  meet 
the  present  requests  and  needs  of  the  hos- 
pitals. 

(5)  The  public  school  system  should  develop  a 
plan  that  will  be  more  constructive  in  the 
training  of  the  mental  defective. 

(6)  Plans  should  be  made  for  the  establishment 
of  a  second  training  school  for  mental  de- 
fectives. 

(7)  A  psychiatrist,  a  social  worker,  and  an  as- 
sistant psychologist  should  be  added  to  the 
staff  of  the  Caswell  Training  School. 

(8)  The  sterilization  program  of  the  Eugenics 
Board  should  be  continued  on  the  same  basis 
but  on  a  larger  scale. 

(9)  Mental  health  principles  should  be  brought 
more  and  more  into  the  training  of  teachers 
and  into  practical  applications  in  the  class- 
room. 

(10)  Duke  University,  having  the  only  four  year 
medical  course  in  the  state,  should  become 
the  center  for  psychiatric  training. 

(11)  The  University  of  North  Carolina,  through 
its  Division  of  Social  Work  and  Public  Wel- 
fare, should  be  supported  as  a  training  center 
for  social  workers  and  the  Department  of 
Psychology  should  be  supported  as  a  training 
center  for  clinical  psychologists. 

(12)  The  present  plan  that  is  being  adopted  by 
the  prison  system  of  the  state  should  be  sup- 
ported. 

(13)  Classification  of  delinquent  children  before 
and  after  admission  to  correctional  institu- 
tions, a  definite  training  program  within  the 
institutions,  and  well  organized  parole  super- 
vision should  be  required  throughout  the 
state. 

(14)  A  correctional  school  for  delinquent  negro 
girls  should  be  established  by  the  state. 

(15)  The  state  should  assume  further  responsibil- 
ity for  clinical  service  to  the  public  through 
travelling  psychiatric  and  mental  hygiene 
clinics. 

(16)  A  division  of  hospitals  and  medical  service 
should  be  established  in  the   State   Board   of 
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Charities  and  Public  Welfare.  A  further  step 
in  state  organization  that  would  follow  this 
one  £°uld  be  the  formation  of  a  State  Men- 
tal Health  Council  which  would  bring  to- 
gether representatives  of  various  govern- 
ment agencies  that  are  concerned  with  the 
mental  health  of  the  people.  In  North  Caro- 
lina ..  the  laws  pertaining  to  psychiatric 
activities  contain  many  antiquated  terms  and 
outmoded  conceptions.  At  the  present  time 
the  most  urgent  need  for  change  in  the  word- 
ing of  statutes  and  in  attitudes  toward  them 
occurs  m  those  procedures  relating  to  com- 
mitment. 
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What  has  happened  to  these 
recommendations? 

Very  few  of  these  recommendations  have 
been  carried  out.   There  has  been  (1  and  2) 
no    new    state    hospital    proposed    for    the 
approximate  number  of  1255  patients  on  the 
waiting  lists  for  the  existing  state  hospitals. 
Every  state  hospital  administrator  and  psy- 
chiatrist knows  that,  because  of  its  size,  a 
mental  institution    with  a    capacity    above 
2500  beds  loses  its  efficiency  and  makes  for 
an  ultimately  greater  cost  to  the  state;  yet 
instead  of  asking  the  present  legislature  for 
an  additional  hospital  the  state  now  asks  for 
enlargement  of  existing  facilities  to  house 
additional  patients.    This,  of  course,  is  bet- 
ter than  having  no  facilities  at  all  for  pa- 
tients in  need  of  admission  to  an  institution, 
but  it  is  an  unprofessional  and  costly  meth- 
od of  meeting  the  problem  and  will  serve  to 
keep  North  Carolina  from  being  in  the  fore- 
front of  progress. 

(3)  The  1943  legislature  made  provisions 
for  an  increase  in  the  number  of  profession- 
al personnel  in  the  existing  state  hospitals 
Because  of  the  war  and  because  there  has 
been  little  in  the  way  of  professional  stimu- 
lation within  the  state  hospitals  to  attract 
physicians,   it  has  been   impossible  for  the 
state  hospitals  to  fill  the  available  positions. 
The  more  complete  and  modern  are  the  facil- 
ities for  psychiatric  practice,  the  easier  it  is 
for  an  institution  to  obtain  doctors  to  do  its 
work,  and  the  more  economically  therefore 
can  its  work  be  carried  out.   The"  1943  legis- 
lature made  no  provision  for  certain  special- 
ized personnel  which  are  as  necessary  to  the 
successful  treatment  of  the  psychiatric  pa- 
tient as  is  insulin  in  the  treatment  of  dia- 
betes.   It  was  solely  through  the  efforts  of 
Mr.  N.  E.  Edgerton,  Chairman  of  the  State 
Hospitals  Board  of  Control,  and  through  the 
judgment  of  Governor  Broughton  that  auth- 
orization was  given  for  the  employment  of 
a  psychiatric  social  worker  for  the  state  hos- 


pitals at  Raleigh,  Morganton,  and  Golds- 
boro,  and  for  recreational  directors  at  Ral- 
eigh and  Morganton. 

At  the  present  time  there  is  only  one  phy- 
sician for  each  512  patients  in  the  state  hos- 
pitals, and  one  graduate  nurse  for  each  403 
patients.  The  number  of  attendants  is  al- 
most as  limited. 

(4)  In  1934  North  Carolina  ranked  forty- 
seventh  among  the  states  in  per  capita  cost 
tor  care  of  mentally  ill  patients.    No  figures 
are  available  at  the  present  time  as  to  its 
rank  on  this  basis,    although    for  the    past 
year  the  per  capita  cost  was  $277.00  per  pa- 
tient, as  compared  with  $114.21  in  1936'" 
This  comparison,  of  course,  denotes  a  con- 
siderable improvement,  but  it  is  obviously 
behind  the  need;  otherwise  the  institutions 
would  not  be  asking  for  additional  appropri- 
ations to  raise  the  per  capita  cost  at  this 
time.    Those  states  which  have  a  per  capita 
cost  m  the  neighborhood  of  $400.00  are  more 
nearly  able  to  give  adequate  care  to  mentally 
ill  patients,  and  to  effect  improvement  and 
recovery  in  many. 

(5)  The  public  school  system  has  not  de- 
veloped a  plan  which  would  be  more  con- 
structive in  the  training  of  mental  defect- 
ives. 

(6  and  7)  A  second  training  school  for 
mental  defectives  has  not  been  established 
The  Caswell  Training  School  has  asked  for 
an  appropriation  which  would  allow  an  ex- 
pansion program  to  house  980  additional 
mentally  defective  children.  If  the  present 
legislature  meets  this  need,  a  great  step  will 
be  taken  in  handling  one  of  North  Carolina's 
most  neglected  problems,  the  care  of  the 
mental  defective.  Here  again  it  is  believed 
that  it  would  be  more  efficient  to  establish 
a  second  school  for  mental  defectives  in  the 
western  part  of  the  state.  There  have  not 
been  added  to  the  staff  of  the  Caswell  Train- 
ing School  a  psychiatrist,  a  social  worker, 
and  an  assistant  psychologist. 

(8)  The  sterilization  program  of  the  Eu- 
genics Board  has  been  continued  on  the  same 
general  basis  but  has  not  increased  in  scope. 

(9)  Little  has  been  done  to  bring  mental 
health  principles  into  the  training  of  teach- 
ers and  into  practical  applications  in  the 
class  room. 

(10)  Duke  University  has  become  a  cen- 
ter for  psychiatric  training.  The  other  four 
year  medical  school  in  the  state,  the  Bowman 
Gray  School  of  Medicine,  has  at  the  present 
time  only  one  psychiatrist  on  its  staff. 
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(11)  The  Department  of  Public  Welfare 
and  Social  Work  at  the  University  of  North 
Carolina  has  not  until  recently  been  sup- 
ported as  a  training  center  for  psychiatric 
social  workers,  and  its  present  support  is  in- 
adequate. 

(12)  Improvements  are  under  way  in  the 
prison  system  of  the  state. 

(13)  Little  has  been  done  to  classify  de- 
linquent children  before  and  after  admission 
to  delinquent  institutions.  There  is  some 
training  program  within  these  institutions, 
but  a  well  organized  parole  provision  has 
not  been  set  up. 

(14)  A  correctional  school  for  delinquent 
Negro  girls  has  been  established. 

(15)  The  state  has  assumed  only  a  meas- 
ure of  further  responsibility  for  clinical 
services  to  the  public  through  travelling  psy- 
chiatric and  mental  hygiene  clinics.  New 
laws  allow  for  the  establishment  of  mental 
hygiene  clinics  in  conjunction  with  the  State 
Hospitals  Board  of  Control.  This,  although 
a  step  in  the  right  direction,  may  be  years 
in  realization  inasmuch  as  it  is  impossible 
for  any  state  hospital  to  administer  a  men- 
tal hygiene  clinic  unless  it  has  a  staff  large 
enough  to  allow  one  physician  per  100  pa- 
tients. It  is  hoped  that  under  the  governor's 
medical  care  program,  the  state's  responsi- 
bility for  clinical  services  will  be  realized. 

(16)  A  division  of  hospitals  and  medical 
services  has  not  been  established  in  the  State 
Board  of  Charities  and  Public  Welfare.  In- 
stead, a  separate  Hospitals  Board  of  Con- 
trol was  set  up  by  the  1943  legislature.  This 
was  a  great  step  toward  the  improvement 
of  the  care  of  the  mentally  ill  in  the  state, 
but  has  created  overlapping  of  function  with 
other  state  agencies  which  are  in  the  pro- 
cess of  being  worked  out.  There  is,  there- 
fore, more  than  ever  the  need  for  the  forma- 
tion of  a  state  mental  health  council. 

Nothing  as  yet  has  been  done  to  revise 
and  modernize  the  statutes  pertaining  to 
mental  disorder. 

The  Scope  of  Mental  Disorder  in 
North  Carolina 

Much  yet,  therefore,  remains  to  be  done 
in  improving  the  care  of  the  mentally  ill 
within  the  state.  North  Carolina  does  not 
rank  high  in  the  quantity  and  quality  of  its 
services  to  the  mentally  ill.  The  Thompson 
Report  showed  North  Carolina's  rank  in  the 
United  States  by  figures  available  in  1936 
to  be  very  low. 


Rank  in  th? 
Year         United  States 

State  Hospital  per  capita  cost  1934  47th 

Patients  per  physician  1934  44th 

Patients  per  nurse  and  attendant  1934  43rd 

Patients  per  employees  1934  42nd 
First  admissions  per 

100,000  population  1934  34th 
Hospital  population  per 

100,000  population  1934  41st 

Although  it  is  believed  that,  through  the  ef- 
forts of  the  State  Hospitals  Board  of  Con- 
trol, North  Carolina's  position  has  improved, 
it  is  the  general  impression  that  its  improve- 
ment has  been  comparatively  slight,  for  the 
problem  of  mental  disorder  in  North  Caro- 
lina is  indeed  a  grave  one.  Not  only  does 
North  Carolina  rank  low  among  the  states  in 
the  quality  of  its  medical  care  for  mentally 
ill  patients,  but  it  also  has  the  highest  pro- 
portion of  feeble  minded  individuals  of  any 
state  in  the  Union.  It  has  been  estimated 
that  there  are  over  27,000  mentally  defective 
white  children  in  the  state  and  an  additional 
30,000  who  are  of  border-line  intelligence. 
During  the  school  year  1943-44,  114,000  chil- 
dren failed  to  be  promoted  in  school,  and  a 
large  majority  of  these  had  a  low  level  of 
intelligence.  One-half  of  the  children  in  the 
correctional  schools  and  3  per  cent  of  the 
children  in  public  schools  are  feeble  minded. 
The  Caswell  Training  School  has  a  present 
population  of  825  mental  defectives.  There 
are  now  800  applications  for  admission  to 
this  school  on  file.  A  recent  survey  done  by 
the  State  Board  of  Charities  and  Public 
Welfare  showed  that  there  are  at  least  900 
feeble  minded  Negro  children  who  are  in 
need  of  institutional  care.  It  has  been  noted 
that  there  are  at  the  present  time  8,462  pa- 
tients in  the  state  hospitals  for  the  insane, 
and  that  there  are  approximately  1,255  men- 
tally ill  individuals  in  the  state  who  have 
applied  for  admission  to  these  institutions 
but  cannot  be  admitted  because  of  limited 
facilities.  There  are  at  least  1500  additional 
patients  in  the  state  who  have  been  re- 
leased from  the  state  hospitals  under  pro- 
bation. 

The  number  of  patients  who  require  hos- 
pitalization in  the  four  state  hospitals,  how- 
ever, is  a  very  small  proportion  of  the  total 
number  of  individuals  in  the  state  with 
mental  illness.  For  general  purposes  one 
can  divide  all  mental  disorders  into  five 
groups :  psychoses,  mental  deficiency,  psy- 
choneuroses,  personality  disorders,  and  psy- 
chosomatic illnesses.  The  problems  related 
to  the  state  hospitals,   the  State  Hospitals 


10 


NORTH   CAROLINA    MEDICAL  JOURNAL 


January,  1945 


Board  of  Control,  the  role  of  the  clerks  of 
the  superior  courts,  and  the  revision  of  the 
statutes  pertaining  to  mental  illness  apply 
almost  entirely  to  the  first  two  groups. 

On  the  other  hand,  the  state  has  taken  al- 
most no  responsibility  for  the  patients  with 
psychoneuroses,  personality  disorders,  and 
psychosomatic  illnesses.  These  have  been 
called  minor  disorders.  They  are  usually 
less  dramatic,  do  not  incapacitate  the  indi- 
vidual to  the  extent  that  institutional  care 
is  required,  and  appear  to  be  at  times  such 
mild  deviations  from  normal  adjustment 
that  there  seems  to  be  no  immediate  demand 
for  action.  However,  in  terms  of  loss  of 
employment,  absenteeism,  suffering,  eco- 
nomic loss  to  the  individual  and  his  family, 
and  disruption  of  family  emotions,  the  cost 
of  these  illnesses  runs  high.  In  a  psycho- 
neurosis  one  finds  disturbed  emotions  with 
substitution  of  physical  symptoms  for  emo- 
tional conflict;  in  the  personality  disorders 
an  individual's  relationship  with  his  fellow 
men  is  disturbed  and  often  distorted  suffi- 
ciently to  cause  work  and  marital  difficulties 
and  in  severe  cases,  criminality;  and  in  the 
psychosomatic  illnesses  a  person  with  a  med- 
ical or  surgical  disease  exhibits  psychologies  1 
reactions  associated  with  his  disease  which 
influence  healing  processes  adversely,  mak- 
ing it  necessary  for  the  physician  to  handle 
the  psychological  reaction  as  well  as  the 
disease  itself. 

These  disorders  constitute  by  far  the  larg- 
est percentage  of  mental  illness.  Cobb'3'  has 
estimated  that  they  form  at  least  50  per  cent 
of  psychiatric  illnesses,  but  it  is  felt  that 
this  figure  is  far  too  small,  inasmuch  as 
many  of  the  personality  problems  and  most 
of  the  psychosomatic  disorders  are  not  taken 
into  consideration.  A  more  nearly  correct 
figure,  although  not  a  conservative  one, 
would  be  98  per  cent.  This  figure  is  not  un- 
reasonable when  one  considers  all  of  the  psy- 
chological problems  that  occur  in  almost 
every  type  of  medical  and  surgical  disease, 
and  the  countless  problems  in  marriage,  in 
the  family,  and  in  inter-personal  relation- 
ships. It  has  been  estimated  that  40  to  70 
per  cent  of  the  practice  of  a  physician  in 
general  medicine  is  comprised  of  psychiatric 
problems. 

It  is  impossible  at  the  present  time  to 
know  the  actual  number  of  individuals  in 
the  state  who  have  psychoneuroses,  psycho- 

3.  Cobb.  S. :  Borderlands  of  Psychiatry,  Harvard  University 
Monograph  in  Medicine  and  Public  Health,  Number  i. 
Cambridge,   Harvard    University    Press,    1943. 


somatic  disorders,  and  personality  problems. 
The  number  of  such  patients  treated  in  the 
four  psychiatric  clinics  in  the  state  does  not 
represent  the  total  number  under  treatment, 
since  the  average  physician  always  has  some 
patients  under  psychiatric  management ;  nor 
does  it  represent  the  number  of  individuals 
who  need  such  treatment  but  are  not  re- 
ceiving it.  As  a  sample  of  what  the  need  is, 
it  has  been  found  that  of  97,446  patients  seen 
at  Duke  Hospital  in  1943,  8,283  or  8U  per 
cent  had  a  psychiatric  diagnosis  on  their 
hospital  records.  Experience  and  investiga- 
tion from  the  literature  tell  us  that  this  fig- 
ure is  indeed  small.  This  low  percentage  is 
accounted  for  by  the  fact  that  in  many  cases 
a  psychiatric  diagnosis  is  not  put  down  on 
the  records  of  individuals  with  medical  and 
surgical  diseases  who  also  have  emotional 
problems  which  demand  attention.  It  must 
be  noted  that  even  this  percentage  is  far 
larger  than  the  incidence  of  many  other 
major  medical  problems  such  as  tuberculo- 
sis. In  North  Carolina  at  the  present  time 
there  are  approximately  250,000  individuals 
upon  whom  a  psychiatric  diagnosis  will  be 
made. 

It  is  well  known  that  the  cost  of  care  for 
a  patient  with  a  psychiatric  disorder  is  high- 
er than  for  any  other  medical  illness.  The 
amount  spent  for  the  care  of  the  insane  in 
this  state  is  known  to  the  legislature,  and  a 
much  greater  amount  will  be  necessary  to 
raise  the  level  of  the  care  of  the  psychotic 
person.  It  is  a  little  more  difficult  to  esti- 
mate the  cost  of  care  for  the  other  mental 
illnesses.  Too  often  the  psychoneurotic  goes 
from  physician  to  physician,  and  has  innum- 
erable laboratory  tests  needlessly  done  in 
order  to  rule  out  serious  medical  or  surgical 
diseases  before  the  diagnosis  of  psychoneu- 
rosis  is  made.  After  this  has  been  done, 
many  patients  are  treated  as  if  they  had  a 
medical  disorder,  at  a  tremendous  cost.  Cer- 
tain facts,  however,  are  known.  The  average 
cost  of  diagnosing  and  treating  a  patient  in 
the  Wake  County  Mental  Hygiene  Clinic,  on 
a  nonprofit  basis,  is  $20.00.  The  per  capita 
cost  in  the  Charlotte  Mental  Hygiene  Clinic 
is  comparable.  It  is  a  known  fact  that  in  the 
treatment  of  private  patients  at  Duke  Hos- 
pital the  cost  to  the  individual  psychiatric 
patient  for  the  initial  examination  runs 
$10.00  to  $15.00  higher  if  he  is  seen  first  by 
an  internist  or  surgeon  than  if  he  is  seen 
by  a  psychiatrist  at  once.  Under  constant 
practice  this  figure  is  being  reduced. 
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How  Is  This  Problem  Being  Met  in 
North  Carolina  at  Present? 

Both  government  and  private  agencies  as 
well  as  individual  physicians,  social  workers, 
teachers,  ministers,  and  court  personnel  are 
aware  to  some  extent  of  the  tremendous 
problem  related  to  mental  health  in  North 
Carolina,  and  attempts  are  being  made  to 
meet  it.  It  must  be  recognized,  however,  that 
these  attempts  are  far  behind  the  need.  How 
is  the  problem  being  met? 

By  government  agencies. 

State  Hospitals  Board  of  Control. 

The  1943  North  Carolina  Legislature,  set 
up  an  operating  board  to  centralize  the  ac- 
tivities of  the  four  state  institutions  under 
the  name  of  the  State  Hospitals  Board  of 
Control.  To  this  board  Governor  Broughton 
appointed  sixteen  members,  of  whom  five 
are  physicians,  one  is  a  dentist,  and  the  re- 
mainder are  interested  lay  individuals.  It 
is  significant  that  there  is  not  one  psychia- 
trist on  this  board,  nor  is  there  any  person 
who  has  had  full  experience  as  a  hospital  ad- 
ministrator. Neither  is  there  a  social  service 
administrator,  nor  anyone  to  represent  psy- 
chiatric nursing.  This  is  comparable  to  the 
situation  which  exists  in  the  commission  ap- 
pointed by  the  Governor  of  the  State  of  New 
York  in  1943  to  reorganize  the  state  hos- 
pital system  there.  Of  this  commission,  Rus- 
sell'J'  writes,  "It  is  remarkable  that  of  the 
forty-nine  'experts'  of  which  this  impressive 
body  of  investigators  consisted,  only  an  as- 
sistant physician  and  two  nurses  were  ap- 
parently qualified  by  experience  to  observe 
and  advise  understandingly  in  regard  to  con- 
ditions and  requirements  that  are  peculiar 
to  administrators  and  practices  in  the  hos- 
pitals of  the  type  to  be  examined.  In  con- 
sequence, historic  perspective,  consideration 
of  the  social,  political,  and  economic  condi- 
tions which  control  the  development  and  op- 
eration of  the  department  and  of  the  differ- 
ences between  hospitals  for  the  mentally  ill 
and  those  for  other  sick  persons  are  strik- 
ingly lacking  in  the  report." 

The  State  Hospitals  Board  of  Control, 
however,  is  doing  a  good  job.  Its  chairman, 
Mr.  N.  E.  Edgerton,  has  worked  indefatig- 
ably  and  has  contributed  more  to  the  devel- 
opment of  mental  health  in  North  Carolina 
than  has  any  other  lay  person  since  Dorothea 

I.    Russell,  WiUiam   L. :  The  Care  of  the  Mentally  III  in  New 
York,   Am.   J.   Psychiat    101:184-193    (Sept.)    lull. 


Linde  Dix.  The  first  annual  report  of  the 
North  Carolina  Hospitals  Board  of  Control, 
made  on  July  16,  1944'"'',  is  a  comprehensive 
survey  of  the  problems  which  the  board  has 
had  to  meet,  of  the  developments  which  have 
taken  place,  and  of  problems  of  future  im- 
provement. This  board  is  without  question 
functioning  in  the  proper  direction.  Its  re- 
port began  as  follows :  "One  year  ago  today 
a  sixteen  member  Board  of  Control  began 
its  existence  and  its  ambitious  program  to 
do  all  in  its  power  to  see  that  the  treatment 
and  care  of  the  mentally  ill  in  North  Caro- 
lina be  improved  to  equal  that  of  the  best 
institutions  of  like  kind  and  surpassed  by 
none." 

The  board  is  made  up  of  the  following 
standing  committees :  committee  to  select  a 
general  superintendent;  committee  on  by- 
laws; committee  on  building  and  equipment; 
committee  to  study  equalization  of  salaries, 
wages,  etc. ;  committee  to  meet  with  State 
Board  of  Charities  and  Public  Welfare,  and 
to  investigate  if  there  are  any  duplications 
of  duties;  committee  on  dividing  territory 
and  transfer  and  admission  of  patients  be- 
tween Raleigh  and  Morganton ;  publicity 
committee;  committee  on  agriculture,  live 
stock  and  provisions ;  committee  on  dentistry 
and  its  relation  to  mental  patients ;  commit- 
tee on  improving  the  care  of  patients;  com- 
mittee on  psychiatric  standards  and  policies; 
and  a  legislative  committee. 

The  recommendations  of  each  of  these 
committees  are  included  in  the  general  re- 
port. They  are  too  numerous  to  mention  in- 
dividually. The  recommendations  of  the 
committee  on  improving  the  care  and  treat- 
ment of  patients  are  noteworthy  and  include 
suggestions  for  improvements  and  additions 
to  existing  physical  structures,  for  construc- 
tion of  new  buildings,  and  for  providing 
necessary  equipment  and  more  adequate  per- 
sonnel with  higher  salaries,  including  an  in- 
crease in  the  number  of  graduate  nurses  and 
the  appointment  of  recreational  directors, 
occupational  therapists,  teachers,  laboratory 
technicians,  and  psychiatric  case  workers.  It 
is  recommended  that  there  be  one  physician 
for  every  200  patients.  Furthermore,  this 
board  recommends  adequate  medical  records, 
and  general  improvement  in  the  care  and 
treatment  of  patients  to  bring  them  up  to 
modern  standards.  They  also  advocate  the 
use  of  the  state  hospitals  in  the  teaching 
programs  of  approved  medical  schools  and 


Annual    Report    of    the 
Board  of  Control.   1941. 


North     Carolina     State     Hospitals 


12 


NORTH    CAROLINA   MEDICAL  JOURNAL 


January,  1U45 


of  the  University  of  North  Carolina  School 
of  Social  Work.  Other  recommendations 
which  bear  the  stamp  of  lay  interest  but  are 
of  less  professional  importance  are  made. 

The  committee  on  relation  to  the  welfare 
department  has  been  very  active  and  is 
working  out  a  system  whereby  a  close  affili- 
ation will  be  established  between  the  agen- 
cies of  the  State  Board  of  Charities  and  Pub- 
lic Welfare  and  the  state  hospitals  for  the 
purpose  of  setting  up  a  statewide  system  of 
social  service.  These  two  committees,  to- 
gether with  the  committee  on  building  and 
equipment,  are  doing  valuable  work. 

There  are  several  facts,  however,  related 
to  the  functioning  of  the  Hospitals  Board 
of  Control  and  of  the  individual  state  insti- 
tutions to  which  attention  must  be  called. 
In  the  first  place,  the  State  Hospitals  Board 
of  Control  has  not  had  the  advice  of  the 
psychiatric  profession.  It  is  presumed  that 
the  superintendents  of  the  state  hospitals 
have  given  excellent  counsel  to  this  board, 
but  because  of  their  positions  one  wonders 
whether  this  can  be  given  freely.  Further- 
more, it  is  a  well  known  fact  that  the  board 
has  been  handicapped  by  the  absence  of  a 
general  superintendent.  It  is  obviously  diffi- 
cult to  find  just  the  right  person  for  the 
position  under  war-time  conditions,  and  fur- 
thermore, the  stipulations  made  by  the  1943 
legislature  are  such  that  it  is  questionable 
whether  a  psychiatrist  of  the  highest  order 
would  accept  the  office.  Under  the  law  the 
contract  is  for  only  two  years,  to  be  renewed 
at  the  discretion  of  the  board ;  most  candi- 
dates are  wary  of  the  political  implications 
involved  in  this.  Furthermore,  there  has 
been  set  up  at  the  top  a  division  of  authority 
between  the  general  superintendent  and  the 
business  manager,  an  arrangement  which  is 
bound  to  be  contrary  to  the  judgment  of  an 
excellent  psychiatric  administrator.  In  the 
third  place,  no  provisions  are  made  for  a  pro- 
fessional staff  for  the  general  superintend- 
ent, and  no  one  man  can  adequately  admin- 
ister such  a  large  system.  Lastly,  the  rela- 
tionship of  the  State  Hospitals  Board  of  Con- 
trol and  the  Board  of  Charities  and  Public 
Welfare  has  not  as  yet  been  completely  clari- 
fied ;  because  this  issue  is  confused  it  will 
be  more  difficult  to  obtain  a  good  psychiatric 
administrator  for  either  the  position  of  gen- 
eral superintendent  of  mental  hygiene  or  the 
position  of  Director  of  the  Division  of  Psy- 
chiatric and  Psychological  Service  of  the 
State  Board  of  Charities  and  Public  Welfare. 


The  State  Hospitals  Board  of  Control  has 
done  much  to  organize  more  completely  the 
functions  of  the  individual  institutions.  The 
board  has  been  handicapped,  however,  by  in- 
adequate appropriations.  This  is  shown  by 
the  conditions  which  today  exist  in  the  four 
state  institutions.  The  quality  of  these  in- 
stitutions has  been  improved  since  the  board 
began  to  function.  Each  of  the  hospitals  has 
an  excellent  superintendent,  who  knows  com- 
pletely what  is  needed  to  make  each  institu- 
tion a  credit  to  the  state.  These  men  too  have 
been  handicapped  by  limited  appropriations. 
There  exist,  therefore,  both  good  and  bad 
conditions  within  the  state  hospitals.  At 
Raleigh  some  wards  are  no  better  than  those 
which  existed  in  Bedlam  in  the  seventeenth 
century.  Ward  S,  for  example,  is  so  over- 
crowded that  the  beds  practically  touch  one 
another.  The  walls  are  broken,  only  spotted 
with  plaster,  and  the  floors  are  of  cold  damp 
stone.  There  are  two  toilets  and  two  bath- 
tubs for  seventy-five  patients.  During  the 
day  one  untrained  attendant  looks  after 
seventy-five  violent  patients,  and  at  night 
there  is  only  one  attendant  for  two  hundred 
and  fifty  such  patients.  During  favorable 
weather  the  patients  are  locked  on  a  porch, 
where  there  are  no  toilet  facilities ;  they  ex- 
crete on  the  floor,  and  at  any  time  one  can 
witness  the  sight  of  one  or  more  patients 
devouring  their  own  excreta.  Often  these 
patients  are  completely  unattended.  Such 
conditions  are  in  no  way  the  fault  of  the  hos- 
pital administration,  for  it  is  just  as  appalled 
by  them  as  anyone.  It  simply  does  not  have 
the  funds  to  alter  such  conditions.  There 
is  only  one  graduate  nurse  available  during 
the  night  for  the  entire  Central  Building, 
which  houses  about  one  thousand  patients. 
On  the  other  hand,  good  practices  also  exist 
within  the  institution — among  them,  the 
adoption  of  electric  shock  treatment  and  the 
organization  of  a  social  service  department. 

At  Morganton  the  physical  facilities  are 
far  superior  to  those  at  Raleigh  because  of 
the  building  program  of  the  last  five  years. 
However,  the  physicians  are  so  over-bur- 
dened— one  having  as  many  as  735  patients 
— that  modern  methods  of  treatment  can  not 
be  used.  No  hydrotherapy  or  occupational 
therapy  is  carried  out. 

At  Goldsboro  the  wards  for  the  Negro  pa- 
tients are  far  superior  to  Wards  S,  R,  and 
T,  at  Raleigh.  No  treatment  other  than 
medical  treatment  is  carried  out  there.  Help 
is  so  limited  that  violent  patients  have  to  be 
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restrained  in  cages  similar  to  those  used  in 
the  side  show  of  a  circus.  Such  cages  are 
also  in  use  at  the  Caswell  Training  School 
for  the  same  reason. 

At  Caswell  the  physical  structures  and 
equipment  approximate  those  of  a  model  in- 
stitution for  the  feeble  minded,  and  its  poli- 
cies approach  those  of  the  best  institutions 
of  this  type.  Additional  personnel,  including 
a  psychiatrist,  and  additional  buildings  are, 
however,  very  much  needed. 

Although  this  is  not  mentioned  in  the  an- 
nual report  of  the  Hospitals  Board  of  Con- 
trol, the  system  of  probation  and  discharge 
of  patients  is  in  great  need  of  improvement. 
It  has  been  sadly  neglected.  Patients  are  not 
required  to  return  to  the  hospital  for  exam- 
ination during  the  probation  period,  and  are 
discharged  without  having  been  examined. 
Discharges  are  given  once  a  year  on  a  cer- 
tain date  for  patients  who  have  been  out  of 
the  hospital  at  least  one  year  and  in  effect 
have  not  been  heard  of  again.  Some  attempt 
is  made  by  the  hospital  superintendent  to 
have  the  county  welfare  superintendent  in- 
vestigate the  situation  of  the  paroled  pa- 
tient, but  these  county  workers  are  not  psy- 
chiatrists and  cannot  judge  whether  a  per- 
son is  well  enough  to  be  given  a  discharge 
from  a  hospital. 

The  statutes  related  to  the  commitment  of 
the  mentally  ill  are  being  given  some  atten- 
tion by  the  Hospitals  Board  of  Control,  as 
indeed  they  should  be ;  for  in  many  respects 
they  are  antiquated,  outmoded,  and  imprac- 
tical. 

The  State  Board  of  Charities  and 
Public  Welfare. 

By  virtue  of  a  constitutional  mandate  the 
North  Carolina  State  Board  of  Charities  and 
Public  Welfare  has  the  responsibility  for 
supervision  of  all  mental  institutions  within 
the  state.  Therefore,  when  the  State  Hos- 
pitals Board  of  Control  was  organized,  there 
was  considerable  confusion  over  the  respect- 
ive functions  of  the  two  bodies.  At  a  meet- 
ing of  representatives  of  the  two  groups, 
together  with  the  governor  and  the  attorney 
general,  on  February  9,  1944,  it  was  decided 
that  the  Hospitals  Board  of  Control  was  an 
operating  organization  for  the  four  state 
institutions,  and  that  under  the  constitu- 
tional mandate  the  State  Board  of  Charities 
and  Public  Welfare  would  have  supervision 
over  it.  As  conceived,  this  type  of  super- 
vision would  indeed  be  very  loose  and  would 


consist  principally  in  the  continuation  of  the 
annual  inspection  of  the  state  institutions 
for  the  mentally  ill.  It  follows,  therefore, 
that  the  function  of  the  Public  Welfare 
Board  in  relationship  to  the  state  hospitals 
will  gradually  be  reduced. 

The  mental  hygiene  work  of  the  State 
Board  of  Charities  and  Public  Welfare  is 
administered  through  the  Division  of  Psy- 
chiatric and  Psychological  Services.  This 
division  at  the  present  time  has  no  director, 
and  whereas  prior  to  the  war  it  was  made 
up  of  two  psychiatrists  and  two  psycholo- 
gists it  now  has  one  psychiatric  consultant 
and  one  psychologist.  When  it  was  acting  in 
its  full  capacity  its  functions  were  manifold 
but  often  loosely  defined.  It  has  always 
taken  a  measure  of  responsibility  for  the 
development  of  mental  hygiene  throughout 
the  state,  and  its  last  director  promoted  m2n- 
tal  hygiene  by  devoting  a  sizable  share  of  his 
time  to  lecturing  before  church  groups  and 
parent-teacher  associations.  Its  functions 
were  so  many  that  its  small  staff  could  not 
completely  round  them  out. 

At  the  present  time  this  division  is  de- 
voting its  efforts  toward  education  in  the 
psychiatric  approach  to  social  problems,  par- 
ticularly among  the  workers  of  the  public 
welfare  agencies,  and  to  developing  the  so- 
cial service  relationships  between  public  wel- 
fare agencies  and  the  state  hospitals. 

By  virtue  of  the  constitutional  mandate, 
the  State  Board  of  Charities  and  Public  Wel- 
fare should  be  the  central  authority  for  the 
development  and  control  of  mental  health 
within  the  state. 

State  Board  of  Public  Instruction. 

This  board  is  exercising  two  functions  re- 
lated to  mental  health.  The  first  concerns 
the  mental  health  of  school  children.  Prac- 
tically nothing  is  being  done  in  this  regard. 
This  board  does  not  advocate  special  classes 
for  retarded  and  problem  children,  as  do 
most  progressive  states.  In  Massachusetts, 
for  example,  whenever  ten  or  more  children 
who  are  retarded  or  are  problems  are  gath- 
ered together  in  any  one  school,  a  special 
class  for  these  children  has  to  be  set  up.  The 
North  Carolina  Board  advances  the  theory 
that  the  individual  teacher  can  do  more  for 
the  problem  child  than  can  a  specially 
trained  teacher  do  for  a  class  of  problem 
children.  The  scientific  advice  of  psychia- 
trists shows  that  this  is  not  feasible.    The 
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care  of  retarded  and  problem  children  re- 
quires training  on  the  part  of  the  teacher; 
furthermore,  it  is  impossible  for  a  teacher 
who  has  as  many  as  forty  pupils  to  devote 
time  to  one  particular  pupil.  Furthermore, 
problem  children  do  better  when  they  are 
taught  in  a  group  according  to  scientific 
methods. 

The  Board  of  Public  Instruction  has  funds 
available  for  a  liaison  psychiatrist  with  the 
Department  of  Public  Health  to  work  on  a 
special  project,  but  it  has  been  impossible  to 
secure  a  psychiatrist  for  this  position. 

The  most  important  function  which  the 
Board  of  Public  Instruction  is  fulfilling  in 
relationship  to  public  health — and  indeed 
one  of  the  most  important  to  the  whole  state 
— is  the  Physical  Restoration  Program 
under  its  Division  of  Vocational  Rehabilita- 
tion. The  standing  costs  of  this  program, 
which  was  set  up  and  encouraged  by  the  So- 
cial Security  Agency  of  the  federal  govern- 
ment, are  financed  entirely  by  the  federal 
government,  and  the  operating  costs,  in 
terms  of  medical  evaluation,  treatment  and 
vocational  training,  are  subsidized  to  the  ex- 
tent of  50  per  cent  by  the  federal  govern- 
ment, matched  by  an  equal  amount  from 
the  state  government.  For  1944,  $90,000 
was  contributed  by  the  federal  government 
and  an  equal  amount  by  the  state.  Psychia- 
tric rehabilitation  comes  under  this  pro- 
gram. Any  needy  individual  who  has  a  psy- 
chiatric disorder  and  who,  according  to  the 
judgment  of  an  examining  psychiatrist,  can 
be  improved  or  cured  under  treatment,  so 
that  he  may  be  qualified  for  vocational  train- 
ing, can  be  treated  at  the  expense  of  the 
Physical  Restoration  Program.  This  is  a 
tremendous  step  towards  improving  the 
mental  health  of  the  citizens  of  the  state, 
provided  enough  psychiatrists  can  be  made 
available  to  handle  these  cases.  It  is  obvious 
that  the  problem  of  the  rehabilitation  of  dis- 
charged armed  forces  personnel  with  neuro- 
psychiatric  disabilities  will  be  met  in  part  by 
this  program. 

State  Board  of  Public  Health. 

Mental  hygiene  should  be  as  important  a 
phase  of  public  health  work  as  sanitation 
and  epidemiology.  It  may  be  that  in  time 
the  United  States  Public  Health  Service  and 
the  individual  state  departments  of  public 
health  will  be  the  central  agencies  for  the 
improvement  of  mental  health.  A  beginning 
has  been  made  by  the  appointment  of  public 


health  medical  officers  to  administer  the  Fed- 
eral Physical  Restoration  Program.  In  this 
state  both  the  Commissioner  of  Public 
Health  and  the  Director  of  the  School  of 
Public  Health  at  the  University  of  North 
Carolina  realize  that  mental  hygiene  is  an 
important  part  of  public  health.  The  first 
step  in  bringing  mental  hygiene  into  the 
public  health  program  was  the  inauguration 
in  January,  1944,  of  a  course  in  mental 
health  for  public  health  educators  and 
nurses  in  the  School  of  Public  Health  at  the 
University  of  North  Carolina.  It  has  been 
proposed  that  when  a  liaison  psychiatrist 
can  be  obtained  for  the  Boards  of  Public 
Health  and  Public  Instruction,  this  physician 
will  have  offices  in  the  School  of  Public 
Health  and  will  be  Professor  of  Mental 
Health  in  the  school. 

The  Governor's  Commission  for 
Medical  Care. 

A  subcommittee  on  mental  hygiene  care 
was  appointed  by  the  governor  as  part  of 
his  commission  to  study  and  recommend  a 
medical  care  program  for  the  indigent  citi- 
zens of  the  state.  Included  in  the  personnel 
of  this  subcommittee  were  one  psychiatrist 
and  one  pediatrician.  The  only  proposal  that 
this  committee  made  prior  to  December, 
1944,  was  the  recommendation  for  a  sixty 
bed  psychiatric  unit  at  the  proposed  four 
year  medical  school  at  the  University  of 
North  Carolina.  The  opportunities  for  serv- 
ice of  this  particular  subcommittee  are  in- 
deed great  and  can  strongly  influence  the 
care  of  the  mentally  ill  in  the  state  for  the 
next  several  decades. 

State  Planning  Board.  ' 

The  State  Planning  Board  has  the  oppor- 
tunity of  cooperating  in  and  perhaps  lead- 
ing the  reorientation  of  discharged  service 
men  to  civilian  life.  There  has  been  some 
talk  of  a  mental  hygiene  program  for  reha- 
bilitation of  discharged  service  men,  but  no 
final  plans  have  been  made,  nor  has  profes- 
sional counsel  been  sought. 

Clerks  of  superior  courts. 

The  clerks  of  the  superior  courts,  by  vir- 
tue of  the  existing  statutes  relating  to  com- 
mitment, have  an  integral  role  in  psychiatry 
within  the  state.  Many  of  these  clerks  are 
aware  of  the  need  for  a  change  in  the  sta- 
tutes. Under  the  existing  laws  a  clerk  of 
court  has,  in  a  sense,  to  fulfill  the  duties  of 
a  psychiatrist,  inasmuch  as  he  is  compelled 


January,  1945 


MENTAL  HEALTH— GREENHILL 


15 


to  see  the  candidate  for  commitment  and 
give  judgment  upon  the  candidate's  sanity 
before  signing  the  commitment  papers.  This 
is  a  tremendous  responsibility  to  place  upon 
these  legal  workers. 

The  Veterans  Administration. 

The  importance  of  the  Veterans  Adminis- 
tration in  any  state  program  for  psychiatric 
care  must  not  be  underestimated.  It  has  been 
claimed  that  by  the  end  of  this  war  there 
will  be  in  the  United  States  2,000,000  dis- 
charged veterans  and  1,250,000  or  more 
induction  rejectees  in  need  of  psychiatric 
treatment.  On  the  basis  of  population  sta- 
tistics, it  is  expected  that  in  North  Carolina 
alone  there  will  be  55,000  discharged  armed 
forces  personnel  with  psychiatric  illnesses 
and  33,000  induction  rejectees  in  need  of 
psychiatric  treatment.  Twenty  per  cent  of 
all  these  will  have  a  disability  which  is  rated 
by  the  Veterans  Administration  as  service- 
connected,  and  whose  treatment  therefore 
will  be  the  responsibility  of  the  Veterans 
Administration.  It  will  fall  upon  the  state 
and  the  local  communities  to  care  for  the 
other  80  per  cent. 

What,  then,  are  the  provisions  of  the 
single  Veterans  Administration  Facility  in 
Fayetteville  for  the  handling  of  this  enor- 
mous problem?  There  exists  there  one  small 
unit  of  forty  beds  devoted  to  both  psychiatry 
and  neurology  and  staffed  by  one  psychia- 
trist. His  duties  consist  in  the  diagnosis  of 
neurological  disorders  and  psychoses  and  the 
rating  of  veterans  for  pension.  Because  of 
his  limited  time  he  can  do  nothing  in  the 
way  of  treatment,  nor  can  he  devote  any 
effort  to  the  problem  of  the  minor  psychia- 
tric disorders  which  constitute  the  larger 
percentage  of  mental  illness.  There  is  no 
outpatient  clinic  at  this  facility.  There  are 
no  traveling  clinics  set  up  by  the  Veterans 
Administration  to  reach  outlying  districts. 
The  Veterans  Administration  has  appointed 
two  examiners  from  among  the  psychiatrists 
of  the  state  to  help  them  with  the  rating  of 
veterans  for  treatment.  The  local  Veterans 
Administration  facility  is  becoming  more 
and  more  aware  of  the  need  for  increased 
psychiatric  personnel  within  the  state  and 
for  the  necessity  of  setting  up  outpatient 
services  throughout  North  Carolina. 

By  private  institutions. 

The  private  institutions  within  the  state 
are  overworked  and  are  unable  to  handle 
adequately  the  total  volume  of  psychiatric 


cases  which  come  to  them.  What  are  the 
private  institutions,  and  what  are  they  do- 
ing? 

Department  of  Neuropsychiatry, 
Duke  University. 

It  is  recalled  that  Recommendation  10  of 
the  Governor's  Commission  for  the  Study  of 
the  Care  of  the  Insane  and  Mental  Defectives 
in  1936  was  that  "Duke  University,  having 
the  only  four  year  medical  course  in  the 
state,  should  become  a  center  for  psychiatric 
training."  Because  of  this  recommendation, 
the  Rockefeller  Foundation,  which  had  sub- 
sidized the  study  of  the  Governor's  Commis- 
sion, endowed  a  Department  of  Neuropsy- 
chiatry at  Duke  University.  To  Duke  it  gave 
$175,000  to  be  used  for  the  organization  of 
such  a  department  and  for  its  operation  over 
a  period  of  seven  years,  with  the  under- 
standing that  the  University  would  carry 
the  costs  of  operation  on  a  comparable  scale 
after  that.  In  the  four  years  since  its  in- 
ception the  Department  of  Neuropsychiatry 
has  begun  to  fulfill  its  function  of  becoming 
a  center  for  psychiatric  training  in  the  state. 
Most  of  the  psychiatrists  of  North  Carolina 
outside  of  the  state  hospitals  are  concen- 
trated there.  The  department  is  rapidly 
gaining  a  national  reputation.  Young  physi- 
cians, nurses,  psychologists,  sociologists,  and 
attendants  have  come  from  all  parts  of 
North  Carolina,  the  South,  and  the  United 
States,  for  training  in  psychiatry.  At  the 
present  time  the  department  is  producing 
from  three  to  five  psychiatrists  each  year. 

The  Department  of  Neuropsychiatry  has 
a  total  staff  of  about  sixty.  This  includes 
eight  psychiatrists  of  senior  rank  and  ex- 
perience, and  four  young  psychiatrists  in 
training.  The  work  of  these  psychiatrists  con- 
sists in  diagnosing  and  treating  both  private 
and  indigent  patients,  in  teaching  medical 
students,  nurses,  and  attendants,  in  the  pro- 
motion of  mental  health  within  the  state  of 
North  Carolina,  and  in  research  investiga- 
tion to  further  the  progress  of  psychiatric 
knowledge.  In  the  training  of  medical  stu- 
dents and  nurses,  the  relationship  of  psy- 
chiatric problems  to  medicine  has  been  em- 
phasized, so  that  the  average  doctor  who 
graduates  from  Duke  University  will  have 
a  practical  knowledge  of  the  handling  of 
psychiatric  problems  in  his  own  practice. 
Interested  medical  students  are  encouraged 
to  become  psychiatrists. 
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The  Department  of  Neuropsychiatry  con- 
sists of  several  branches.  The  Inpatient  De- 
partment is  housed  in  a  section  of  Duke 
Hospital,  and  its  physical  facilities  for  the 
care  of  psychiatric  patients  are  among  the 
most  modern  in  the  country.  All  types  of 
modern  therapy  are  used.  This  department 
has  been  a  pioneer  in  the  development  of 
electric  shock  treatment.  In  this  division 
there  are  eighteen  beds  for  psychiatric  pa- 
tients, but  additional  beds  are  used  on  the 
medical  and  surgical  floors  for  patients  with 
minor  disorders.  Approximately  300  acute 
cases  per  year  are  received  into  this  unit. 
This  is  one-half  the  number  received  into 
each  of  the  state  hospitals  every  year,  and 
is  about  the  same  number  admitted  to  the 
.  average  state  mental  institution  in  the  coun- 
try. 

A  second  branch  of  the  Department  of 
Neuropsychiatry  is  the  Outpatient  Clinic, 
which  treats  3000  ambulatory  patients  a 
year,  the  majority  of  whom  have  psycho- 
neuroses  and  personality  problems.  This 
clinic  is  staffed  by  psychiatrists,  social  work- 
ers, and  psychologists.  A  third  branch  is  the 
Duke  Rehabilitation  Clinic,  which  has  its 
offices  in  downtown  Durham  and  which  is 
set  up  to  handle  the  problem  of  psychiatric 
rehabilitation  for  discharged  veterans.  This 
is  one  of  four  such  clinics  in  the  entire  coun- 
try. Its  program  is  to  evaluate  and  treat 
psychiatric  disorders  in  veterans,  to  study 
the  problem  of  psychiatric  rehabilitation  for 
North  Carolina  and  for  the  South,  to  devise 
new  methods  of  treating  large  numbers  of 
patients,  and  to  teach  medical  students  mili- 
tary and  rehabilitation  neuropsychiatry. 
This  clinic,  which  was  organized  in  July, 
1944,  is  seeing  veterans  at  the  rate  of  500  a 
year.  It  has  a  working  relationship  with 
the  Veterans  Administration  and  the  State 
Division  of  Vocational  Rehabilitation  Clinic, 
and  might  serve  as  a  model  for  future  re- 
habilitation clinics. 

In  addition  to  carrying  on  the  work  of 
these  branches,  the  Department  of  Neuro- 
psychiatry is  taking  an  active  role  in  the 
program  of  mental  health  in  North  Carolina. 
Its  psychiatrists  constitute  the  physicians' 
staff  of  the  Charlotte  Mental  Hygiene  and 
the  Wake  County  Mental  Hygiene  Clinics. 
One  of  its  members  gives  the  course  in  men- 
tal health  at  the  School  of  Public  Health  in 
Chapel  Hill.  The  psychiatrist  on  the  advis- 
ory panel  of  medical  specialists  for  the  phy- 


sical restoration  program  of  the  Division  of 
Vocational  Rehabilitation  is  from  that  de- 
partment. One  of  its  members  is  psychia- 
tric consultant  to  the  State  Board  of  Chari- 
ties and  Public  Welfare.  It  has  a  member  on 
the  subcommittee  for  mental  hygiene  in  the 
governor's  medical  care  program. 

As  active  as  this  department  is,  it  is  seri- 
ously limited  by  its  cramped  quarters.  There 
are  at  least  100  patients  on  the  waiting  list 
for  admission  to  the  psychiatric  floor  of 
Duke  Hospital,  and  200  beds  could  easily  be 
filled. 

Bowman  Gray  School  of  Medicine 
of  Wake  Forest  College 

The  psychiatric  facilities  of  the  Bowman 
Gray  School  of  Medicine  consist  of  a  24-bed 
unit  in  the  Forsyth  County  Hospital,  4  beds 
of  which  are  for  acute  cases.  This  unit  is 
under  the  Department  of  Medicine. 

Charlotte  Mental  Hygiene  Clinic 

The  Charlotte  Mental  Hygiene  Clinic  was 
founded  in  1933  and  is  sponsored  by  the 
Charlotte  Mental  Hygiene  Society.  It  is  the 
oldest  psychiatric  clinic  in  the  state  and  is 
a  very  active  one.  It  sees  between  300  and 
400  patients  each  year,  all  of  whom  must 
come  from  Mecklenburg  County.  It  has  a 
full  time  social  worker  and  a  part-time  psy- 
chiatrist and  psychologist. 

The  Mental  Hygiene  Clinic  of 
Raleigh  and  Wake  County 

This  clinic  was  established  in  1940,  and  at 
the  present  time  sees  approximately  150  pa- 
tients a  year.  It  is  supported  by  the  Com- 
munity Chest  of  Raleigh.  It  could  almost  be 
called  the  child  guidance  clinic  for  North 
Carolina  since,  although  adults  are  seen  here, 
the  staff  concentrates  upon  problems  of 
childhood,  and  85  per  cent  of  its  clientele  are 
children.  It  is  staffed  by  a  part-time  psychia- 
trist, social  worker  and  psychologist,  al- 
though the  budget  allows  for  a  full  time  psy- 
chiatric social  worker. 

Asheville  Guidance  Clinic 

This  is  a  small,  part-time  clinic  which  sees 
approximately  100  patients  a  year  and  is 
housed  in  the  offices  of  the  Asheville  Depart- 
ment of  Public  Health.  It  is  not  sponsored 
by  the  Asheville  Mental  Hygiene  Society  but 
was  organized  by  the  efforts  of  a  retired  psy- 
chiatrist. 
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Pinebluff  Sanitarium 

This  private  sanitarium  is  located  in  Pine- 
bluff,  and  has  facilities  for  approximately  35 
patients,  most  of  whom  are  psychotic.  Its 
rates  are  average  for  private  mental  insti- 
tutions. It  is  staffed  by  two  psychiatrists, 
but  the  number  of  nurses  and  attendants  is 
limited  because  of  war  time  circumstances, 
a  condition  which  is  common  to  all  private 
institutions  in  the  country.  Modern  methods 
of  treatment  are  used  here. 

Bvoadoaks  Sanatorium 

Broadoaks  Sanatorium,  in  Morganton,  is 
an  old,  well-established  institution  which 
can  house  60  patients  but  which,  owing  to  the 
good  judgment  of  its  director,  has  restricted 
the  number  of  its  patients  to  approximately 
35  because  of  the  limited  nursing  staff.  Its 
rates  are  more  reasonable  than  those  of  most 
such  private  institutions.  At  the  present  time 
it  appears  to  concentrate  upon  problems  of 
the  aged.  It  is  staffed  by  two  psychiatrists. 
Modern  methods  of  psychiatric  treatment 
are  not  used  here,  principally  because  of  the 
limited  nursing  personnel. 

Appalachian  Hall 

This  institution  has  met  with  physical 
handicaps  during  the  last  three  years  but 
has  nevertheless  managed  to  function  with 
a  high  degree  of  efficiency.  Its  original 
quarters  were  leased  to  the  navy  for  a  re- 
conditioning hospital,  and  the  owners  were 
compelled  to  house  their  patients  in  two 
buildings  widely  separated.  Recently  they 
have  purchased  the  grounds  and  buildings 
of  Asheville  College,  and  plans  are  under 
way  to  convert  these  into  a  psychiatric  in- 
stitution. Appalachian  Hall  is  staffed  by 
two  psychiatrists  and  uses  modern  methods 
of  treatment.  It,  too,  is  short  of  nursing  per- 
sonnel. 

Glenwood  Park  Sanitarium 

This  is  a  small  sanitarium  in  Greensboro 
devoted  principally  to  the  treatment  of  ad- 
diction ;  it  has  18  beds,  a  part-time  physi- 
cian, and  no  psychiatrist. 

Highland  Hospital 

In  1939  the  owner  and  the  Board  of 
Trustees  of  Highland  Hospital  in  Asheville 
gave  this  institution  to  Duke  University  as 
a  gift.  It  was  thereupon  leased  to  Highland 
Hospital,  Inc.,  by  Duke  for  a  period  of  five 
years,  ending  September  1,  1944.  At  that 
time  the  lease  was  renewed  and  a  new  Board 


of  Trustees  was  elected,  made  up  principally 
of  representatives  from  Duke  University 
and  the  old  Highland  Hospital,  Inc.  High- 
land Hospital  is  not  a  psychiatric  unit  of 
Duke  University.  It  is  owned  but  is  not  op- 
erated by  the  University.  It  has  no  formal 
relationship  with  the  Department  of  Neuro- 
psychiatry. There  is,  however,  some  degree 
of  affiliation  between  the  staffs  of  the  two 
institutions. 

Highland  Hospital  has  60  patients  who 
are  treated  by  the  most  modern  methods 
available.  It  is  known  as  a  center  for  in- 
sulin treatment.  It  has  a  reputation  also 
for  the  "total  push"  method  of  treating  psy- 
chiatric patients,  which  consists  of  exercise, 
stimulation  and  encouragement  into  practi- 
cal activity.  It  is  staffed  by  four  psychia- 
trists, has  a  course  in  postgraduate  psychia- 
tric nursing,  and  knows  no  shortage  of  nurs- 
ing personnel  at  the  present  time. 

By  societies 

There  are  four  state  societies  which  are 
exerting  an  influence  upon  the  mental  health 
of  the  state. 

Medical  Society  of  the  State  of 
North  Carolina 

The  president  of  the  Medical  Society  of 
the  State  of  North  Carolina  has  appointed  a 
committee  to  advise  him  upon  mental  hy- 
giene matters.  This  is  headed  by  an  intern- 
ist, not  a  psychiatrist.  This  development  is 
a  recent  one  so  that  the  committee's  recom- 
mendations have  not  been  announced.  There 
is  no  section  in  the  state  medical  society  de- 
voted to  neurology  and  psychiatry. 

North  Carolina  Neuropsychiatry 
Association 

This  is  an  old  society,  which  was  well  or- 
ganized until  the  war.  During  the  war,  be- 
cause of  transportation  difficulties  and  the 
over-burdening  of  its  members,  the  society 
became  inactive  for  a  period  of  two  years. 
Recently  it  has  been  reactivated.  Its  52 
members  are  made  up  chiefly  of  psychia- 
trists, several  neurologists  and  some  inter- 
ested practitioners  in  medicine.  It  has  re- 
cently felt  the  necessity  of  giving  profes- 
sional advice  in  the  development  of  mental 
health  programs  within  the  state,  and  the 
president  has  appointed  a  committee  on  state 
mental  health,  a  liaison  committee  with  the 
state  medical  society,  and  a  second  liaison 
committee  with  the  North  Carolina  Mental 
Hygiene  Society. 
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The  Charlotte  Mental  Hygiene  Society 

This  is  a  very  active  community  society 
which  has  exerted  considerable  influence  on 
mental  hygiene  in  the  state.  It  is  respon- 
sible for  the  Charlotte  Mental  Hygiene 
Clinic.  Recently  it  has  suggested  certain 
pertinent  changes  in  the  mental  health  laws 
of  North  Carolina. 

North  Carolina  Mental  Hygiene  Society 

This  state-wide  society,  which  is  an  out- 
growth of  the  Charlotte  Mental  Hygiene  So- 
ciety, has  always  been  active  in  the  state  and 
recently  has  increased  its  activity.  Formerly 
it  depended  heavily  upon  its  lay  members  for 
guidance.  Recently  it  has  enlarged  its  scope, 
has  included  as  active  members  and  officers 
interested  individuals  throughout  the  state 
and  is  becoming  increasingly  aware  of  the 
need  for  professional  members  to  give  it 
active  assistance.  For  several  years  much  of 
the  activity  of  the  society  was  devoted  to 
planning,  but  practical  action  was  not  forth- 
coming. During  the  past  year  a  legislative 
committee,  a  research  committee,  and  a 
membership  committee  have  made  action 
possible.  The  society  has  been  intensely  in- 
terested in  studying  and  promoting  changes 
in  the  present  statutes.  Its  financial  support 
comes  entirely  from  its  membership.  It 
needs  seriously  a  full  time  executive  secre- 
tary, but  does  not  have  the  appi-opriation  for 
one. 

The  Problem   of  Limited  Psychiatric 
Personnel  in  North  Carolina 

Throughout  all  the  organizations  in  North 
Carolina  devoted  to  mental  health  there  is  a 
definite  shortage  of  psychiatrically  trained 
personnel.  North  Carolina  has  sixteen  psy- 
chiatrists in  the  state  hospitals,  whereas  it 
needs  almost  forty  to  fulfill  the  recommenda- 
tions of  the  State  Hospitals  Board  of  Con- 
trol. The  private  sanitariums  have  in  all  ten 
psychiatrists.  None  of  these  twenty-six  psy- 
chiatrists can  devote  any  time  to  the  care 
of  patients  outside  of  institutions.  This  bur- 
den falls  upon  the  fourteen  remaining  psy- 
chiatrists in  the  state,  twelve  of  whom  are 
at  Duke.  The  two  practicing  psychiatrists 
who  are  not  at  Duke  are  located  at  Charlotte 
and  at  Winston-Salem.  There  are  in  the  state 
two  full  time  practicing  neurologists,  both 
of  whom  are  at  Duke.  The  psychiatrists  at 
Charlotte  and  Winston-Salem  also  practice 
neurology.  There  are  a  few  internists  in  the 
state  who  devote  a  small  portion  of  their 


practice  to  psychiatry.  In  all  there  are  in 
North  Carolina  twenty  physicians  practicing 
outside  of  institutions  who  devote  either  all 
or  part  of  their  time  to  psychiatry  or  neu- 
rology. These  men  can  handle  only  a  small 
proportion  of  the  cases  needing  treatment. 
It  is  estimated  that,  in  addition  to  caring 
for  their  civilian  practice,  each  one  of  these 
will  have  4,400  ex-service  men  and  rejected 
inductees  with  psychiatric  disabilities  as 
patients  after  the  war.  This  is  an  impossible 
situation. 

Of  all  the  psychiatrists  and  neurologists  in 
the  state  there  are  eight  who  are  certified  to 
practice  as  specialists  in  psychiatry  by  the 
American  Board  of  Psychiatry  and  Neurol- 
ogy, and  four  who  are  certified  as  neurolo- 
gists. 

The  situation  regarding  psychiatric  social 
workers  is  even  more  trying.  In  the  state 
there  are  only  three  qualified  psychiatric 
social  workers. 

Most  of  the  nursing  schools  in  the  state 
have  no  psychiatric  teaching  program,  and 
none  of  them  have  affiliations  with  psychia- 
tric institutions.  The  State  Hospital  at  Ra- 
leigh has  its  own  nursing  school,  and  the  De- 
partment of  Neuropsychiatry  at  Duke  gives 
the  Duke  nursing  students  psychiatric  train- 
ing. Apart  from  these  two  institutions  psy- 
chiatric nursing  education  is  sporadic  and 
inferior.  The  Highland  Hospital  has  a  post- 
graduate nursing  course,  and  a  similar  one 
is  planned  for  Duke. 

Because  of  the  war  there  is  a  shortage 
of  clinical  psychologists.  The  State  Board 
of  Charities  and  Public  Welfare  is  lacking 
one  out  of  its  quota  of  two.  The  fact  that 
none  of  the  state  hospitals  have  clinical  psy- 
chologists is  a  sad  commentary,  in  the  light 
of  modern  psychiatric  practice.  None  of  the 
private  institutions  outside  of  Duke  have 
psychologists.  At  the  present  time  the  De- 
partment of  Neuropsychiatry  at  Duke  has 
one  full  time  and  one  part-time  psychologist. 
The  Duke  Department  of  Psychology  is  in- 
terested in  training  clinical  psychologists, 
but  this  interest  has  had  to  be  tabled  because 
of  the  war.  The  Department  of  Psychology 
at  the  University  of  North  Carolina  should 
be  encouraged  to  train  clinical  psychologists. 

From   Whom  Should  Come  the  Initiative 
for  Progress  in  Mental  Health? 

Until  recently  most  of  the  initiative  has 
come  from  individuals  outside  the  profession 
of  medicine.    The  State  Board  of  Charities 
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and  Public  Welfare,  the  North  Carolina 
Mental  Hygiene  Society,  and  the  Charlotte 
Mental  Hygiene  Society  have  been  most  ac- 
tive. The  State  Board  of  Public  Instruction 
has  begun  to  show  an  active  interest  in  the 
problem  of  mental  health.  The  School  of 
Social  Work  at  Chapel  Hill  is  beginning  to 
institute  changes  in  their  part  of  a  state 
mental  health  program.  The  lay  members  of 
the  State  Hospitals  Board  of  Control  have 
exerted  a  considerable  influence  in  the  de- 
velopment of  a  total  mental  hygiene  program 
for  the  state.  It  is  not  to  the  credit  of  men 
in  the  medical  profession  that  the  responsi- 
bility for  community  service  related  to  men- 
tal health  has  been  left  to  the  laity.  Only  re- 
cently have  the  Medical  Society  of  the  State 
of  North  Carolina  and  the  North  Carolina 
Neuropsychiatric  Association  awakened  to 
the  fact  that  there  is  a  deep  and  certain 
movement  within  North  Carolina  toward 
progress  in  a  mental  health  program.  It  is 
not  too  late  for  action.  All  credit  must  be 
given  to  the  initiative  of  those  individuals 
outside  the  field  of  medicine  who  have  taken 
the  responsibility  for  the  mental  health  of 
the  citizens  of  the  state.  They  are  doing  the 
state  great  service.  In  a  tuberculosis  or  can- 
cer program  these  laymen  would  not  con- 
sider proposing  wide-spread  innovations 
which  would  set  the  tempo  of  prevention 
and  cure  for  the  next  one  hundred  years 
without  professional  counsel.  Since  in  psy- 
chiatry one  is  dealing  in  large  part  with 
human  emotions,  it  is  not  unreasonable  that 
every  man  considers  himself  a  psychiatrist, 
whereas  he  would  not  think  of  amputating  a 
leg  unless  he  had  had  at  least  ten  years  of 
training  to  do  so.  These  interested  laymen 
need  professional  counsel,  or  else  both  good 
and  bad  measures  will  be  included  in  the 
mental  health  program  set  up  at  this  time. 
And  the  bad  measures  may  take  years  to 
undo. 

The  question  of  overlapping  and 
division  of  function 

When  many  individuals  and  groups  are 
independently  interested  in  a  single  project, 
there  is  bound  to  be  overlapping  of  function. 
Each  group  will  naturally  want  to  institute 
measures  which  will  satisfy  its  own  partic- 
ular interest.  Many  organizations  will  try 
to  fulfill  functions  which  are  already  being 
carried  out  by  other  organizations.  There  is 
certain  to  be  confusion  as  to  where  the  divi- 
sion of  function  lies. 


The  simplest  answer  to  such  a  problem 
rests  in  the  foundation  of  a  central  author- 
ity to  organize  the  many  functions  inherent 
in  a  mental  health  program  and  apportion 
these  functions  to  qualified  and  interested 
agencies.  Under  present  legislation  it  is  im- 
possible to  do  this.  A  constitutional  mandate 
gives  the  North  Carolina  State  Board  of 
Charities  and  Public  Welfare  the  responsi- 
bility for  the  supervision  of  this  function, 
yet  this  board  does  not  have  the  authority  to 
carry  it  out  as  might  a  State  Board  of  Men- 
tal Health  set  up  under  a  constitutional 
amendment.  Its  present  function  may  turn 
out  to  be  a  nominal  one  as  far  as  mental 
health  is  concerned,  with  authority  resting 
in  the  State  Hospitals  Board  of  Control.  The 
State  Hospitals  Board  of  Control,  on  the 
other  hand,  does  not  have  the  authority  for 
the  state  organization  of  those  phases'  of 
psychiatry  which  lie  outside  of  the  premises 
of  the  state  hospitals  and  which  constitute 
a  larger  proportion  of  the  psychiatric  prob- 
lem. These  phases  will  be  strongly  influenced 
by  a  department  of  psychiatry  at  the  pro- 
posed four  year  medical  school  at  the  Uni- 
versity of  North  Carolina  and  by  the  sub- 
committee on  mental  hygiene  of  the  Govern- 
or's Commission  for  Hospital  and  Medical 
Care.  As  a  result  there  will  probably  be 
created  some  further  problems  of  overlap- 
ping of  function  with  the  Hospitals  Board  of 
Control  and  the  Division  of  Psychiatric  and 
Psychological  Services  of  the  Board  of 
Charities  and  Public  Welfare. 

The  Duke  Department  of  Neuropsychiatry 
can  function  as  a  training  center  and  as  a 
salutary  influence  upon  the  quality  of  psy- 
chiatric practice  throughout  the  state.  The 
state  medical  society  can  bring  to  its  mem- 
bers, the  practicing  medical  profession  of 
the  state,  new  attitudes  related  to  the  men- 
tally ill.  The  North  Carolina  Neuropsychia- 
tric Association  can  make  psychiatric  coun- 
sel available  to  any  state  organization.  The 
importance  of  the  North  Carolina  Mental 
Hygiene  Society's  role  as  a  medium  for  men- 
tal hygiene  education  of  the  public  cannot 
be'  overestimated. 

All  of  these  functions  have  to  be  clearly 
delimited  so  that  efficient  results  and  little 
or  no  overlapping  will  occur.  It  becomes, 
then,  a  question  of  a  new  mental  health  act 
which  would  set  up  a  State  Department  of 
Mental  Health  as  a  central  authority  for 
division  of  function,  or  the  institution  of 
a  State  Mental  Health  Council  as  advocated 
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by  the  1936  Thompson  Report.  This  Coun- 
cil should  consist  of  representatives  of  all 
state  and  private  agencies  concerned  with 
the  problem  of  mental  health. 

Recommendations  for  the  Solution  of  the 
Mental  Health  Problem 

In  the  light  of  the  above  discussion,  the 
following  recommendations  for  raising  the 
quality  of  the  care  of  the  mentally  ill  in  the 
state  and  for  meeting  the  great  needs  of 
mental  health  are  offered  to  the  state  legis- 
lature and  to  other  interested  organizations. 

1.  That  the  legislature  approve  an  appro- 
priation large  enough  to  enable  the 
recommendations  of  the  Hospitals  Board 
of  Control  to  be  carried  out. 

2.  That  the  legislature  authorize  a  new  state 
hospital  of  2500  beds  to  be  built  in  the 
south-central  portion  of  the  state,  instead 
of  enlarging  present  state  hospital  facil- 
ities. 

3.  That  a  second  institution  for  the  feeble 
minded  be  built  in  the  western  section 
of  the  state. 

4.  That  a  hospital  for  mentally  deficient 
Negroes  be  constructed  adjoining  the 
State  Hospital  at  Goldsboro. 

5.  That  the  salaries  of  all  state  hospital 
superintendents  be  equalized. 

6.  That  the  laws  pertaining  to  the  position 
of  general  superintendent  of  mental  hy- 
giene be  modified  to  make  his  tenure  of 
office  indefinite,  to  give  him  the  position 
as  unrestricted  head  of  the  state  hospital 
system,  and  to  provide  him  with  an  ade- 
quate professional  staff. 

7.  That  the  statutes  pertaining  to  the  com- 
mitment of  the  mentally  ill  be  changed  in 
the  following  ways : 

a.  Substitution  of  modern  psychiatric 
terminology  for  the  terms  used  in  the 
laws. 

b.  Revision  of  Statute  (C.  S.  6209), 
which  is  entitled  "Commitment  upon 
patient's  own  application." 

c.  Adoption  of  a  law  providing  for  a 
period  of  observation  and  study  before 
commitment. 

d.  Revision  of  Statute  (C.S.  6212)  which 
provides  for  temporary  care  of  men- 
tally ill  patients  in  jail. 

e.  A  change  allowing  for  the  transporta- 
tion of  psychiatric  patients  to  a  state 
hospital  under  the  care  of  psychiatric 
attendants  rather  than  court  officers. 

f.  Revision  of  the  commitment  laws  so 


that  a  patient  can  be  detained  in  a 
state  hospital  for  ten  days  on  the  basis 
of  a  commitment  paper  signed  by  one 
physician  or  one  court  officer,  or  for 
thirty-five  days  on  the  basis  of  a  paper 
signed  by  two  physicians.  At  the  end 
of  thirty-five  days,  on  the  recommen- 
dation of  the  state  hospital  physicians, 
a  patient  is  either  automatically  dis- 
charged or  committed  permanently  by 
action  of  the  superior  court.  This  ob- 
viates the  need  for  clerks  of  court  to 
act  as  physicians  or  psychiatrists  and, 
in  some  cases,  permits  treatment  in  a 
state  hospital  without  permanent  com- 
mitment. 

g.  Revision  of  statute  (C.S.  6210)  which 
deals  with  inter-state  transfer  of  men- 
tally ill  patients.  It  should  be  provided 
by  law  that  the  patient  can  be  trans- 
ferred from  an  institution  in  another 
state  directly  to  one  of  the  state  hos- 
pitals in  North  Carolina  without  first 
being  compelled  to  return  to  his  home 
county,  where  he  will  reside  in  jail 
until  a  vacancy  exists  in  the  state  hos- 
pital. 

h.  Further  clarification  of  the  statute 
(C.S.  610)  entitled  "proceedings  in 
case  of  insanity  of  a  citizen  of  another 
State"  as  related  to  the  problem  of  the 
epileptic  patient.  This  statute  is  in- 
terpreted by  the  Raleigh  State  Hos- 
pital to  mean  that  an  epileptic  is  in- 
eligible for  care  in  that  hospital  if  his 
first  epileptic  seizure  occurred  while 
he  was  a  resident  of  another  state,  no 
matter  how  long  he  may  have  been  a 
resident  of  North  Carolina. 

i.  Revision  of  statute  (C.S.  6185)  relat- 
ing to  the  admission  of  the  insane 
idiot.  Under  the  present  provision  an 
idiot  who  is  adjudged  psychotic  cannot 
be  admitted  to  any  state  hospita-1,  in- 
cluding Caswell,  unless  he  is  a  Negre. 

j.  The  adoption  of  a  law  which  requires 
that  no  state  hospital  patient  on  pro- 
bation can  be  discharged  unless  he  has 
been  examined  by  a  state  hospital  psy- 
chiatrist just  prior  to  the  time  of  dis- 
charge. 

k.  The  adoption  of  a  law  which  will  pro- 
vide that  any  criminal  suspected  of  a 
major  felony  can,  on  the  judgment  of 
the  presiding  officer  of  the  superior 
court,  be  committed  to  a  state  hospital 
for  a  period  not  exceeding  thirty-five 
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days    for    observation    to     determine 
whether  he  has  a  psychiatric  disorder. 

8.  That  a  state  institution  be  established 
for  the  care  and  treatment  of  epileptic 
and  psychotic  children. 

9.  That  a  state  school  for  mentally  de- 
fective delinquent  children  be  estab- 
lished. 

10.  That  the  following  suggestions  be  in- 
corporated in  the  proposed  medical  care 
program  for  indigents. 

a.  There  should  be  a  strong,  modern  de- 
partment of  psychiatry  at  the  pro- 
posed four-year  medical  school.  This 
department  should  consist  of  a  staff 
of  five  to  ten  psychiatrists  who  have 
had  the  best  training  possible,  and  the 
salaries  offered  should  be  sufficiently 
high  to  attract  good  men.  Facilities 
should  be  available  for  the  training  of 
interns  and  residents  in  the  field  of 
psychiatry.  It  should  also  have  facili- 
ties to  train  psychiatric  nurses  and 
psychiatric  social  workers.  The  de- 
partment should  be  flexible  enough  to 
allow  medical  interns  to  rotate 
through  it  as  part  of  their  internship 
training. 

b.  This  department  should  be  housed 
either  in  a  wing  of  the  general  hos- 
pital at  the  four  year  medical  school 
or  in  a  building  adjacent  to  it.  Sixty 
beds  have  been  proposed  for  such  a 
unit,  but  100  or  120  would  be  ideal. 
There  should  be  60  beds  for  adult 
white  patients,  20  beds  for  children, 
and  20  beds  for  Negro  adult  patients. 
Such  a  unit  should  have  a  good  social 
service  department,  an  occupational 
therapy  department,  and  a  physical 
therapy  department.  It  should  contain 
laboratory  facilities  to  attract  good 
men  interested  in  research.  In  this 
unit  every  type  of  modern  psychiatric 
treatment  should  be  used,  not  only  for 
the  welfare  of  the  patient  but  also  for 
teaching  purposes.  The  men  in  the 
state  hospitals  for  the  insane  should 
have  the  opportunity  of  working  in 
this  unit  for  a  brief  period  each  year 
to  receive  stimulation  and  education 
related  to  innovations  in  treatment. 

c.  Siilce  the  above  unit  is  connected  with 
the  general  hospital,  most  of  the  pa- 
tients will  be  individuals  with  minor 
psychiatric  disorders.  It  has  been  the 
experience  of  certain  other  states  that 


receiving  hospitals  for  the  acute  cases 
of  mental  illness  have  proven  to  be 
most  economical  for  the  state  and  of 
most  benefit  to  the  individual  patient. 
The  Boston  Psychopathic  Hospital, 
operated  jointly  by  the  State  of  Mas- 
sachusetts and  the  Harvard  Medical 
School,  and  the  Langley  Porter  Clinic 
in  San  Francisco,  which  functions 
under  the  State  of  California  and  the 
University  of  California  Medical 
School,  serve  both  as  teaching  units 
such  as  the  one  proposed  above  and  as 
receiving  hospitals  for  the  state  insti- 
tutions for  the  insane.  The  advantages 
of  such  an  arrangement  are  that  a 
great  amount  of  teaching  material  is 
made  available;  that  many  patients 
who  would  otherwise  have  to  be  com- 
mitted to  a  state  hospital  are  success- 
fully treated  without  a  permanent 
commitment;  and  that  patients 
receive  modern  methods  of  treatment 
much  more  quickly  than  they 
would  in  a  large  state  hospital,  with 
the  result  that  a  greater  number 
eventually  recover.  It  would  seem  ad- 
visable, under  the  proposed  medical 
care  program  in  this  state,  to  use  the 
psychiatric  unit  of  the  four-year  medi- 
cal school  as  a  receiving  hospital  and 
to  establish  one  other  receiving  hos- 
pital of  a  similar  nature  in  the  state. 
Such  a  program  would  decrease  the 
number  of  patients  in  the  state  hos- 
pitals for  the  insane,  would  prevent 
many  patients  from  becoming  perma- 
nent wards  of  the  state,  and  would  ul- 
timately result  in  a  vast  financial  sav- 
ing for  North  Carolina, 
d.  So  far  the  proposals  have  dealt  with 
the  mental  health  teaching  program 
and  the  care  of  the  insane.  Some  of 
the  larger  proportion  of  individuals 
with  minor  psychiatric  disorders 
would  be  cared  for  in  the  psychiatric 
unit  of  the  general  hospital  and  in  the 
other  receiving  hospital.  The  problem 
will  scarcely  be  touched  through  these 
measures,  however,  unless  the  pro- 
posed county  and  community  hospitals 
under  the  medical  care  program  are 
supplied  with  facilities  for  the  care 
of  the  psychoneuroses,  psychological 
disorders  associated  with  medical  and 
surgical  disease,  and  personality  prob- 
lems.   Every  county    hospital    should 
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have  a  small  number  of  beds    (5  to 
10)  for  psychiatric  patients.  Each  one 
should  also  have  in  its  outpatient  or- 
ganization   a     psychiatric    clinic.     It 
should,  if  possible,  have  one  psychia- 
trist and  one  psychiatric  social  work- 
er.   If  this  is  impossible    because    of 
limited  personnel  there  should  be  some 
system    whereby    the    psychiatrists 
from   the    receiving   units    could   be 
available    for  regular    and    frequent 
psychiatric  consultation.    Every  small 
community    hospital    or    community 
clinic  under  the  medical  care  program 
should  have  psychiatric  facilities  also. 
These   smaller   hospitals   should   have 
at  least  2  or  3  beds  for  psychiatric  pa- 
tients, and  psychiatric  clinics  should 
be  held  regularly  under  the  direction 
of  psychiatrists  from  the  county  hos- 
pitals or  from  the  state  receiving  hos- 
pitals. Unless  psychiatric  care  perme- 
ates the    entire  state    system    in  this 
way.    North    Carolina   will   be   sorely 
neglecting  one  of  its  large  problems. 
11.  The  adoption  of  a  law  providing  for  a 
mental  health  council  made  up  of  repre- 
sentatives   of   all    state    agencies    which 
have  any  responsibility  whatsoever  for 
the  mental  health  of  the  citizens  of  the 
state. 
These  recommendations  furnish  a  practi- 
cal ideal.   It  may  be  that  not  all  of  them  can 
be  realized  now.    The  present,  however,  is 
the  time  for  action.   In  addition  to  the  usual 
number  of    psychiatric    patients    in    North 
Carolina,  there  will  be  during  the  post-war 
period  a  great  added  load  of  individuals  who 
will  need    psychiatric  care.    These    will  be 
the  discharged  service  men,  the  induction  re- 
jectees, the  families  of  service  men,  and  in- 
dustrial workers  undergoing  a  readjustment 
from  war  to  peace  time  conditions.    North 
Carolina  has  the  opportunity  of  coordinat- 
ing   its    mental    health    activities    and    im- 
proving its  mental  health  facilities  so  that 
it  can  stand  in  the  forefront  of  all  states  in 
terms  of  medical  progress.    The  citizens  of 
the  state  and  all  public  officials  responsible 
for  administering  a  mental  health  program 
will  turn  to  the  physicians  of  the  state  to 
carry  it  out.    This  fact  is  inescapable,  since 
psychiatry  is  inseparably  bound  with  medi- 
cine.    The    responsibility    for    the    mental 
health  of  the  people  of  North  Carolina  right 
now  rests  in  the  hands  of  the  legislature. 
After  that  it  will  in  large  part  rest  upon  the 


shoulders  of  the  medical  profession.  What 
is  being  done  now,  therefore,  will  influence 
the  practice  of  medicine  for  the  next  several 
decades. 


THE  PROPOSED  PROGRAM  FOR  THE 
STATE  HOSPITAL  AT  MORGANTON 

J.  R.  Saunders,  M.D. 

Superintendent 

State  Hospital  at  Morganton 

Morganton 

Since  the  last  meeting  of  this  association 
there  has  been  a  vast  change  in  the  govern- 
ing bodies  which  control  the  mental  institu- 
tions of  this  state.  On  July  16,  1943,  a  six- 
teen-member  Board  of  Control  was  organ- 
ized, and  immediately  set  about  its  task  of 
improving  conditions  in  all  of  the  state  men- 
tal institutions.  Their  program  has  been 
ambitious  and  I  am  sure  they  will  do  all  in 
their  power  to  see  that  the  treatment  and 
care  of  the  mentally  sick  in  North  Carolina 
is  improved  until  it  equals  that  administered 
by  the  best  institutions  of  like  kind  in  this 
country. 

When  the  new  Hospitals  Board  of  Control 
assumed  office  in  July,  1943,  the  state  hos- 
pitals for  mental  patients  ranked  about 
forty-fifth  or  forty-sixth  in  the  union,  ac- 
cording to  the  standards  of  the  American 
Psychiatric  Association.  It  is  my  opinion 
that  this  state  of  affairs  can  be  attributed 
largely  to  the  failure  of  our  state  legislature 
to  provide  sufficient  funds  to  maintain  our 
institutions  adequately.  However,  I  feel  that 
the  legislature  has  become  sympathetic  to 
the  needs  of  our  state  hospitals,  and  is  now 
willing  to  provide  funds  for  the  care  of  the 
mentally  ill. 

Since  becoming  Superintendent  of  the 
State  Hospital  at  Morganton  in  July,  1943, 
I  have  been  privileged  to  have  a  part  in  sug- 
gesting a  program  for  that  institution; 
therefore,  I  will  confine  my  remarks  from 
now  on  to  the  new  program  as  it  relates  to 
the  State  Hospital  at  Morganton. 

The  program  we  had  for  the  State  Hos- 
pital at  Morganton  at  the  beginning  of  my 
administration  has  been  disrupted  and  de- 
layed on  account  of  the  war.  Despite  this 
fact,  however,  I  feel  that  we  have  made  some 
progress  and  that  our  plans  for  the  future 
are  sound  and  will  mean  much  to  this  insti- 
tution. 

Re;u]  before  the  North  Caroline  Neuropsyehiatric  Associa- 
tion, Durham,  November  24,  1914. 
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At  the  present  time  we  have  2,721  patients 
at  the  State  Hospital  at  Morganton.  We 
anticipate  an  increase  of  about  100  patients 
per  year,  if  new  buildings  are  provided  by 
the  next  legislature.  We  have  just  requested 
for  the  year  1945,  through  the  Advisory 
Budget  Commission,  an  appropriation  of 
$1,612,420.  The  appropriation  for  1934  was 
$262,297.44,  and  that  for  1943,  $706,205. 

For  many  years  the  State  Hospital  at 
Morganton  has  been  miserably  under-staffed. 
At  present  we  have  only  four  doctors  on  the 
staff.  It  will  be  impossible  to  obtain  doctors 
until  the  war  is  over,  but  we  are  neverthe- 
less requesting  an  adequate  appropriation 
from  the  next  legislature  to  employ  twelve 
full-time  doctors  and  a  part-time  surgeon,  a 
part-time  ear,  eye,  nose  and  throat  specialist, 
and  a  part-time  internist.  We  have  also 
asked  for  a  sizable  increase  in  the  salaries 
of  our  medical  staff,  in  order  that  we  might 
obtain  and  keep  competent  psychiatrists. 

Next  in  importance,  in  my  opinion,  is  the 
employment  of  competent  attendants  and 
nurses.  These,  of  course,  will  be  extremely 
difficult  to  obtain  until  after  the  war,  but 
we  have  requested  funds  to  employ  a  suffi- 
cient number  of  attendants  and  nurses  to 
comply  with  the  standards  of  the  American 
Psychiatric  Association — one  hundred  and 
thirty-five  female  attendants  (as  compared 
with  seventy-nine  now  allowed)  and  one 
hundred  and  twenty-five  male  attendants  (as 
compared  with  ninety-eight  now  allowed). 
We  have  also  requested  a  sufficient  amount 
of  money  to  pay  them  what  we  consider  a 
living  wage.  As  recently  as  1940  the  salaries 
paid  attendants  were  $20.00  a  month  for 
women  and  $40.00  a  month  for  men.  The 
attendants  and  nurses  are  the  backbone  of  a 
state  hospital,  and  much  care  should  be  given 
to  their  selection.  An  adequate  education  is 
one  of  the  first  things  to  be  considered  in 
employing  an  attendant,  but  is  by  no  means 
the  only  consideration.  An  individual  with 
very  little  schooling  sometimes  makes  a 
much  better  attendant  than  one  with  a  high 
school  education.  It  is  our  plan  to  conduct 
a  training  school  for  attendants  as  soon  as 
it  is  possible. 

Since  all  of  us  agree  that  dentistry  is  im- 
portant in  any  medical  program,  we  have 
requested  funds  to  employ  an  additional  den- 
tist and  to  purchase  extra  dental  equipment. 
We  now  have  only  one  dentist  to  care  for 
2,700  patients.  It  is  humanly  impossible  for 
him  to  render  the  proper  care  to  all  these 
patients. 


So  far  as  I  know,  there  has  never  been  a 
social  service  department  connected  with 
the  State  Hospital  at  Morganton.  This  type 
of  service  is  invaluable  to  any  mental  in- 
stitution, and  we  are  proposing  a  well-or- 
ganized social  service  department  for  this 
hospital.  Funds  have  already  been  made 
available  for  the  employment  of  a  full-time 
psychiatric  social  service  worker,  and  we 
are  asking  the  next  legislature  to  provide 
funds  for  the  employment  of  several  assist- 
ants. The  information  that  this  department 
will  be  able  to  obtain  for  us  will  be  of  great 
value  in  helping  us  to  diagnose  and  treat 
our  patients  properly,  and  the  department 
will  render  an  important  service  to  the  pa- 
tients who  are  allowed  to  go  home. 

There  has  never  been  a  full-time  recrea- 
tional director  at  the  State  Hospital  at  Mor- 
ganton. Knowing  the  value  of  recreation  in 
the  treatment  of  mental  diseases,  we  made 
a  determined  effort  to  obtain  funds  to  em- 
ploy a  full-time  recreational  director.  I  am 
glad  to  say  that  these  funds  have  recently 
been  provided,  and  I  hope  to  be  able  to  fill 
this  position  at  an  early  date.  When  this 
program  is  finally  organized,  competent  as- 
sistants will  of  course  be  necessary. 

In  my  opinion,  occupational  therapy  is 
one  of  the  most  valuable  adjuncts  in  the 
treatment  of  mental  diseases.  This  type  of 
therapy  has  been  carried  on  in  a  small  way 
at  Morganton  for  a  number  of  years,  but 
the  funds  provided  for  it  were  quite  inade- 
quate. We  have  no  building  suitable  for  this 
type  of  work,  and  the  salary  allowed  at  the 
present  time  for  the  supervisor  of  occupa- 
tional therapy  at  Morganton  is  so  small  that 
it  would  be  utterly  impossible  to  obtain  a 
well  recognized  occupational  therapist.  We 
are  requesting  of  the  next  legislature  a 
building  for  occupational  therapy,  to  cost 
$118,100.00.  We  are  also  requesting  a  salary 
that  would  be  adequate  to  obtain  a  compe- 
tent head  for  such  a  department.  In  addi- 
tion, we  are  asking  for  two  assistants  and 
ten  qualified  attendants  to  work  solely  in 
this  department. 

The  hydrotherapy  equipment  that  we  now 
have  has  become  obsolete  and  unfit  for  use. 
The  value  of  hydrotherapy  in  the  treatment 
of  mental  diseases  is  unquestioned;  there- 
fore, I  have  proposed  that  we  employ  a  com- 
petent and  well  recognized  hydrotherapist 
and  that  funds  be  provided  for  the  purchase 
of  modern  equipment  to  be  installed  in  our 
admission  building. 
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There  has  never  been  a  nurses'  training 
school  at  the  State  Hospital  at  Morganton 
that  would  meet  the  present  day  require- 
ments. At  present  the  feasibility  of  such  a 
school  is  being  considered.  I  believe  that  for 
all  practical  purposes  it  would  be  much 
better  to  receive  nurses  from  general  hos- 
pitals as  affiliates  for  a  xertain  number  of 
months  of  psychiatric  training.  In  this  way 
we  would  have  student  nurses  in  the  hospital 
at  all  times. 

I  feel  that  the  State  Hospital  at  Morgan- 
ton  should  be  affiliated  with  one  of  the  medi- 
cal schools  of  the  state  and  that  there  should 
be  some  agreement  whereby  students  from 
the  school  could  be  sent  to  the  hospital  for 
a  given  length  of  time.  In  my  opinion  this 
arrangement  would  be  of  much  value  to  the 
medical  students,  serving  to  stimulate  their 
interest  in  psychiatry.  This  subject  has  been 
woefully  neglected  in  many  medical  schools 
in  years  gone  by.  I  think  that  it  would  also 
be  quite  profitable  to  have  a  working  agree- 
ment between  the  State  Hospital  and  the 
pathological  department  of  the  same  medical 
school. 

I  have  recommended  a  full-time  pathol- 
ogist for  our  hospital,  but  until  the  laws  con- 
cerning mental  hospitals  are  changed  it  will 
be  impossible  to  obtain  permission  for  a 
sufficient  number  of  autopsies  to  warrant 
the  employment  of  such  a  person. 

It  is  my  opinion  that  the  laws  governing 
the  admission  of  mental  patients  to  the  var- 
ious state  mental  institutions  should  be  re- 
vised. I  feel  that  the  legal  aspect  of  the  com- 
mitment should  be  minimized  as  much  as 
possible  and  that  much  stress  should  be  laid 
on  the  medical  aspect  of  the  commitment.  I 
share  the  opinion  of  many  who  think  that 
the  paper  which  legally  commits  a  patient 
to  a  state  hospital  in  North  Carolina  should 
have  the  signatures  of  at  least  two  well  qual- 
ified physicians.  I  have  recommended  to  the 
Legislative  Committee  of  the  Hospitals 
Board  of  Control  that  the  new  commitment 
papers  have  incorporated  in  them  authority 
to  perform  autopsies,  and  authority  to  op- 
erate on  any  patient  if  the  Superintendent 
and  the  medical  staff  of  the  hospital  think 
an  operation  is  advisable  (sterilizations  ex- 
cluded). According  to  the  present  law,  per- 
mission must  be  obtained  from  the  nearest 
relative  before  a  major  operation  can  be 
performed  on  a  patient  in  a  state  hospital. 
If  a  patient  from  a  rural  section  of  one  of 
our  remotest  counties  develops  an  acute  ab- 


dominal condition,  it  often  takes  several 
hours  to  get  a  message  through  to  the  near- 
est relative  that  an  operation  is  necessary. 
This  delay  may  sometimes  be  fatal.  The  com- 
mitment papers  are  also  inadequate  in  that 
they  give  but  very  little  information  con- 
cerning the  patient.  If,  however,  we  can  ob- 
tain the  services  of  competent  psychiatric 
social  workers,  they  will  relieve  that  situa- 
tion to  a  great  extent.  There  are  other  laws 
that  concern  the  governing  of  the  state  men- 
tal institutions  which  I  would  like  to  discuss, 
but  limits  of  time  will  not  permit  me  to  do 
so.  I  will  say,  however,  that  it  is  my  opin- 
ion that  some  of  them  would  be  strongly  con- 
demned by  the  American  Psychiatric  Asso- 
ciation. 

During  the  past  several  months,  there  has 
been  a  definite  increase  in  the  number  of 
senile  patients  admitted  to  the  State  Hos- 
pital at  Morganton.  It  is  my  understanding 
that  this  same  condition  exists  in  similar  in- 
stitutions throughout  the  United  States.  I 
am  aware  of  the  fact  that  much  work  is  now 
being  done  in  the  specialty  of  geriatrics,  and 
I  am  heartily  in  favor  of  a  program  that  will 
properly  care  for  these  people.  Too  often, 
because  of  crowded  conditions,  these  patients 
have  to  be  placed  on  the  wards  with  the 
acute  cases.  I  feel  that  if  it  is  necessary  to 
admit  senile  patients  to  a  state  hospital,  a 
separate  and  distinct  unit  should  be  pro- 
vided for  them.  If  such  a  unit  is  provided, 
I  think  it  is  extremely  important  to  have 
specific  regulations  regarding  eligibility  for 
admission,  in  order  that  it  will  not  become  a 
county  home  on  a  large  scale. 

Much  too  often  research  is  neglected  in 
state  hospitals,  and  the  State  Hospital  at 
Morganton  is  no  exception.  If  we  are  able 
to  increase  our  staff  and  obtain  the  services 
of  a  pathologist,  I  will  strongly  urge  that 
a  research  program  be  started  at  Morgan- 
ton.  We  have  already  begun  our  medical 
library,  and  I  hope  that  it  will  be  possible 
for  us  to  enlarge  it  until  it  will  be  adequate 
for  all  of  our  needs. 

As  soon  as  it  is  possible  to  obtain  trained 
psychiatrists,  it  is  our  intention  to  sponsor 
outpatient  clinics  under  the  supervision  of 
the  State  Hospital  at  Morganton.  I  feel  that 
such  clinics  would  be  a  great  help  in  many 
ways.  Their  greatest  value,  no  doubt,  would 
be  in  the  early  diagnosis  of  many  border- 
line mental  cases,  at  the  time  when  it  is 
agreed  that  treatment  is  most  effective.  They 
would  also  be  of  much  value  to  our  paroled 
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patients  who,  as  a  rule,  need  a  great  deal  of 
supervision  and  advice  after  leaving  the  hos- 
pital. 

Our  building  program  at  Morganton  is 
rather  ambitious,  but  we  have  asked  for 
nothing  that  is  not  needed.  The  buildings 
requested  for  housing  patients  are  urgently 
needed  because  of  the  extremely  crowded 
conditions  that  now  exist  throughout  the  en- 
tire hospital  at  Morganton.  The  total  appro- 
priation requested  for  buildings  at  Morgan- 
ton  is  $3,876,100.  I  will  not  describe  in  de- 
tail each  building  asked  for,  but  will  only 
mention  those  that  are  needed  mainly  for 
the  care  and  treatment  of  patients. 

(1)  Receiving  building  for  female  pa- 
tients, containing  accommodations  for 
approximately  184  female  patients, 
with  the  necessary  office,  treatment 
and  service  facilities. 

(2)  Receiving  building  for  male  patients 
similar  to  the  receiving  building  for 
female  patients. 

(3)  Hospital  building,  containing  accom- 
modations for  approximately  125  pa- 
tients, with  an  operating  room,  labor- 
atory, dental  and  x-ray  departments 
included  therein. 

(4)  Female  ward  building,  containing  ac- 
commodations for  approximately  300 
female  patients. 

(5)  Building  for  occupational  therapy. 

(6)  Replacement  of  obsolete  colony  build- 
ings that  present  a  constant  fire  haz- 
ard. 

(7)  New  male  ward  building,  containing 
accommodations  for  125  male  pa- 
tients. 

If  the  above  buildings  are  added,  the  net 
increase  in  capacity  for  patients  will  be  928 
beds. 

We  have  also  requested  adequate  housing 
facilities  for  the  medical  staff  and  other  em- 
ployees of  the  hospital. 

In  conclusion,  I  will  admit  that  this  is  a 
very  ambitious  program,  but  we  feel  that 
all  of  this  is  essential  to  bring  the  State  Hos- 
pital at  Morganton  up  to  the  standards  pre- 
scribed by  the  American  Psychiatric  Asso- 
ciation. I  hope  that  each  one  of  you  will 
assist  in  every  way  that  you  can  the  program 
that  has  been  recommended  for  this  hospital, 
as  well  as  for  the  other  mental  institutions 
of  the  state,  in  order  that  North  Carolina 
may  take  her  place  as  a  leader  in  the  field 
of  psychiatry  and  the  care  of  the  mentally 
ill. 


COCCIDIOIDOMYCOSIS 

Captain  Joseph  P.  McCracken,  M.C. 
Army  of  the  United  States 

During  the  past  year  four  soldiers  with 
coccidioidomycosis  have  been  studied  at  the 
Station  Hospital  at  Fort  Bragg,  North  Caro- 
lina. These  men  had  spent  several  months 
for  training  in  an  area  where  this  infection 
is  endemic.  Since  a  large  number  of  soldiers 
who  have  been  trained  in  such  areas  will 
later  be  dispersed  to  all  sections  of  the  coun- 
try, it  is  of  the  utmost  importance  that  all 
physicians  have  an  understanding  of  this 
disease. 

Forms  of  Coccidioidomycosis 

Coccidioidomycosis,  an  infection  caused 
by  the  fungus  Coccidioides  immitis,  occurs 
in  two  forms : 

1.  Primary  or  initial.  This  is  an  acute, 
benign  respiratory  infection  with  or  with- 
out skin  and  joint  manifestations. 

2.  Progressive  or  chronic.  This  is  a  dis- 
seminated, usually  fatal  disease,  manifested 
by  cutaneous,  subcutaneous,  osseous,  and 
visceral  lesions. 

The  chronic,  granulomatous  form  has 
been  well  known  for  fifty  years.  The  primary 
form  was  not  recognized  until  1935,  when 
Gifford  and  Dickson'1'  showed  that  Coccidi- 
oides immitis  is  the  cause  of  the  "valley 
fever"  and  "desert  rheumatism"  prevalent  in 
the  San  Joaquin  Valley  of  California.  This 
was  the  first  known  endemic  area  in  the 
United  States,  but  the  fungus  has  since  been 
found  to  exist  in  other  parts  of  southern 
California,  and  in  Arizona,  Utah,  and  west- 
ern Texas. 

Incidence 

The  disease  is  seasonal,  occurring  chiefly 
in  the  dry,  dusty  period  of  the  year.  It  is 
most  prevalent  in  the  summer  and  fall,  and 
decreases  during  the  few  rainy  months.  The 
longer  the  residence  in  these  endemic  areas, 
the  higher  the  percentage  of  infections.  Ap- 
proximately four-fifths  of  the  permanent 
residents  in  the  San  Joaquin  Valley  have 
positive  coccidioidin  skin  tests. 


Read  before  the  Section   on  the  Practice  of  Medicine,   Medi- 
cal Society  of  the  Stat.-  of  North  Carolina.   Pinehurst,   May  3, 
1944. 
1.    (a)  Dickson,     E.     C. :     Coccidioides    Infection,     Arch.     Int. 
Med.  50:1029-1044  (June)   19.17. 
(h)  Dickson.  E.  C.  and  Gifford.  M.  A.:  Coccidioidomycosis, 
Primary   Type   of   Infection.   Arch.    Int.   Med.    02:    853- 
871    (Nov.)    1938. 


26 


NORTH  CAROLINA  MEDICAL  JOURNAL 


January,  1945 


Fig.  1.  a.  Culture  of  Coecidioides  immitis  on 
Sabouraud*s  medium,  showing  its  white,  cot- 
tony growth.  (Figures  1  and  2  are  diagramat- 
ic  reproductions  taken  from  the  syllabus  "Coc- 
cidioidomycosis Control  Program  for  the  Army 
Air  Forces  Western  Flying  Training  Com- 
mand." published  September  15.  1943.  Head- 
quarters. Army  Air  Forces  Western  Flying 
Training  Command.  Office  of  the  Surgeon.  1104 
West  8th  St..  Santa  Ana.  Calif.)  Appreciation 
is  expressed  to  the  artist.  Private  First  Class 
Edward  T.  Cooper,  of  the  Medical  Detachment 
of  Station  Hospital.  Fort  Bragg.  N.  C. 

b.  Microscopic  appearance  of  old.  pigmented 
culture,  showing  the  fragmented  chlamydo- 
spores. 

Causative   Organism 

The  fungus  Coecidioides  immitis  grows  on 
very  simple  media  and  on  a  variety  of  sub- 
stances in  nature.  In  the  saprophytic  form 
the  growth  appears  white  and  cottony  on 
solid  media  (fig.  1-A.)  The  older,  pigmented 
cultures  consist  of  multitudes  of  chlamydo- 
spores  (fig.  1-B.)  In  this  form  the  fungus 
may  infect  man.  In  an  infected  animal  the 
chlamydospores  assume  a  spherical  shape. 
The  protoplasm  of  the  spherules  divides  by 
segmentation,  forming  endospores  within 
the  doubly  refractile  wall.  This  resulting 
mature  spherule  is  the  parasitic  form  that 
occurs  in  man  (fig.  2). 

Infection  occurs  as  the  result  of  inhala- 
tion of  the  chlamydospores.  Initial  infection 
produces  permanent  immunity. 


Fig.  2.    Development  of  mature  spherules. 

a.  Chlamydospores   in  tissue. 

b.  Chlamydospores    assuming    a    spherical 

shape. 

c.  Protoplasm  dividing,  by  segmentation,  into 

endospores. 

d.  Mature    spherule,     containing    endospores 

within  its  doubly  refractile  wall.  The 
spherule  ruptures,  releasing  the  endo- 
spores into  the  lymphatics  and  blood 
stream. 
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Fig.  3.  Roentgenograms  of  the  chest  in  case  2. 
The  second  film  (b)  reveals  an  area  of  increased 
density  in  the  left  upper  lobe,  appearing  one 
week  after  the  first  film  (a),  which  is  negative. 

Clinical  Manifestations 
Primary  form 

The  clinical  manifestations  of  coccidioido- 
mycosis are  varied.  Many  cases  are  sub- 
clinical and  the  only  evidence  of  infection 
with  the  fungus  is  a  positive  coccidioidin 
skin  test.  The  primary  infection  usually 
produces  an  illness  with  low  grade  fever 
(99  to  101  F.),  chills,  anorexia,  headaches, 
and  backache.  Pleural  pain  may  be  present 
as  a  mild,  constricting  sensation  or  may  be 
severe  enough  to  suggest  coronary  occlusion, 
cholecystitis,  or  renal  colic.  Cough  is  usual- 
ly non-productive,  but  may  produce  small 
amounts  of  muco-purulent  sputum,  some- 
times blood  streaked.  The  onset  of  the  in- 
fection may  be  gradual  or  sudden.  In  its 
initial  stages  the  disease  is  usually  diag- 
nosed as  influenza,  atypical  pneumonia,  or 
a  common  cold. 

Physical  examination  reveals  a  healthy 
appearing  individual.  There  may  be  a  mild 
nasopharyngitis.  The  chest  signs  vary  ac- 
cording to  the  degree  of  pulmonary  involve- 


B. 

ment  and  may  be  lacking  entirely  or  may 
be  those  of  pneumonia,  fibrinous  pleurisy,  or 
pleural  effusion.  Skin  lesions  suggestive  of 
erythema  nodosum  have  been  observed  in  3 
to  24  per  cent  of  the  cases.  These  skin  le- 
sions appear  during  the  first  three  weeks 
of  the  infection  and  are  most  frequently  seen 
on  the  shins,  knees,  thighs  and  upper  ex- 
tremities. Erythema  multiforme  is  another 
skin  manifestation  and  may  appear  alone 
or  in  addition  to  the  erythema  nodosum.  Pa- 
tients with  skin  involvement  are  less  likely 
to  develop  the  progressive  form  of  the  dis- 
ease. 

A  transient,  acute  polyarthritis  also  may 
occur.  Almost  any  joint  may  be  involved, 
but  the  knees  and  ankles  are  the  most  fre- 
quent sites.  Symptomatic  response  to  salicyl- 
ates is  not  so  striking  as  in  rheumatic  fever. 

A  roentgenogram  of  the  chest  may  reveal 
one  or  more  of  the  following  changes : 

1.  Soft,  fuzzy  hilar  densities. 

2.  Pneumonia-like  infiltrations. 

3.  Nodular  parenchymal  lesions. 

4.  Mediastinal  and  hilar  adenopathy. 

5.  Pleural  effusion. 

The  pneumonic  infection  may  result  in 
cavity  formation,  but  this  is  usually  asymp- 
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Fig.  4.  Roentgenograms  of  the  chest  in  case  2, 
continued.  The  first  film  (a)  shows  cavity  for- 
mation in  the  area  of  consolidation;  the  second 
(b)  demonstrates  fluid  level  in  the  cavities. 

tomatic  except  for  very  rare  hemoptysis. 
The  cavities  can  persist  for  months  and  even 
years,  but  are  benign  in  nature.  They  do 
not  act  as  reservoirs  for  dissemination  of 
the  fungus  through  the  body. 
Progressive  form 

In  approximately  .05  to  0.1  per  cent  of 
infections  the  fungus  is  disseminated 
through  the  body,  resulting  in  the  progres- 
sive or  granulomatous  form  of  the  disease. 
This  occurs  within  a  few  weeks  or  months 
after  the  initial  infection.  The  disseminated 
type  produces  abscesses  of  the  subcutaneous 
and  deeper  tissues,  and  bony,  meningeal  and 
visceral  lesions.  This  chronic  form  may 
rarely  occur  after  direct  introduction  of  the 
fungus  through  skin  abrasions  and  puncture 
wounds. 

In  the  progressive  form  of  coccidioidomy- 
cosis the  symptoms  depend  on  the  site  of  the 
granulomatous  infection.  The  most  common 
locations  are  the  meninges,  bones,  and  sub- 
cutaneous tissues.  In  rare  instances  a  mili- 
ary form  occurs  in  which  the  disease  dis- 
seminates to  all  parts  of  the  body. 


Diagnosis 

Laboratory  confirmation  is  necessary  for 
a  positive  diagnosis  of  coccidioidomycosis. 
In  the  chronic,  granulomatous  form  the  fun- 
gus is  easily  demonstrated  in  material  ob- 
tained from  the  local  lesion.  In  the  primary 
infection,  it  is  found  with  difficulty  in  the 
sputum  by  direct  examination  or  by  culture 
on  Sabouraud's  medium.  Frequently  animal 
inoculation  may  be  necessary  to  demonstrate 
the  spherules. 

When  the  organism  cannot  be  isolated,  a 
presumptive  diagnosis  can  be  made  by  the 
coccidioidin  skin  test.  This  is  an  intracutane- 
ous test  using  1:1.000  or  1:100  dilutions  of 
a  saline  coccidioidin  extract.  This  test  is 
analogous  to  the  tuberculin  test  and  has  the 
same  interpretation  and  limitations.  The 
positive  test  is  recorded,  like  the  tuberculin 
test,  as  1,  2,  3,  or  4  plus.  Regardless  of  the 
size  of  the  reaction,  it  may  indicate  either 
an  old  or  an  active  infection.  A  change  from 
a  negative  to  a  positive  reaction  with  re- 
peated tests  is  of  diagnostic  significance. 
Precipitin  and  complement  fixation  tests 
have  proved  useful  but  have  not  been  em- 
ployed extensively  because  of  difficulty  in 
securing  the  antigen. 
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Fig.  5.  Roentgenograms  of  the  chest  in  case  2, 
concluded.  The  first  film  (a)  shows  beginning 
resolution  of  the  pneumonic  infiltration;  the 
second    (b),  return  to  normal. 

During  the  early  period  of  the  primary 
infection  there  may  be  an  initial  leukocyto- 
sis with  moderate  eosinophilia.  The  blood 
sedimentation  rate  is  rapid  at  the  onset  of 
the  primary  infection  and  gradually  returns 
to  normal  with  recovery.  In  the  progressive 
form  elevated  values  coincide  with  active 
phases  of  the  infection. 

The  similarity  of  this  disease  to  tuber- 
culosis cannot  be  over-emphasized.  Two 
soldiers  who  had  been  stationed  in  an  en- 
demic area  were  suspected  of  having  coc- 
cidioidomycosis. Each  had  positive  coccidi- 
oidin  and  tuberculin  skin  tests  and  suspici- 
ous roentgenographic  lesions  in  the  chest. 
After  repeated  examinations,  however,  tu- 
bercle bacilli  were  found  in  the  sputum. 
Only  after  tuberculosis  has  been  excluded 
can  the  diagnosis  of  coccidioidomycosis  be 
made  with  certainty. 

Prognosis 

The  prognosis  in  the  primary  infection  is 
excellent.    No    deaths    have    occurred    from 


this  form.  However,  once  dissemination  oc- 
curs, there  is  less  than  a  50  per  cent  chance 
for  recovery.  The  final  course  may  be  rapid, 
with  death  occurring  in  four  to  six  weeks,  or 
the  illness  may  be  prolonged  over  a  period 
of  years. 

Therapy 

There  is  no  specific  therapy  for  coccidi- 
oidomycosis. In  the  initial,  primary  phase, 
as  in  tuberculosis,  bed  rest  is  essential  and 
should  be  continued  until  the  patient  has 
completely  recovered.  Pneumothorax  may 
be  necessary  in  the  rare  instances  of  con- 
tinued hemoptysis.  Isolation  is  not  neces- 
sary, as  the  disease  is  not  transmissible  from 
man  to  man.  Chemotherapy  with  iodides, 
sulfonamides  and  even  penicillin  has  proved 
ineffective.  When  dissemination  has  oc- 
curred, indications  for  local  therapy  will  de- 
pend on  the  site  of  the  granulomatous  le- 
sions. 

Case  Reports 

Four  cases  of  coccidioidomycosis  seen  at 
Fort  Bragg  exemplify  the  protean  manifes- 
tations of  this  infection.  The  first  3  cases 
are  examples  of  the  primary  form.    These 
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Fig.  6.  Roentgenogram  of  chest,  case  3,  show- 
ing the  small  nodular  infiltration  in  the  left 
upper  lobe. 

3  soldiers  were  in  the  same  unit  and  had 
been  stationed  for  a  period  of  three  months 
at  a  military  post  in  southern  California  in 
an  area  where  the  disease  is  endemic.  The 
clinical  symptoms  first  appeared  while  the 
soldiers  were  en  route  from  California  or 
shortly  after  their  arrival  at  Fort  Bragg. 
The  first  case  illustrates  how  coccidioidomy- 
cosis may  simulate  acute  rheumatic  fever. 

Case  1.  A  29  year  old  private  was  ad- 
mitted with  an  acute  arthritis  involving  the 
knees,  ankles  and  wrist.  He  had  a  moderate 
fever.  There  were  erythematous  and  ede- 
matous lesions  over  the  legs,  and  a  diagnosis 
of  erythema  multiforme  was  made.  The 
arthritis  and  skin  lesions  subsided  in  a  few 
days  and  he  was  returned  to  duty.  He  was 
readmitted  later  with  a  recurrence  of  the 
joint  involvement,  but  this  subsided  prompt- 
ly. On  this  second  entry,  it  was  thought  that 
he  had  rheumatic  fever.  However,  a  coc- 
cidioidin  skin  test  was  strongly  positive,  in- 
dicating the  true  nature  of  the  disease. 

The  second  case  is  an  example  of  the  type 
of  pulmonary  involvement  which  produces 
cavitation  and  closely  resembles  tuberculosis. 

Case  2.  This  24  year  old  soldier  noted  a 
transitory  erythematous  rash  over  the  upper 
and  lower  extremities  on  the  second  day 
after  leaving  California.    Two  weeks  later 


Fig.     7.      Roentgenogram     demonstrating 
destructive  lesion  in  the  rib  in  case  4. 
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he  was  admitted  to  the  hospital  because  of 
cough,  chills,  general  malaise,  and  anorexia. 
The  cough  became  productive  of  mueo-puru- 
lent  sputum.  After  seven  days  an  area  of 
consolidation  appeared  in  the  left  upper  lobe. 
A  cavity  developed  one  week  later,  but  had 
cleared  completely  at  the  end  of  one  month 
(fig.  3,  4,  and  5).  The  fungus  was  not  iso- 
lated from  the  sputum,  nor  were  diagnostic 
lesions  found  in  an  inoculated  animal.  The 
coccidioidin  skin  test  was  strongly  positive, 
however,  and  the  diagnosis  of  coccidioidomy- 
cosis was  made.  Tuberculosis  was  excluded 
by  repeated  negative  sputum  examinations, 
a  negative  tuberculin  test,  and  rapid  disap- 
pearance of  the  cavitation. 

Case  3.  A  32  year  old  soldier  was  sent  to 
the  hospital  with  a  preliminary  diagnosis  of 
tuberculosis.  He  had  had  a  transitory  poly- 
arthritis two  weeks  after  leaving  the  Cali- 
fornia camp.  Two  weeks  later  he  noted 
cough,  productive  of  a  small  amount  of 
mucoid  sputum.  He  had  no  other  complaints 
and  said  that  he  felt  well.  The  roentgeno- 
gram demonstrated  a  nodular  lesion  in  the 
left  upper  lobe  (fig.  6).  This  did  not  change 
in  appearance  during  a  month's  hospital 
stay.  On  the  initial  sputum  examination, 
spherules  of  Coccidioides  immitis  were 
found.  The  coccidioidin  skin  test  was  strong- 
ly positive.  Tuberculosis  was  excluded  by 
repeated  negative  sputum  examinations  and 
a  negative  Mantoux  test. 

The  fourth  case  illustrates  the  progress  of 
the  primary  form  into  the  chronic,  granu- 
lomatous form  of  the  disease. 

Case  i.  This  30  year  old  private  had  spent 
four  months  in  Arizona,  which  is  situated 
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in  an  endemic  area.  He  had  been  in  excel- 
lent health,  but  while  on  furlough  in  North 
Carolina  in  January,  1943,  he  developed  an 
upper  respiratory  infection.  On  his  return 
to  the  Arizona  camp  he  was  hospitalized  be- 
cause of  cough,  fever,  and  chest  pain.  A 
coccidioidin  skin  test  was  negative  when  he 
was  first  admitted,  but  was  found  to  be  posi- 
tive two  weeks  later.  A  soft  nodule  appeared 
beneath  the  skin  in  the  right  deltoid  area 
and  persisted.  Another  subcutaneous  nodule 
later  appeared  on  the  left  arm.  While  on 
furlough  again  in  North  Carolina  in  May, 
1943,  he  became  ill  and  was  admitted  to  the 
Station  Hospital  at  Fort  Bragg.  At  this 
time  he  had  a  subcutaneous  nodule  on  each 
arm,  and  another  overlying  the  left  tenth 
rib.  There  was  lymphadenitis  of  the  right 
supraclavicular  chain.  A  destructive  lesion 
in  the  right  sixth  rib  was  noted  by  x-ray 
(fig.  7).  While  in  the  hospital  he  developed 
a  retropharyngeal  and  a  deep  lumbosacral 
abscess.  Coccidioides  immitis  was  identified 
on  direct  examination  of  the  purulent  ma- 
terial. The  coccidioidin  skin  test  was  strong- 
ly positive. 

Summary 

1.  Coccidioidomycosis  is  endemic  in  cer- 
tain areas  of  the  western  United  States. 

2.  The  importance  of  recognizing  this  dis- 
ease is  stressed  and  emphasis  is  placed  on 
the  migration  of  military  personnel  from 
endemic  areas  to  all  parts  of  the  country. 

3.  Coccidioidomycosis  occurs  predomi- 
nantly in  its  primary,  benign  form.  The 
progressive,  chronic  granulomatous  form  of 
the  disease  is  less  frequent  and  is  usually 
fatal. 

4.  The  similarity  of  coccidioidomycosis  to 
tuberculosis  is  emphasized. 

5.  Four  cases  of  coccidioidomycosis  are 
presented  to  illustrate  the  significant  clinical 
manifestations  of  this  disease. 

Abstract  of  Discussion 

Dr.  Theodore  J.  Abernethy,  Commission  on  Acute 
Respiratory  Diseases,  Fort  Bragg:  The  practical 
implications  of  this  excellent  paper  are  twofold. 
First,  to  the  military  surgeon,  wherever  he  may  be 
stationed,  the  recognition  of  coccidioidomycosis  is 
becoming  increasingly  important.  This  is  particu- 
larly true  since  the  onset  of  the  present  war,  with 
large  bodies  of  troops  being  trained  in  regions  of 
the  United  States  where  coccidioidomycosis  is  en- 
demic, and  with  the  frequent  movement  of  troops 
from  these  endemic  areas  to  those  in  which  the  dis- 
ease is  not  generally  considered  to  be  endemic. 
Secondly,  to  the  civilian  practitioner,  whether  he  be 
internist,    surgeon,    orthopedist,    roentgenologist, 


dermatologist  or  general  practitioner,  the  diagnosis 
of  coccidioidomycosis  is,  or  shortly  will  be,  an  im- 
portant consideration.  Because  of  its  protean  man- 
ifestations, this  disease  is  not  the  concern  of  the 
internist  alone.  Although  the  medical  man  may  be 
the  first  to  see  the  patient,  his  colleagues  in  allied 
fields  may  be  presented  with  a  like  opportunity.  It 
it  important,  then,  that  in  coming  years  coccidioido- 
mycosis be  suspected  in  any  individual  giving  a 
history  of  residence  in  endemic  areas  or  presenting 
symptoms  or  physical  signs  suggestive  of  the  dis- 
ease. Fortunately,  as  Captain  Fleming  has  reported, 
a  useful  test  is  at  hand — namely,  the  coccidioidin 
skin  test,  which  may  aid  in  the  recognition  of  a 
past  or  recently  active  infection. 

The  Commission  on  Acute  Respiratory  Diseases, 
stationed  at  Fort  Bragg,  has  been  interested  in  ob- 
taining data  concerning  the  practicability  of  the 
coccidioidin  skin  test  and  the  frequency  with  which 
soldiers  who  have  trained  in  endemic  areas  for 
variable  periods  of  time  will  react  positively  to  this 
antigen.  Three  surveys  have  been  completed  in  the 
past  five  months.  Organization  A,  consisting  of  field 
artillery  trainees  from  predominantly  Middle  West- 
ern and  Southern  states,  served  three  months  in 
southern  California  during  the  fall  of  1943.  Skin 
tests  on  1558  men  were  performed  approximately 
two  months  after  this  service.  Two  hundred  and 
forty-eight  positive  reactors  were  discovered — an 
incidence  of  15.9  per  cent.  In  one  battalion  of  ap- 
proximately 500  men  there  was  a  definite  correla- 
tion found  between  those  giving-  a  "probable"  his- 
tory of  coccidioidomycosis  and  those  showing  posi- 
tive skin  reactions.  Organization  C,  one  squadron  of 
which  had  spent  seven  months  and  another  eleven 
months  in  southern  Arizona  and  California,  was 
tested  in  February,  1944,  approximately  one  month 
after  arrival  at  Fort  Bragg.  In  1522  men  from  this 
organization  the  incidence  of  positive  reactors  was 
22.1  per  cent.  A  third,  control  survey  was  done  in 
one  battalion  of  271  men  who  had  recently  come 
from  reception  centers  east  of  the  Mississippi  River. 
Only  five  weakly  positive  reactions  were  discovered 
— an  incidence  of  1.8  per  cent. 

These  surveys  indicate  that  a  high  proportion  of 
soldiers  who  by  reason  of  training  in  endemic  areas 
are  exposed  to  Coccidioides  immitis  actually  acquire 
infection  and  recover  spontaneously.  They  also  in- 
dicate that  in  individuals  who  are  not  so  exposed 
only  a  small  percentage  will  give  reactions.  These 
are  interpreted  either  as  non-specific  or  as  cross- 
reactions  to  some  closely  related  fungus. 


CESAREAN  SECTION,   WITH   SPECIAL 

REFERENCE  TO  THE   LOWER 

UTERINE  SEGMENT  OPERATIONS 

W.  Durwood  Suggs,  M.D.,  F.A.C.S. 
Richmond,  Virginia 

The  following  study  is  an  analysis  of 
cesarean  section  operations  in  a  private  gen- 
eral hospital  (Stuart  Circle  Hospital,  Rich- 
mond, Virginia)  from  1933  through  1943. 
During  this  ten-year  period  there  were 
3,342  deliveries,  122  of  which  were  by  cesar- 
ean section — an  incidence  of  3.6  per  cent. 


Read  before  the  Section  on  Obstetrics  and  Gynecology,  Med- 
ical Society  of  the  State  of  North  Carolina,  Plnehurst  May 
3,    1944. 
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TABLE   1 

Primary   or   Principal    Indications   for   Cesarean 

Section   in   122  Cases 

>"o.  c«?<  -    r- 1 '  ■  iitniji 
Disproportion:    Contracted  Pelvis, 

Abnormal   Pelvis 62  50.0'  i 

Cervical  Dystocia:   Infantile 

Cervix,  Rigid  Cervix, 

Stenosis   of  the   Cervix         12  9.8% 

Placenta    Praevia    11  9.09! 

Toxemia  (Including  Nephritis)   8  6.59! 

Previous  Cesarean   Section  8  6.5% 

Uterine  Inertia, 

Primary  and   Secondarv             6  5.0% 

Fetal    Distress    4 

Dystocia  Dvstrophv  Svndrome  2  1.695 

Elderly    Primipara"  2  159! 

Abrup'tio    Placentae    1  0.82'^ 

Prolapse  of  the   Cord   1  0.82% 

Uterus  Didelphys;  Vagina  Septate ....  1  0.82% 
Acute  Suppression  of  Urine 

(Traumatic )      1  0.82'7 

Tetany  of   Uterus  1  0.82% 

Ruptured  Uterus  - 1  0.82% 

Myoma  Uteri  1  0.82', 

Although  these  122  operations  were  done  by 
eight  different  men.  91.8  per  cent  were  per- 
formed by  three  individuals.  There  was  one 
maternal  death  (from  sepsis),  giving  a  mor- 
tality rate  of  0.82  per  cent.  The  standard 
of  morbidity  used  was  any  temperature  of 
100.4  F.  or  above  on  any  two  days,  exclusive 
of  the  day  of  operation.  Cases  falling  into 
this  category  were  classified  under  "puer- 
peral morbidity,"  unless  data  on  the  charts 
showed  other  definite  causes  of  fever.  The 
corrected  morbidity  rate  for  the  series  was 
33.0  per  cent.  Except  for  the  one  mortality, 
due  to  sepsis,  and  one  moderately  severe  case 
of  pelvic  thrombophlebitis,  all  other  cases  of 
puerperal  morbidity  were  very  mild. 

Table  1  shows  the  primary  or  principal 
indications  for  section.  There  were  many 
other  secondary  indications  too  numerous  to 
tabulate.  In  most  cases  there  was  a  combi- 
nation of  indications.  Fetal-pelvic  dispro- 
portion is  by  far  the  most  frequent  reason 
for  abdominal  delivery. 

Table  2  indicates  the  effect  on  morbidity 
of  the  duration  of  labor.  As  would  be  ex- 
pected, there  is  a  sharp  rise  in  morbidity  in 
sections  done  after  the  onset  of  labor,  but 
contrary  to  our  expectation,  the  morbidity 
rate  did  not  rise  after  the  first  twenty-four 
hours  of  labor. 

Table  3  shows  the  effect  of  vaginal  and 
rectal  examinations  on  morbidity.  As  was 
to  be  expected,  those  patients  who  had 
neither  rectal  nor  vaginal  examination 
showed  the  lowest  morbidity  rate.  This 
group  consisted  largely  of  cases  in  which  the 
operation  was  an  elective  procedure,  and  the 


TABLE   2 

Effect   of   Labor  on  Morbidity 

v... 
Cases    Percentage    Morbidity 

Elective  Cases 

(Not  in  Labor)    .71  58'i  28.0'. 

(1  death) 
In  Labor  less  than 

24    Hours   22  18%  45.5% 

In   Labor  24-96  Hours 21  17.2',        43.0 

factors  of  labor  and  rupture  of  the  mem- 
branes did  not  enter  the  picture.  There  was 
a  sharp  rise  in  morbidity  in  the  group  hav- 
ing one  to  four  examinations,  perhaps  due 
to  some  extent  to  the  factors  mentioned 
above :  however,  again  contrary  to  our  ex- 
pectation, the  rate  did  not  increase  as  the 
number  of  examinations  increased  beyond 
four. 

.Sterilization  apparently  causes  no  increase 
in  morbidity  (table  4).  The  number  of  cases 
in  which  myomectomy  was  done  in  conjunc- 
tion with  abdominal  delivery  is  too  small  to 
permit  conclusions.  In  the  4  cases,  however, 
there  was  no  morbidity,  although  one  pa- 
tient had  been  in  labor,  with  ruptured  mem- 
branes, for  eighty-four  hours,  and  another 
had  been  in  labor  ten  hours,  with  the  mem- 
branes ruptured  for  fourteen  hours. 

In  7  cases  cesarean  section  was  preceded 
by  attempts  at  delivery  from  below  with 
forceps.  There  was  no  infant  or  maternal 
mortality  in  this  small  group.  Four  patients, 
or  57  per  cent,  had  a  very  mild  postoperative 
morbidity.  One  patient  was  in  labor,  with 
ruptured  membranes,  for  fifty  hours,  and 
had  six  rectal  and  two  vaginal  examinations. 
without  morbidity.  Another  patient  who 
was  in  labor  fifty-six  hours,  six  and  three- 
quarters  of  which  was  second  stage,  and 
whose  membranes  were  ruptured  for  twenty- 
six  hours,  had  twelve  rectal  and  two  vaginal 
examinations  without  morbidity.  On  an- 
other patient  whose  cervix  had  been  com- 
pletely dilated  for  eight  hours,  cesarean  sec- 
tion was  performed  without  morbidity,  after 
an  attempt  at  forceps  delivery  had  failed. 

TABLE  3 

Effect    of    Vaginal    and    Rectal    Examinations 
on  Morbidity 

.Vo. 
'  <<-.        /■-     .  niaoi      Morbidity 
No  Rectal  or 


Vaginal  Examination  . 

.49 

40.0', 

20.0% 

1-4  Rectal  and /or 

Vaginal   Examinations 

30 

24.6', 

46.6% 
(1  death) 

4-8  Rectal  and  or 

Vaginal    Examinations 

IB 

12.3', 

47.0  ■ 

8-14  Rectal  and /or 

Vaginal    Examinations 

11 

9.0', 

27.4' 
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TABLE  4 
Effect  of  Other  Operative  Procedures  on  Morbidity 

Operation  No.  Cases  Morbidity 

Appendectomy    2  50% 

Sterilization  22  27% 

Myomectomy   4  0 

The  4  patients  with  postoperative  morbidity 
were  all  in  labor,  with  ruptured  membranes, 
for  a  considerable  length  of  time,  one  hav- 
ing had  a  bag  induction  and  manual  dilata- 
tion of  the  cervix  preceding  an  attempt  at 
forceps  delivery.  The  uterus  was  preserved 
in  all  7  cases,  low,  two-flap  laparotrachelo- 
tomy  being  the  type  of  operation  employed. 

Figure  1  shows  the  number  of  cesarean 
sections,  the  types  of  operations  employed, 
and  the  morbidity  rate  by  years.  Only  three 
different  types  of  operations  were  employed : 
the  classical — usually  the  low  modification, 
and  in  1  case  Schumann's  modification;  the 
modified  Porro ;  and  the  transperitoneal  sub- 
vesical  laparotrachelotomy.  Hysterectomy 
was  done  in  only  3  cases,  and  not  because 
of  infection.  The  uterus  was  removed  in  1 
case  because  of  rupture  of  the  scar  from  a 
previous  section ;  in  another  because  of  mul- 
tiple fibroids;  and  in  the  third  in  order  to 
control  hemorrhage  in  a  multipara  with 
placenta  praevia  whose  uterus  failed  to  con- 
tract. Transperitoneal  laparotrachelotomy 
has  gradually  superseded  other  types  of  op- 
eration as  the  procedure  of  choice,  until  in 
the  last  three  years  91.7  per  cent  of  all  sec- 
tions have  been  of  this  type.  In  the  earlier 
years  the  DeLee-Beck  technique  was  used, 
but  recently  the  Kerr-Phaneuf  technique  has 
been  employed  almost  exclusively,  even  in 
elective  cases.  There  has  been  a  decided  de- 
cline in  the  morbidity  rate  as  the  incidence 
of  low  cervical  operations  has  increased. 
Neither  the  transperitoneal  exclusion  type 
of  operation  nor  the  extraperitoneal  opera- 
tion has  been  employed  in  this  series. 

Kronig  contended  that  the  main  advan- 
tage of  extraperitoneal  technique,  as  devised 
and  perfected  by  Frank,  Latzko,  Sellheim 
and  others  in  the  early  part  of  this  century, 
and  improved  and  simplified  more  recently 
by  Waters  in  this  country,  consisted  not  so 
much  in  avoiding  the  peritoneal  cavity  as 
in  placing  the  uterine  incision  in  the  lower 
segment  and  then  covering  the  incision  with 
the  bladder  and  peritoneum.  The  advantages 
of  the  incision  in  the  lower  uterine  segment 
have  been  amply  demonstrated  and  are  gen- 
erally accepted.    However,   there  are  some 


TABLE  5 

Percent. 

Morbidity  Hat:-   in 

Fear 

No.  Deliveries 

Sections 

Section  Operation* 

1933 

161 

3.8% 

66% 

1934 

178 

3.3% 

0 

1935 

209 

6.2% 

23% 

1936 

232 

3.0% 

43% 

1937 

239 

3.0% 

43% 

1938 

285 

3.8% 

35% 

1939 

329 

1.8% 

32% 

1940 

387 

1.5% 

50% 

1941 

397 

4.5% 

32% 

1942 

458 

3.5% 

20% 

1943 

467 

5.5% 

23% 

TOTAL       3,342  3.6%  33% 

1  mortality  in  122  operations — Mortality  rate  0.82% 


controversial  points  involving  the  relative 
advantages  and  disadvantages  of  the  trans- 
peritoneal and  extraperitoneal  approach. 
The  possibility  of  occasionally  opening  the 
peritoneum  or  bladder  in  the  extraperitoneal 
operation  does  not  constitute  a  serious  dis- 
advantage. However,  the  necessity  of  drain- 
age in  most  of  these  cases  is  a  disadvantage. 
In  an  infected  case,  the  spread  of  infection 
through  the  soft  cellular  tissues  of  the  space 
of  Retzius  often  proves  serious,  and  it  is 
contended  by  some  authorities  that  the  peri- 
toneum can  cope  with  infection  better  than 
can  this  type  of  tissue.  Since  the  advent  of 
the  sulfonamide  drugs  and  penicillin,  we 
can  afford  to  take  more  chances  with  poten- 
tial infection.  However,  I  share  the  opinion 
of  those  who  believe  that  in  the  presence  of 
frank  infection  the  safest  procedure  is  to 
remove  the  infected  organ  by  hysterectomy. 
Every  patient  admitted  to  the  hospital  for 
delivery  is  given  a  vaginal  injection  of  mild 
antiseptic  solution,  which  is  repeated  every 
eight  hours  until  delivery.  The  initial  douche 
is  given  before  any  examination,  either  rec- 
tal or  vaginal,  is  made.  The  value  of  this 
technique  is  controversial,  but  we  are  among 
those  who  feel  that  it  helps  to  control  and 
prevent  infection.  We  believe  that  the  low 
morbidity  rate,  and  particularly  the  absence 
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of  any  increase  in  the  morbidity  rate  follow- 
ing repeated  examinations  in  cases  of  pro- 
longed labor,  may  be  ascribed  to  this  pro- 
cedure. 

In  potentially  infected  cases,  gloves  are 
changed  and  soiled  drapes  replaced  follow- 
ing extraction  of  the  infant.  During  the 
past  two  years  5.0  Gm.  of  one  of  the  sulfon- 
amide drugs  in  powder  or  crystal  form  has 
been  placed  in  the  uterine  cavity  before  its 
closure  and  along  the  uterine  suture  line  be- 
fore this  is  covered  by  the  upper  peritoneal 
flap  and  bladder. 

We  feel  that  the  facts  revealed  and  the 
results  obtained  in  the  small  series  of  cases 
covered  in  this  analysis  justify  the  use  of 
the  procedure  and  technique  that  have  grad- 
ually been  evolved  and  applied  during  the 
past  ten  years. 

Summary 

1.  Out  of  3.342  deliveries  performed  in 
the  Stuart  Circle  Hospital  over  a  ten-year 
period.  122  (3.6  per  cent)  were  by  cesarean 
section.  There  was  1  mortality  (0.82  per 
cent),  and  the  corrected  morbidity  rate  was 
33.0  per  cent  (table  5). 

2.  Disproportion  between  the  maternal 
pelvis  and  the  fetus  was  by  far  the  most 
common  indication  for  abdominal  delivery. 

3.  The  morbidity  rate  was  almost  twice  as 
high  when  the  operation  was  done  on  pa- 
tients in  labor  as  when  it  was  performed  be- 
fore labor  began,  although  the  duration  of 
labor  had  no  effect  on  the  morbidity  rate. 

4.  The  morbidity  rate  was  doubled  in  pa- 
tients who  had  had  rectal  or  vaginal  exami- 
nations prior  to  operation,  although  the 
number  of  such  examinations  had  no  effect 
on  the  morbidity  rate. 

5.  The  lower  uterine  segment  is  the  best 
location  for  the  uterine  incision,  even  in  pa- 
tients who  are  not  in  labor.  This  is  probably 
the  chief  advantage  of  the  extraperitoneal 
operation. 

6.  Antiseptic  vaginal  douches  before  elect- 
ive operations  and  at  stated  intervals  during 
labor  preceding  emergency  operations  are 
believed  to  be  a  factor  in  controlling  and 
preventing  infection. 

7.  The  local  use  of  sulfonamide  crystals 
in  the  operative  field  in  potentially  infected 
cases  appears  to  be  desirable. 

8.  The  low,  two-flap  transperitoneal  sub- 
vesical  cesarean  section  is  a  relatively  safe 
procedure,  even  in  potentially  infected  labor 
cases. 

Monument  Avenue  and  Lombardy  Street 


FAVORABLE  RESPONSE   TO 

PENICILLIN  THERAPY  IN  A  CASE  OF 

TREATMENT-RESISTANT  SYPHILIS 

Ray  O.  Noojin,  M.D. 
J.  Lamar  Callaway,  M.D. 

and 
Arthur  H.  Flower,  M.D. 

Durham 

Many  investigators  have  sought  to  prove 
that  because  of  certain  altered  conditions  in 
the  host,  the  drug,  or  the  organism  syphilis 
at  times  becomes  resistant  to  treatment. 
Beerman",  Dennie  and  McBride'21,  and 
others  are  inclined  to  stress  the  host  as  the 
usual  responsible  factor.  On  the  other  hand, 
Akatsu  and  Noguchi'31  pointed  out  that  the 
Spirochaeta  pallida  could  increase  its  toler- 
ance for  arsphenamine  and  neoarsphena- 
mine  in  vitro  by  being  exposed  to  gradually 
increasing  concentrations  of  the  drugs.  Spe- 
cifically, the  tolerance  could  be  increased  five 
and  one-half  times  within  three  to  four 
months.  Cutaneous  lesions  are  known  at 
times  to  heal  during  a  course  of  treatment 
with  one  of  the  arsenicals,  only  to  relapse 
when  a  heavy  metal  is  begun.  Here  the 
question  of  drug  inadequacy  is  certainly 
raised. 

Whether  the  host,  the  drug,  or  the  organ- 
ism is  responsible,  the  fact  remains  that  the 
specific  etiologic  factor,  or  factors,  produc- 
tive of  treatment-resistant  syphilis  are  still 
not  readily  apparent. 

Our  purpose  is  to  report  a  case  of  syphilo- 
derma  which  promptly  responded  to  penicil- 
lin therapy  after  having  failed  to  respond 
not  only  to  two  and  one-half  years  of  irregu- 
lar treatment,  but  also  to  ten  consecutive 
weekly  concomitant  injections  of  bismuth 
subsalicylate  and  mapharsen.  Whatever  fac- 
tor, or  factors,  caused  this  patient  to  be 
treatment-resistant  apparently  did  not  inter- 
fere with  the  effectiveness  of  penicillin. 
Healing  occurred  in  this  case  when  the  drug 
was  changed.  No  other  circumstance  was 
altered.  It  is  difficult  to  believe,  in  this  in- 
stance,  that   the   host   was   responsible  for 
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Fig.  1 


treatment-resistance  since  healing  occurred 
so  rapidly  with  penicillin.  The  evidence  in 
this  case  points  to  the  assumption  that  the 
infecting  organism  was  little  affected  by  bis- 
muth and  arsenic  and  that  the  failure  of 
treatment  was  due  to  the  resistance  of  the 
organism  to  the  drugs  used. 

Case  Report 

C.  S.,  a  28  year  old  white  male  shoe  re- 
pairer, developed  a  penile  lesion  in  1941.  A 
serologic  test  for  syphilis  was  said  to  be 
positive  at  this  time,  and  he  was  started 
upon  treatment  with  neoarsphenamine. 
Darkfield  examination  was  not  performed. 
The  patient  received  intravenous  injections 
fairly  regularly  for  the  first  ten  injections, 
and  after  this,  treatment  was  intermittent. 
The  penile  lesion  did  not  heal  until  three 
months  after  therapy  was  begun.  At  the  end 
of  this  period  the  serologic  test  for  syphilis 
was  said  to  be  negative.  During  the  next 
two  and  one-half  years  the  patient  received 
irregularly  approximately  sixty  injections 
of  neoarsphenamine  (average  dose  0.6 
Gm.),  and  ten  injections  of  bismuth  sub- 
salicylate. 

The  patient  was  first  seen  at  Duke  Hos- 
pital on  April  24,  1944.  He  presented  him- 
self because  of  the  development  of  multiple 


ulcers  over  his  hands  and  feet  during  the 
previous  three  months.  During  the  six 
months  preceding  examination,  he  had  re- 
ceived an  average  of  approximately  two  in- 
travenous injections  of  neoarsphenamine 
each  month.  He  had  no  complaints  other 
than  the  one  involving  his  skin. 

Physical  examination  revealed  numerous 
erythematous,  granulomatous,  exudative, 
oval  lesions  involving  the  hands  and  feet. 
Present  over  the  left  ankle  was  a  peculiar 
crescent-shaped  lesion.  The  lesion  involving 
the  third  finger  on  the  left  hand  had  formed 
a  painful  paronychia.  All  lesions  were 
slightly  tender.  The  physical  examination 
was  otherwise  not  remarkable,  except  for  a 
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Fig.  3 


residual  penile  scar. 

Repeated  Wassermann,  Kahn,  Kline,  and 
Mazzini  tests  on  several  blood  specimens 
were  strongly  positive.  Darkfield  examina- 
tions of  several  of  the  cutaneous  lesions  re- 
peatedly revealed  S.  pallida.  Other  labora- 
tory tests  were  non-contributory.  A  spinal 
fluid  examination  was  not  carried  out  at  this 
time. 

The  patient  was  given  immediately  bis- 
muth subsalicylate  0.2  Gm.,  intramuscularly, 
and  mapharsen  0.06  Gm.,  intravenously.  He 
was  given  a  note  to  carry  to  his  physician 
with  a  request  that  the  mapharsen  be  re- 
peated within  four  days  and  that  bismuth 
and  mapharsen,  in  the  same  dosage,  be  given 
concomitantly  each  week  for  the  succeeding 
six  weeks.  The  patient  was  requested  to  re- 
turn promptly  if  healing  did  not  begin  with- 
in the  first  two  weeks.  He  was  warned  of 
his  infectiousness.  Serologic  family  follow- 
up  was  advised. 

The  patient  did  not  return  until  ten  weeks 
had  elapsed.  During  this  interval  he  had  re- 
ceived concurrent  intramuscular  and  intra- 
venous therapy  each  week,  as  advised,  but 
had  not  noted  any  improvement.  Re-exami- 
nation revealed  little  change  in  the  appear- 
ance of  the  cutaneous  lesions  (fig.  1  and  2). 
The  cutaneous  lesions  were  again  found  by 
darkfield  examination  to  be  positive  for  S. 
pallida.    Serologic  tests    for    syphilis    were 


again  positive.  Wassermann  examination  of 
the  cerebrospinal  fluid  was  positive  in  the 
0.4,  0.6,  0.8,  and  1.0  cc.  dilutions.  The  col- 
loidal mastic  test  was  normal.  There  were 
2  mononuclear  cells  present.  Total  proteins 
were  28  mg.  per  100  cc.  of  spinal  fluid. 
Fluoroscopic  examination  showed  no  evi- 
dence of  cardiovascular  syphilis. 

Because  of  the  failure  to  respond  to  other 
treatment,  the  patient  was  given  1,200,000 
units  of  penicillin  over  a  period  of  four  days. 
Forty  thousand  units  were  administered 
intramuscularly  every  three  hours,  day  and 
night,  until  a  total  of  thirty  injections  had 
been  given. 

Darkfield  examinations  were  made  hourly 
after  treatment  was  begun,  and  these  con- 
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tinued  positive  for  S.  pallida  for  four  hours. 
The  examinations  made  on  the  fifth  hour, 
and  thereafter,  revealed  no  organisms.  With- 
in twenty-four  hours  after  treatment  was 
begun,  the  exudative  character  of  the  lesions 
had  disappeared  and,  clinically,  improve- 
ment thereafter  was  continuously  progres- 
sive. Midway  during  the  therapeutic  period 
the  patient  had  a  shaking  chill  lasting  sev- 
eral minutes,  and  immediately  his  tempera- 
ture rose  to  39  C.  (Herxheimer  reaction). 
The  following  day  the  temperature  returned 
to  normal,  where  it  remained.  There  were 
no  other  reactions.  The  cutaneous  lesions 
were  not  treated  locally  at  any  time. 

Follow-up  examination,  ten  days  after 
treatment  had  ended,  revealed  all  lesions  to 
be  practically  healed  (fig.  3  and  4).  Nine- 
teen days  after  the  final  injection  of  peni- 
cillin, healing  was  complete  and  there  were 
no  new  lesions.  Subsequent  follow-up  ex- 
aminations up  to  three  months  after  com- 
pletion of  therapy  revealed  no  further  clini- 
cal change. 

In  table  1  the  quantitative  serologic  titers 
recorded  upon  each  follow-up  examination 
are  listed.  Only  prolonged  follow-up  exami- 
nations for  many  years  will  prove  whether 
this  patient  has  been  "cured." 


TABLE  1 
Kahn  Serologic  Titers* 


Dates     Undil. 

1-2 

l-t 

1-8 

1-16 

1-3-' 

1-01   1 

128 

1-2.10  1 

51! 

7-23-44      "4 

4 

4 

4 

2 

1 

0 

0 

0 

0 

7-27-44      4 

4 

4 

3 

2 

1 

0 

0 
0 

0 
0 

0 

8-  4-44       4 

4 

4 

3 

2 

± 

0 

0 

8-14-44       4 

4 

4 

3 

2 

± 

0 

0 

0 

0 

8-31-44      4 

4 

4 

3 

1 

0 

0 

(1 

0 

0 

9-18-44       4 

4 

4 

2 

1 

0 

0 

0 

0 

0 

10-  5-44       4 

4 

3 

1 

± 

0 

0 

0 

0 

0 

*  Kline   and   Mazzini   Serologic   Titers   were   similar   and   are 
not   listed. 

Summary  and  Conclusions 

A  patient  with  darkfield  positive  cutane- 
ous lesions  found  to  be  treatment-resistant 
to  mapharsen  and  insoluble  bismuth  re- 
sponded promptly  to  penicillin  therapy,  with 
rapid  healing  of  all  cutaneous  lesions. 

Within  six  weeks  after  treatment  a  grad- 
ual diminution  in  peripheral  blood  quanti- 
tative serologic  titers  began. 

This  case  indicates  that  causes  of  treat- 
ment-resistant syphilis  are  probably  variable 
and  not  necessarily  limited  to  an  abnormal 
response  on  the  part  of  the  host. 


THUMBNAIL  SKETCHES  OF  EMINENT  PHYSICIANS 

Josiah  C.  Trent,  M.D.,  Editor 
Durham 


THE  EVOLUTION  OF  THE  ASEPTIC 
PRINCIPLE  IN  SURGERY 

I 

Introduction 

Ideas  seldom  spring  full-fledged  from  the 
mind  of  man.  What  he  does,  what  he  thinks, 
what  he  is  depend  upon  a  multiplicity  of  fac- 
tors over  which  he  has  no  control.  For  ex- 
ample, minds  as  great  as  William  Harvey's 
were  produced  in  the  fourth  century  B.  C, 
but  the  circulation  of  the  blood  was  not  dis- 
covered until  the  seventeenth  century  A.  D. 
The  second  century  conceived  minds  which 
surpassed  even  that  of  the  great  Vesalius; 
yet  human  anatomy  was  not  a  fact  until  the 
sixteenth  century.  Progress  is  seldom  con- 
stant. A  chart  of  medical  progress  would 
resemble  nothing  so  much  as  an  economic 


graph  with  its  valleys  of  depression  and 
peaks  of  prosperity.  A  great  discovery  waits 
upon  propitious  social,  technical,  and  cul- 
tural factors,  upon  the  accumulation  of  per- 
tinent but  often  isolated  facts,  and  finally 
upon  genius  to  forge  the  final  link  and 
"make"  the  discovery.  Obviously,  therefore, 
a  purely  biographical  approach  to  history  is 
inadequate  and  often  gives  a  distorted  image 
of  the  whole;  but  a  pure  history  of  ideas 
without  consideration  of  the  men  who  fos- 
tered them  is  dull  and  thus  not  always  profit- 
able. 

The  men  presented  in  these  pages  during 
the  past  year  certainly  have  not  been  dull. 
They  have  often  been  the  geniuses  respon- 
sible for  some  remarkable  discovery  or  ad- 
vance in  medicine.  What  preceded  their 
discoveries  or  what  followed  them  was  neces- 
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sarily  omitted  for  lack  of  space.  In  the  en- 
suing year,  instead  of  selecting  subjects  at 
random,  we  shall  confine  ourselves  to  one 
idea,  the  aseptic  principle  in  surgery,  and 
trace  its  evolution  by  biographical  sketches 
of  the  men  who  have  influenced  its  develop- 
ment. We  shall  attempt  to  illustrate  our 
point  that  ideas  evolve  and  do  not  emerge 
full-blown. 

The  principle  of  asepsis,  more  than  any 
other  one  factor,  has  made  possible  the 
miracles  of  modern  surgery.  Yet  few  realize 
that  the  idea  grew  slowly  through  the  cen- 
turies, receiving  boosts  along  the  way — often 
unknowingly  on  the  part  of  the  contributor 
— from  microscopists,  physicists,  bacterio- 
logists, obstetricians,  and  laymen,  as  well 
as  physicians  and  surgeons,  before  it  culmi- 
nated in  the  antiseptic  principle  of  Lister 
which  quickly  evolved  into  our  present  con- 
cept of  asepsis. 

Wounds  and  their  complications  have  con- 
cerned man  from  the  earliest  times.  The  an- 
cient Greeks  sutured  wounds  and  used  simple 
wine  and  astringent  dressings,  with  appar- 
ently few  wound  infections.  Galen  also  had 
good  results  in  treating  the  wounds  of  the 
gladiators  by  suture  and  simple  dressings. 
The  later  copyists  of  Galen,  however,  dis- 
torted his  true  meaning  and  extolled  the 
value  of  suppuration — "laudable  pus" — in 
wound  healing.  This  abominable  concept  of 
wound  therapy,  which  demanded  that  every 
wound  discharge  pus  before  healing,  became 
so  firmly  entrenched  in  the  middle  ages  that 
it  was  not  completely  dislodged  until  the 
nineteenth  century. 

One  of  the  first  breaches  in  the  solid  front 
of  the  advocates  of  "laudable  pus"  was  made 
by  Theodoric,  Bishop  of  Cervia,  one  of  the 
most  original  surgeons  of  all  time.  In  1266 
he  completed  a  surgical  treatise,  later 
printed  in  the  surgical  anthology  at  Venice 
in  1498  (fig.  1),  in  which  he  advocated  the 
simple,  expectant,  dry  treatment  of  wounds: 
"It  is  not  necessary  as  Roger  and  Roland 
have  written,  and  as  many  of  their  disciples 
teach,  and  as  all  modern  surgeons  profess, 
that  pus  should  be  generated  in  all  wounds. 
No  error  can  be  greater  than  this.  Such  a 
practice  is  indeed  to  hinder  nature,  to  pro- 
long the  disease,  and  to  prevent  the  conglu- 
tination and  consolidation  of  the  wound." 
Theodoric  thus  anticipated  our  modern  asep- 
tic treatment  of  wounds  by  more  than  six 
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Fig.  1.  A  page  from  the  work  of  Theodoric  in 
the  CYRURGIA,  Venice,  1498,  a  surgical 
anthology  containing  the  works  of  Guy  de 
Chauliac,  Brunus,  Theodoric,  Roger,  Roland. 
Lanfranc  and  Bertapaglia.  (Author's  collection) 

centuries.  His  teaching  was  given  little 
credence,  however,  after  Guy  de  Chauliac, 
the  most  eminent  authority  on  surgery  in 
the  fourteenth  and  fifteenth  centuries,  re- 
pudiated his  doctrine  and  again  advocated 
"laudable  pus." 

Paracelsus,  the  physician,  surgeon,  al- 
chemist and  mystic  of  the  early  sixteenth 
century,  was  another  precursor  of  asepsis. 
He  taught  that  nature  and  not  officious 
meddling  heals  wounds.  Although  others, 
including  Villanova  in  the  fourteenth  cen- 
tury and  Fallopius,  Wuertz  and  Duchene  in 
the  sixteenth  century,  recognized  the  dele- 
terious effect  of  air  on  wounds,  no  real  prog- 
ress was  made  toward  a  rational  therapy  of 
wounds  until  some  light  was  thrown  on  the 
cause  of  infections.  One  of  the  early  contrib- 
utors to  this  field  was  the  microscopist, 
Antonj  van  Leeuwenhoek,  the  subject  of  the 
next  sketch. 

J.r.T. 
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NORTH  CAROLINA'S  DRAFT 
REJECTION  FIGURES 

Most  North  Carolina  doctors,  in  common 
with  other  intelligent  citizens  of  the  state, 
will  heartily  endorse  a  resolution  recently 
adopted  by  the  North  Carolina  State  Nutri- 
tion Committee: 

WHEREAS,  an  official  report  has  been  published 
to  the  effect  that  a  larger  percentage  of  men  called 
in  the  Selective  Service  in  North  Carolina  were  dis- 
qualified because  of  physical  conditions  than  in  any 
other  state,  the  percentage  being  given  as  54  of 
each  100  called;  and  WHEREAS,  this  announcement 
has  been  received  with  both  a  deep  concern  and 
some  skepticism; 

Therefore,  the  State  Nutrition  Committee  of 
North  Carolina  composed  of  eighty-three  members, 
representative  of  departments  and  divisions  of  State 
Government  and   other  public  and  many  voluntary 


groups  of  citizens,  in  meeting  assembled,  urge  that 
the  State  Health  Officer  call  upon  the  Selective 
Service  Administration  for  additional  data  rela- 
tive to  this  classification  of  the  State.  This  Reso- 
lution is  inspired  to  some  extent  by  the  feeling  in 
some  quarters  that  analysis  of  all  factors  may  prove 
the  relative  standing  of  the  State  to  be  inaccurate; 
but  it  is  inspired  more  powerfully  by  the  belief  that 
the  facts  are  important  enough  to  call  for  frank 
facing  of  them  with  the  view  to  a  constructive  pro- 
gram  looking  to  their  improvement. 

It  is  the  part  of  intelligent  patriotism  to 
want  to  know  the  actual  facts  behind  the 
apparently  appalling  proportion  of  North 
Carolinians  rejected  for  selective  service.  It 
is  for  the  best  interests  of  the  state  that  the 
true  story  be  told,  regardless  of  state  pride. 
We  trust  that  the  Selective  Service  Adminis- 
tration will  supply  the  additional  data  de- 
sired. Meanwhile,  however,  a  few  facts 
might  be  reviewed. 

First,  before  we  jump  hastily  at  the  con- 
clusion that  all  of  our  younger  generation 
are  physical  weaklings,  let  us  recall  that  the 
football  team  which  was  runner-up  in  the 
Southern  Conference— winning  eight  out  of 
nine  games — was  composed  largely  of  4-F's; 
and  that  a  fair  sprinkling  of  the  players  on 
the  team  which  won  the  championship  and 
also  the  Sugar  Bowl  contest  were  considered 
unfit  for  military  service. 

Second,  the  average  weight  of  the  present 
inductees  is  150.76  pounds  against  141.54 
for  the  soldiers  of  the  first  World  War,  and 
their  height  68.11  inches  against  67.49 
inches.  Even  the  4-F's  are  9  pounds  heavier 
and  a  third  of  an  inch  taller  than  the  in- 
ductees in  the  first  World  War.  The  follow- 
ing statement  from  a  bulletin  of  the  Metro- 
politan Life  Insurance  Company  was  quoted 
in  a  former  editorial"1:  "Actually,  the 
causes  of  most  rejections  for  military  serv- 
ice today  do  not  seriously  impair  the  indi- 
vidual for  ordinary  civilian  occupations,  nor 
do  they  have  markedly  adverse  effects  on 
his  health  and  longevity." 

Third,  the  chief  cause  for  North  Caro- 
lina's high  rejection  rate  is  the  large  pro- 
portion of  Negroes  among  the  draftees.  This 
statement  is  true  of  the  other  Southern 
states  as  well.  For  some  reason  best  known 
to  those  in  the  induction  centers,  most  Ne- 
groes sent  there  were  rejected  on  one  pre- 
text or  another.  On  May  12,  1943,  in  the 
final  session  of  the  House  of  Delegates  of  the 
State  Society1-',  Dr.  Houston  Moore  called 
attention  to  a  newspaper  article  which  stated 
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that  forty-six  out  of  fifty-six  Negroes  sent 
to  Fort  Bragg  for  induction  had  been  re- 
jected. Dr.  Moore  said  that  their  experience 
with  draftees  sent  from  Wilmington  had 
been  similar  to  this. 

Those  Negroes  who  have  seen  service 
abroad  have  given  a  good  account  of  them- 
selves. Drew  Pearson,  in  "Washington 
Merry-Go-Round"  for  January  5,  tells  how 
the  Germans  in  Italy  found  to  their  sorrow 
that  the  Negroes  can  fight,  when  they  se- 
lected the  all-Negro  92nd  Division  as  a  weak 
spot  in  the  American  line. 

Many  spokesmen  for  the  Negro  race — 
both  white  and  colored — have  been  bitter  in 
condemning  the  discrimination  against  Ne- 
groes as  soldiers.  It  may  give  these  spokes- 
men a  certain  grim  satisfaction  to  know  that 
the  youth  of  North  Carolina — and  of  other 
Southern  states  also — have  suffered  as  a  re- 
sult of  this  discrimination  the  humiliation 
of  being  branded  as  the  nation's  weaklings ; 
but  it  does  not  right  the  wrong  done  either 
the  Negroes  or  the  South. 

1.    Those   Draft    Rejection    Figures,    North    Carolina    M.    J.    1: 
389     (Sept.)     1913. 

•l.    Transactions  of  the  Medical  Society  of  the  State  of  North 
Carolina.   North  Carolina   M.  J.    1:306    (Sept.)    1943. 


MR.   OLDHAM— RIGHT   AND   WRONG 

In  the  Winston-Salem  Journal  and  Senti- 
nel for  December  17,  special  correspondent 
Edward  A.  Oldham,  of  New  York,  refers  to 
our  state  hospitals  for  mental  disease,  and 
makes  the  very  pertinent  comment  that,  in 
spite  of  some  advances  which  have  been 
made,  there  is  still  room  for  vast  improve- 
ment in  the  laws  regulating  those  institu- 
tions. Virtually  everyone  who  has  made  any 
study  of  this  question  will  emphatically 
agree. 

Certainly  Mr.  Oldham  is  right  in  protest- 
ing against  the  archaic  system  that  makes 
it  possible  "for  any  citizen  to  be  yanked  off 
to  Morganton  without  due  and  scientific  ex- 
amination by  a  competent  psychiatrist." 
There  are  also  many  other  changes  which 
should  be  made,  however.  For  example,  the 
law  specifies  that  the  State  Hospitals  Board 
of  Control  "is  hereby  authorized  and  given 
full  power  to  employ  a  general  superintend- 
ent of  mental  hygiene  and  prescribe  his 
duties  and  fix  his  salary."  So  far,  so  good : 
but  the  reason  that  the  committee  appointed 
by  the  board  to  select  a  general  superintend- 
ent has  failed  to  fill  the  position  is  to  be 


a  governor  who 
reason 

"monumental  re- 


found  in  the  sentence,  "He  shall  be  em- 
ployed for  a  period  of  two  years  from  and 
after  the  date  of  his  selection,  unless  sooner 
removed  therefrom  by  the  board  for  incom- 
petence or  misconduct."  Even  a  football 
coach  would  hesitate  to  surrender  a  job  in 
which  he  was  doing  well  for  a  short  two- 
year  contract  with  another  institution. 

Another  weak  spot  in  the  present  law  is 
the  provision  that  "The  Governor  shall  have 
the  power  to  remove  any  member  of  the 
board  whenever  in  his  opinion  it  is  to  the 
best  interest  of  the  State  to  remove  such 
person,  and  the  Governor  shall  not  be  re- 
quired to  give  any  reason  for  such  removal." 
It  is  hard  to  believe  that  Governor  Cherry 
would  assume  the  dictatorial  powers  thus 
delegated  to  him;  but  how  do  we  know  that 
men  of  high  ideals  will  always  succeed  him? 
Herein  is  the  danger  of  making  this  board 
a  political  football.  The  type  of  citizen 
needed  for  service  on  this  board  should  not 
have  to  risk  the  insult  of  being  kicked  out 
any  time  at  the  whim  of 
"shall  not  be  required  to  give  any 
for  such  removal." 

Mr.  Oldham  recalls  the 
port"  of  the  committee  headed  by  Dr.  Fred- 
eric M.  Hanes,  which  was  quietly  dropped 
between  the  Ehringhaus  and  the  Hoey  ad- 
ministrations. Mr.  Oldham  is  mistaken  in 
one  statement :  "This  is  the  work  of  experts, 
which  cost  North  Carolina  a  pretty  penny 
and  for  which  John  D.  Rockefeller  of  New 
York  sent  his  check  for  $5,000."  He  was 
right  in  saying  that  this  generous  gift,  "so 
far  as  I  can  learn,  has  never  been  officially 
acknowledged."  He  was  wrong,  however,  in 
thinking  that  the  report  cost  North  Caro- 
lina anything;  in  his  letter  transmitting  the 
report  to  Governor  Ehringhaus,  Dr.  Hanes 
said  clearly,  "The  very  considerable  expense 
involved  in  this  study  has  been  borne  entire- 
ly by  the  Rockefeller  Foundation." 

Perhaps  if  the  survey  had  been  paid  for 
by  the  State  of  North  Carolina,  it  would  have 
been  more  greatly  appreciated,  and  its 
recommendations  would  have  been  carried 
out — or  at  least  considered — by  the  next 
legislature.  Instead,  it  was  pigeon  holed  for 
six  years,  until  a  series  of  melodramatic 
newspaper  stories  aroused  public  opinion 
sufficiently  to  necessitate  another  "investiga- 
tion." It  is  human  nature  to  value  services 
at  their  cost,  and  the  state's  evaluation  of 
the  Hanes  report  was,  very  unfortunately, 
no  exception. 
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THE  DOCTOR-PATIENT 
RELATIONSHIP 

There  has  been  a  growing  tendency  on 
the  part  of  the  advocates  of  political  medi- 
cine to  minimize  the  importance  of  the  rela- 
tionship between  the  individual  doctor  and 
his  patient.  The  excellent  medical  care  given 
our  military  men  has  been  cited  as  proof 
that  medical  care  can  be  both  impersonal  and 
efficient. 

A  powerful  argument  for  the  doctor-pa- 
tient relationship  was  given  by  Col.  Howard 
A.  Rusk,  who  is  Chief  of  the  Convalescent 
Training  Division,  Office  of  the  Air  Surgeon, 
Army  Air  Forces,  in  his  address1"  before  the 
Second  General  Public  Session  of  the  South- 
ern Medical  Association.  In  outlining  the 
plan  of  treatment  used  in  his  division, 
Colonel  Rusk  said  that  they  had  found  the 
individual  doctor-patient  relationship  of  the 
utmost  importance  in  maintaining  the  mo- 
rale of  their  patients.  Each  patient  in  the 
convalescent  hospital  is  assigned  to  one  doc- 
tor, whom  he  termed  that  man's  "family  doc- 
tor." This  doctor  has  the  privilege  of  re- 
questing any  consultations  or  laboratory 
procedures  deemed  necessary,  but  all  reports 
are  sent  back  to  him,  and  the  patient  looks 
to  him — his  "family  doctor" — for  advice. 
Colonel  Rusk  said  that  it  had  been  found 
that  this  plan  was  universally  satisfactory 
to  the  patients. 

Let  us  hope  that  all  advocates  of  federally- 
controlled  medical  practice  may  hear  of  this 
experience. 

"New  Horizons  in  Medicine.11 


SISTER  KENNY:  AN  AUSTRALIAN 
APPRAISAL 

It  is  always  interesting  to  know  how  a 
celebrity  is  regarded  in  his — or  her — native 
land.  A  recent  issue  of  the  Medical  Journal 
of  Australia™  has  an  editorial  comment  on 
the  report  of  the  committee  of  American 
orthopedic  surgeons  appointed  to  evaluate 
the  so-called  Kenny  method  of  treating  in- 
fantile paralysis'-1.  It  may  be  recalled  that 
the  report  of  this  committee  was  not  exactly 
flattering,  and  that  it  was  bitterly  assailed 
by  a  lay  fountain  head  of  medical  wisdom 
in  the  Reader's  Digest  for  October131. 

The  Medical  Journal  of  Australia  quoted 
with  evident  approval  the  report  of  the 
American    committee,    which    substantiated 


the  conclusions  set  forth  in  a  number  of  re- 
ports that  the  Australian  journal  had  car- 
ried at  various  times  between  May,  1937, 
and  February,  1939.  Like  the  American 
group,  the  British  observers  found  a  good 
deal  of  value  in  Sister  Kenny's  method,  but 
could  not  accept  all  her  statements,  such  as 
the  very  optimistic  claim  that  splints  and 
respirators  are  never  needed. 

The  Australian  writers,  like  the  Ameri- 
cans, gave  full  credit  to  Sister  Kenny  for 
having  stimulated  the  medical  profession  to 
investigate  carefully  the  problem  of  polio- 
myelitis. However,  the  carelessness  with 
which  Sister  Kenny  has  often  handled  the 
truth  has  irked  her  fellow  countrymen  as 
much  as  it  has  her  American  critics. 

1.  The   Kennv   Treatment:   A   Report   from   America,    M.    J. 

Australia   2::,l(i-7    (Nov.   Ill    1814. 

2.  Evaluation  of  the  Kenny  Treatment  of  Infantile  Tandy 
sis.  Report  of  Committee  for  Investigation  of  the  Kenny 
Treatment  of  Poliomyelitis.  J.  A.  M.  A.  125:406-9  (June 
17)    1944. 

3.  Miller,  Lois  Mattox:  Sister  Kenny  vs.  the  Medical  Old 
Guard.  The  Reader's'  Digest  45:10:65-71    (Oct.)   1914. 


A  LAY  VIEW  OF  MEDICAL  PROGRESS 

The  leading  editorial  in  the  December 
number  of  Victor  News,  published  by  the 
General  Electric  X-Ray  Corporation,  gives 
the  medical  profession  such  a  pat  on  the 
back  that  it  is  reproduced  here  for  the  bene- 
fit of  those  who  may  not  have  already  seen 
it. 

In  these  clays  when  there  is  so  much  discussion 
about  the  regimentation  of  medicine,  we  can't  help 
but  think  about  a  few  things  which  the  medical  pro- 
fession has  accomplished  without  bureaucratic  con- 
trol. 

As  one  writer  put  it,  medicine  "has  progressed, 
developed,  flourished  under  nearly  every  kind  of 
government  which  has  had  the  common  sense  to  let 
it  alone.  It  has  developed  great  leaders,  good  hos- 
pitals, it  has  conquered  many  of  the  world's  great- 
est scourges.  As  a  nation  we  are  living  longer, 
living  healthier  lives  than  almost  any  comparable 
group  of  people." 

Despite  the  fact  that  50,000  physicians  are  in 
the  armed  forces,  the  country's  death  rate  is  the 
lowest  in  history. 

And  never  has  a  war  been  fought  with  less  sick- 
ness and  with  less  trauma  of  shot  and  shell  than 
in  World  War  II — thanks  to  the  Army  and  Navy 
Medical  Corps.  Ninety-seven  per  cent  of  the  injured 
in  battle  recover. 

Anyone  who  would  talk  in  favor  of  the  Wagner- 
Murray-Dingell  bill  or  any  other  form  of  regimented 
medicine  should  bear  these  facts  in  mind  with  the 
added  thought  that  these  medical  accomplishments, 
especially  on  the  home  front,  were  made  in  spite  of 
the  lagging  behind  of  adequate  housing,  proper 
sanitation,  good  nutrition,  favorable  working  con- 
ditions, all  of  which  when  neglected  tend  to  pro- 
mote illness  and  to  impair  the  health  of  the  poverty 
stricken. 
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CLINICO-PATHOLOGICAL 
CONFERENCE 

Duke  University  School  of  Medicine 

Dr.  E.  E.  Menefee,  Jr.:  A  58  year  old 
white,  married,  childless  woman  was  ad- 
mitted to  the  Surgical  Service  of  Duke  Hos- 
pital on  March  10,  1943.  Eight  months  be- 
fore she  had  noticed  a  nodule  in  the  right 
breast  which  had  grown  rapidly  but  had  not 
caused  any  pain.  She  had  lost  20  pounds 
during  the  preceding  year. 

Seventeen  years  ago  she  had  painful  swell- 
ing of  both  breasts  which  disappeared  spon- 
taneously. Twelve  years  ago  she  had  no- 
ticed a  small  nodule  in  the  outer  upper  quad- 
rant of  her  right  breast  which  lasted  eight- 
een months  and  then  disappeared  without 
any  therapy. 

Physical  examination  showed  a  large, 
firm,  nodular  mass  in  the  right  breast  lateral 
to  the  nipple.  It  measured  8  cm.  across  and 
was  adherent  to  the  skin.  In  the  axilla  a 
few  hard  nodes  were  present.  The  rest  of 
the  findings  were  within  normal  limits.  The 
hemoglobin  was  14  Gm.,  and  there  were 
4,950,000  red  blood  cells,  and  7,200  white 
blood  cells.  The  differential  count  and  smear 
were  normal.  X-rays  of  the  chest  were  nor- 
mal. 

The  clinical  diagnosis  of  carcinoma  of  the 
breast  was  made,  and  on  March  11,  1943,  a 
radical  mastectomy  was  done.  The  pathol- 
ogist reported  the  tumor  as  being  an  undif- 
ferentiated carcinoma.  The  postoperative 
course  was  uneventful  and  the  patient  was 
discharged  on  March  30,  1943,  after  being 
given  a  course  of  deep  x-ray  therapy  total- 
ing 4800  roentgen  units. 

She  was  seen  in  the  Surgical  Outpatient 
Clinic  at  frequent  intervals  during  1943, 
and  her  condition  seemed  quite  satisfactory. 
X-rays  of  the  chest  made  in  August  and 
again  in  December  were  reported  as  normal. 
There  was  no  evidence  of  any  recurrence  of 
the  cancer. 

She  did  not  return  in  1944  until  late  in 
March,  when  she  came  to  the  Outpatient 
Clinic  stating  that  she  had  had  "flu"  in  the 
latter  part  of  February,  which  had  left  her 
with  a  hacking  cough  and  general  malaise. 
She  had  lost  10  more  pounds.  She  appeared 
quite  sick  and  was  admitted  on  Medical 
Service. 


Physical  examination  on  this  admission 
revealed  an  emaciated  woman  who  was  ob- 
viously acutely  ill.  The  skin  and  mucous 
membranes  were  quite  pale,  and  scattered 
over  the  entire  body  were  numerous  pur- 
puric spots.  There  were  hemorrhagic  areas 
over  the  posterior  nasopharynx  and  in  the 
tonsillar  fossae.  The  pupils  were  round, 
regular,  and  equal.  They  reacted  well  to 
light  and  on  accommodation.  The  ears,  nose, 
and  throat  were  normal  except  for  the 
hemorrhagic  areas.  The  tongue  was  normal. 
The  teeth  were  carious  and  the  gums  re- 
tracted. The  neck  was  normal  and  the  lungs 
were  clear.  The  right  breast  was  absent  and 
beneath  the  incision  was  a  firm,  non-tender 
mass  2  cm.  in  diameter,  not  attached  to  the 
skin.  Two  firm  nodes  were  palpable  in  the 
right  axilla.  The  heart  was  normal  in  size; 
the  rate  was  rapid,  the  rhythm  regular;  no 
murmurs  were  heard.  The  abdomen  was 
normal,  and  the  liver,  spleen,  and  kidneys 
could  not  be  felt. 

The  accessory  clinical  findings  were  as 
follows :  Blood  Kahn  and  Kline  tests  were 
negative.  The  hemoglobin  was  8.9  Gm.  and 
there  were  2,300,000  red  blood  cells,  8,150 
white  blood  cells,  and  250,000  platelets. 
Smears  of  the  peripheral  blood  showed  74 
per  cent  undifferentiated  abnormal  cells, 
7  per  cent  segmented  polymorphonuclears, 
1  per  cent  juvenile  forms,  2  per  cent  myelo- 
cytes, 7  per  cent  small  lymphocytes.  3  per 
cent  large  lymphocytes,  6  per  cent  mono- 
cytes. Bone  marrow  studies  showed  a  white 
cell  count  of  24,000 ;  the  bone  marrow  was 
largely  replaced  by  abnormal  cells  which 
could  not  be  classified.  The  urine  was  nor- 
mal.   X-rays  of  the  chest  were  normal. 

The  patient  died  thirty  hours  after  this 
admission,  despite  transfusions  and  sup- 
portive therapy.  Her  temperature  ranged 
from  39.3  to  40.9  C,  her  pulse  between  120 
and  160,  respiration  from  24  to  30. 

Discussion 

Dr.  E.  E.  Menefee,  Jr.:  It  seems  to  me 
that  we  have  here  a  case  which  presents 
three  separate  diagnostic  possibilities.  We 
know  that  the  patient  had  a  carcinoma  of 
the  breast  which  was  removed  approximate- 
ly one  year  ago.  With  this  history  and  with 
the  nodule  which  recurred  in  the  breast,  the 
first  thing  to  think  of  is  recurrent  carci- 
noma with  metastases.  It  is  well  known  that 
cancer  does  frequently  metastasize  to  bones, 
resulting  at  times  in  pathological  fractures, 
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and  at  other  times  markedly  depressing  the 
bone  marrow.  I  have  never  seen  a  case  in 
which  the  bone  marrow  was  completely  re- 
placed by  the  carcinoma,  and  I  doubt  if  this 
occurs.  In  this  case  the  normal  bone  mar- 
row was  almost  entirely  replaced  by  some 
abnormal  tissue,  and  cells  from  this  tissue 
were  present  in  large  numbers  in  the  cir- 
culating blood;  hence,  I  do  not  believe  cancer 
can  explain  the  whole  picture. 

Second,  we  could  assume  that  this  patient 
never  had  carcinoma  but  that  she  had  a 
lymphoma,  perhaps  a  lymphosarcoma,  which 
involved  the  breast  and  later  became  quite 
widespread.  Against  this  assumption  are 
the  facts  that  the  surgeons  were  sure  she 
had  a  cancer  of  the  breast,  that  the  pathol- 
ogists agreed,  and  that  the  patient  responded 
at  first  to  surgery.  The  evidence  for  carci- 
noma is  too  strong  to  be  ignored. 

Finally,  we  have  to  think  of  the  possibility 
of  the  presence  of  two  separate  diseases.  To 
make  a  diagnosis  of  two  major  diseases  at 
one  time  is  always  hazardous,  but  such 
things  do  occur.  I  cannot  explain  all  of  the 
findings  on  the  basis  of  any  one  disease. 
Clinically,  she  had  the  classical  signs  and 
symptoms  of  an  acute  primary  blood  dys- 
crasia,  plus  the  signs  of  a  recurrent  carci- 
noma of  the  breast.  She  ran  a  high  fever, 
had  purpuric  spots  over  the  entire  body, 
hemorrhages  into  the  mucous  membranes, 
and  abnormal  cells  in  the  circulating  blood 
and  bone  marrow.  With  the  information  at 
hand,  I  cannot  diagnose  the  exact  blood  dys- 
crasia,  but  it  would  fit  clinically  with  an 
acute  aleukemic  leukemia.  I  think  this  was 
the  immediate  cause  of  death. 

Dr.  Menefee's  Diagnoses 

1.  Aleukemic  leukemia,  not  differentiated. 

2.  Recurrent    carcinoma    of    the    breast 
with  metastasis  to  the  axilla. 

Dr.  0.  C.  Hansen-Pruss  :  I  saw  the  bone 
marrow  and  blood  smears  from  this  patient, 
and,  although  I  cannot  definitely  classify  the 
abnormal  cells,  I  am  sure  that  they  belonged 
to  the  myeloid  series.  In  my  opinion,  she 
had  aleukemic  myeloid  leukemia. 

Pathological  Discussion 

Dr.  George  Margolis:  The  only  tumor 
found  at  autopsy  was  a  3  cm.  nodule  of  re- 
current carcinoma  in  the  line  of  operative 
incision. 

The  profound  disturbance  of  the  hemato- 


poietic system  was  an  acute  myeloid  leu- 
kemia. Characteristic  infiltrations  were  pres- 
ent in  the  bone  marrow  and  viscera.  Hemor- 
rhages were  present  in  the  internal  organs 
as  well  as  in  the  skin. 

The  immediate  cause  of  death  was  a  bac- 
terial tracheobronchitis  and  hemorrhagic 
lobular  pneumonia,  a  frequent  complicating 
process  in  leukemia. 

Anatomical  Diagnoses 

Acute  myeloid  leukemia 
Ulcerative  tracheobronchitis 
Hemorrhagic  lobular  pneumonia 
Carcinoma  of  the  breast,  with  postopera- 
tive recurrence  in  the  line  of  incision. 


PSYCHOSOMATIC  CONFERENCE 

Duke  University  School  of  Medicine 

Medical tHistory  and  Findings 

Dr.  H.  King:  A  22  year  old  white,  mar- 
ried female  was  brought  to  Duke  Hospital 
because  of  convulsions.  Her  first  convulsion 
occurred  six  years  ago  at  the  time  of  her 
only  pregnancy.  She  has  one  son,  aged  6,  liv- 
ing and  well.  For  the  past  six  years  the  pa- 
tient has  had  many  nervous  spells.  During 
these  spells,  which  appear  to  occur  frequent- 
ly, she  complains  of  choking,  difficulty  in 
swallowing,  extreme  nervousness,  and  pre- 
cordial pain.  Following  them  she  usually 
falls  into  a  sound  sleep.  Her  husband  has 
described  still  another  type  of  spell  which 
she  has  experienced  during  the  past  six 
years,  in  which  she  stares  into  space  and  is 
unresponsive  for  a  few  seconds. 

For  several  months  the  patient  has  com- 
plained of  severe  frontal  headaches.  Her 
vision  has  gradually  grown  poorer  during 
the  past  several  years.  Six  months  ago,  be- 
cause of  lower  abdominal  pain,  she  had  a 
uterine  suspension. 

Her  second  convulsion  occurred  three 
weeks  ago.  According  to  her  husband's  state- 
ment, she  sat  up  in  bed,  stared  into  space, 
turned  her  head  to  the  right  side,  began  to 
breathe  heavily,  and  then  had  a  convulsion. 
After  this  she  fell  into  a  sound  sleep,  and 
when  she  awoke  she  had  no  recollection  of 
what  had  happened.  Since  then  she  has  had 
several  convulsions.  These  all  occurred  at 
home  and  were  not  accompanied  by  an  aura. 

Five  days  before  admission  here  she  was 
taken  to  her  local  hospital,  where  she  was 


44 


NORTH   CAROLINA    MEDICAL  JOURNAL 


January,  1945 


given  medication  (probably  dilantin).  While 
taking  the  medicine  she  had  no  attacks.  The 
night  before  her  admission  here,  while  at 
home,  she  suffered  five  convulsions. 

On  admission  she  was  found  to  be  a  well 
developed  and  well  nourished  white  female 
who  was  drowsy  and  slowly  mumbled  an- 
swers to  questions.  She  had  been  given 
heavy  sedation  during  the  day  preceding  her 
admission.  Her  temperature  was  37.4  C, 
pulse  80,  respiration  20,  blood  pressure  120 
systolic,  80  diastolic.  The  physical  examina- 
tion was  within  normal  limits.  Neurological 
examination  revealed  only  a  rapid,  sustained 
nystagmus  upon  both  lateral  and  upward 
gaze.  Reflexes  were  physiological,  but  the 
sensory  examination  was  not  considered 
valid  because  of  the  patient's  state  of  drowsi- 
ness. 

Accessory  clinical  findings  were  as  fol- 
lows: Hemoglobin  12.8  Gm.  or  83  per  cent, 
red  blood  cells  3,910,000,  white  blood  cells 
6.240,  with  a  normal  differential;  platelets 
350,000;  sedimentation  rate  8  mm.  in  an 
hour,  corrected;  blood  nonprotein  nitrogen 
30  mg.  per  100  cc. ;  blood  bromides  36  mg. 
per  100  cc.  A  stool  specimen  was  normal. 
Blood  Kline  and  Mazzini  tests  were  negative. 
Spinal  fluid  examination  revealed  normal 
dynamics;  the  total  proteins  were  41  mg. 
per  100  cc. ;  the  Wassermann  reaction  and 
colloidal  mastic  test  were  negative.  X-ray 
examination  of  the  skull,  lungs,  and  heart 
failed  to  reveal  any  significant  abnormal- 
ities. An  electroencephalogram  was  inter- 
preted as  follows:  "The  records  contain  a 
number  of  irregularities  but  no  definite  dys- 
rhythmia. Over-ventilation  has  not  much 
effect  upon  the  pattern."  A  second  electro- 
encephalogram done  after  the  injection  of 
pitressin  showed  "a  definite  generalized 
cerebral  dysrhythmia  during  the  resting 
state.  Over-ventilation  produces  bursts  and 
runs  of  large  slow  waves  that  persist  for  a 
considerable  time  after  the  end  of  the  pro- 
cedure." 

During  the  physical  examination  the  pa- 
tient was  asked  to  over-breathe  and  was 
told  that  this  would  bring  on  one  of  her  at- 
tacks. Although  she  was  under  heavy  seda- 
tion she  threw  up  her  hands  and  arms, 
turned  on  her  right  side,  and  continued  to 
over-ventilate  for  two  or  three  minutes.  She 
was  then  told  she  would  awaken,  and  she  did 
so.  After  this  she  fell  into  a  rather  pro- 
found sleep.  She  has  had  no  other  attacks 
(luring  her  present  hospitalization. 


Psychiatric  History  and  Findings 

Dr.  Samuel  Kilgore:  Most  of  the  psy- 
chiatric information  was  obtained  in  several 
interviews  with  the  patient  and  in  an  addi- 
tional interview  with  her  husband.  A  sodi- 
um amytal  interview  was  also  carried  out. 

The  patient's  mother  and  father  were 
strict  with  her.  The  mother  has  been  nerv- 
ous for  the  past  ten  or  eleven  years,  and 
during  that  time  she  has  been  unable  to  do 
any  work.  In  the  past  year  she  has  had  two 
or  three  heart  attacks,  the  last  of  which  the 
family  thought  would  be  fatal.  The  patient 
said  that  she  did  not  worry  too  much  about 
this,  although  her  husband  has  noticed  that 
it  has  had  an  effect  upon  her.  The  father 
was  more  strict  than  the  mother.  This  girl, 
the  oldest  of  five  children,  had  to  do  all  the 
heavy  work  in  the  family.  Her  father  even 
left  some  of  the  ploughing  to  her.  She  also 
had  to  hang  tobacco,  and  she  injured  her 
back  doing  this  heavy  work.  There  were 
four  other  children  in  the  family,  none  of 
whom  are  nervous  and  none  of  whom  have 
had  seizures. 

The  patient  was  in  the  eighth  grade,  at 
the  age  of  14,  when  she  had  to  discontinue 
her  education  because  of  her  mother's  poor 
health. 

The  parents  did  not  punish  the  children 
a  great  deal,  but  usually  talked  to  them  in- 
stead. The  patient  resented  this,  but  did  not 
say  much.  When  boys  became  interested  in 
her,  her  parents  were  very  strict.  She  could 
not  go  out  with  them,  but  had  to  see  them 
at  home.  She  finally  ran  off  to  be  married. 
The  patient  said  that  she  would  not  be  mar- 
ried yet  if  her  husband  had  had  to  ask  per- 
mission of  her  father,  for  he  was  just  as 
afraid  of  him  as  she  was.  She  states  frankly 
that  she  married  mainly  to  get  away  from 
home  and  the  work  situation.  After  she  was 
married  she  had  an  easier  time  than  ever 
before. 

Her  husband  claims  the  patient  has  been 
nervous  ever  since  he  has  known  her.  Fol- 
lowing their  marriage,  they  lived  on  a  farm 
not  far  from  her  home.  The  patient  soon 
became  pregnant  although  neither  she  nor 
her  husband  wanted  a  child  at  that  time. 
She  had  a  difficult  pregnancy.  During  the 
second  month  there  was  an  onset  of  "little 
spells."  The  husband  noticed  that  the  first 
one  followed  her  getting  angry  with  him. 
At  that  time  she  did  not  respond  for  a  short 
period.    Then  she  complained  of  palpitation, 
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but  said  no  more  about  the  incident  and 
seemed  just  a  little  worried.  She  claims  she 
did  not  remember  anything  about  it.  From 
that  time  on,  she  frequently  had  these  epi- 
sodes. 

Several  days  before  the  baby  was  born 
she  became  very  restless,  and  two  days  later 
she  had  the  first  convulsion.  Following  this 
she  was  given  medication,  and  does  not  re- 
member anything  until  after  the  baby  was 
born. 

Since  then  her  health  has  not  been  as  good 
as  formerly.  She  has  not  been  able  to  do  as 
much  work,  and  has  been  bothered  by  noises. 
She  has  a  "little  spell"  at  least  once  a  month, 
and  she  associates  these  with  her  periods. 
Since  her  pregnancy,  she  has  never  enjoyed 
sexual  relations,  being  afraid  she  will  be- 
come pregnant.  Her  baby  sometimes  gets  on 
her  nerves,  but  there  is  elicited  no  direct 
feeling  against  the  child. 

When  the  baby  was  3  years  old,  she  began 
to  suffer  dyspareunia  and  pain  in  the  lower 
abdomen.  She  was  told  by  her  physician  that 
her  "womb  was  misplaced,"  and  that  she 
required  surgery  and  should  be  sterilized. 
She  was  extremely  eager  for  sterilization 
and  agreed  to  surgery.  After  the  operation 
the  doctor  told  her  that  he  had  not  tied  her 
tubes,  for  he  did  not  want  to  take  the  chance 
of  ruining  her  life.  She  has  had  some  feel- 
ing against  the  doctor  for  failing  to  do  this. 
Her  dyspareunia  disappeared,  but  she  still 
has  pain  in  her  lower  abdomen.  Both  she 
and  her  husband  feel  that  she  has  been 
worse  since  the  operation. 

She  had  her  first  convulsion  of  the  recent 
series  four  weeks  ago.  She  had  been  in  bed, 
but  when  her  husband  came  home  from  work 
at  11 :30  p.m.,  she  got  up  until  he  was  ready 
to  go  to  bed  at  1 :30  a.m.,  and  then  had  some 
difficulty  in  going  to  sleep.  She  had  her  first 
convulsion  that  night  and  had  at  least  six 
"little  spells"  between  then  and  morning. 
She  would  sit  up  in  bed,  rubbing  her  arms, 
and  then  would  lie  back  down  again.  Fol- 
lowing these  attacks  she  was  hungry  and  ate 
ravenously,  although  she  remembered  noth- 
ing about  this  when  she  awoke  four  hours 
later. 

The  sodium  amytal  intei-view  was  essen- 
tially noncontributory.  She  told  almost  ex- 
actly the  same  story. 

She  has  an  intelligence  quotient  of  70. 

Discussion 

Dr.  Alexandra  Adler  :  From  the  descrip- 


tion of  the  seizures  and  from  the  general 
clinical  picture,  I  think  that  the  patient  has 
epilepsy.  Sometimes,  however,  it  is  not  easy 
to  differentiate  between  neurological  and 
hysterical  spells.  If  the  pupils  do  not  react 
during  the  spell  and  if  the  patient  has  a 
positive  Babinski  sign,  we  can  say  that  it 
was  an  epileptic  fit ;  however,  it  is  rare  to 
see  a  patient  during  one  of  the  spells.  We 
cannot  rely  entirely  upon  the  psychiatric 
history  to  make  this  differentiation,  for  we 
can  usually  find  psychogenic  factors  in  the 
histories  of  individuals  with  proven  epileptic 
seizures.  Hysterical  fits  can  be  avoided  by 
protecting  the  patient  from  the  cause  of  ex- 
citement. It  has  been  pointed  out,  however, 
that  the  number  of  epileptic  spells  decreases 
if  the  patient  can  be  kept  occupied,  and 
therefore  epileptics  are  advised  to  work. 
There  are  innumerable  difficulties  in  mak- 
ing the  differential  diagnosis,  and  one  has 
to  consider  all  the  factors  involved  in  the 
questionable  cases  in  arriving  at  a  tentative 
impression. 

Dr.  Samuel  Kilgore:  I  think  of  this  pa- 
tient as  one  who  has  a  latent  epileptic  dis- 
order which  might  have  remained  dormant 
had  it  not  been  for  unusual  external  condi- 
tions. She  has  had  a  heavy  emotional  load, 
although  it  is  difficult  to  evaluate  completely 
the  increase  in  tension  and  anxiety  associ- 
ated with  the  fear  of  pregnancy,  for  she  has 
taught  herself  to  mask  her  feelings.  Never- 
theless, the  pregnancy  factor  appears  to  be 
an  important  one. 

Dr.  R.  Burke  Suitt:  If  the  accessory  clin- 
ical findings  and  the  form  of  the  illness  are 
disregarded,  we  have  a  setting,  in  combina- 
tion with  a  group  of  personal  experiences, 
from  which  a  functional  or  psychogenic  ill- 
ness might  easily  materialize.  In  such  a  life 
situation  an  unconsciously  determined  ill- 
ness might  serve  the  needs  of  an  individual 
unable  to  handle  painful  emotional  experi- 
ence more  directly. 

Viewed  in  completeness,  however,  from 
the  psychiatric  standpoint  the  case  fits  poor- 
ly into  any  part  of  the  nomenclature  allotted 
to  psychogenic  convulsions.  The  appearance 
of  structurally-determined  attack  disorders 
in  periods  of  personal  tension  and  environ- 
mental stress  has  been  noted  by  numerous 
observers. 

From  the  somatic  standpoint,  it  appears 
to  me  that  this  patient's  illness  does  not 
come  under  the  category  of  "idiopathic  epi- 
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lepsy."  There  is  a  much  smaller  group  of  pa- 
tients who  have  epileptiform  attacks  when- 
ever one  or  another  defect  in  homeostasis 
materializes :  the  present  case  seems  to  fall 
into  this  group.  In  this  connection,  I  wonder 
what  the  glucose  tolerance  curve  would  show 
if  the  fast  were  continued  through  the 
fourth  hour.  Also,  the  carotid  sinus  might 
be  investigated  under  varied  physiological 
conditions  to  discover  what,  if  any,  role  it 
has  in  releasing  the  seizure  mechanism  in 
this  individual.  The  nictitation  test,  in  which 
the  patient  is  required  to  blink  the  eyelids 
under  controlled  conditions,  with  the  ob- 
jective of  producing  a  seizure  under  condi- 
tions which  might  be  thought  of  as  a  type  of 
tension,  might  be  applied.  There  is  a  slight 
possibility  that  the  blood  pressure  values 
with  postural  changes  and  the  cold  pressor 
test  might  contribute  significant  data. 

Be  these  things  as  they  may,  it  is  all  too 
frequently  that  such  a  patient  as  this,  with 
atypical  convulsions  and  a  history  of  rele- 
vant defects  in  homeostatic  function,  is 
brought  to  the  attention  of  the  neurosurgeon 
late  rather  than  early  in  the  process.  The 
defects  in  homeostatic  functions  which  per- 
mit the  seizures  to  occur  also  suggest  in- 
volvement of  the  diencephalic  region.  A 
neurosurgical  opinion  as  to  the  value  of  air 
injection  in  this  case  might  be  of  consider- 
able interest. 

Dr.  Charles  K.  Donegan:  This  is  an  in- 
teresting problem  to  us  medically.  We  see 
this  type  of  patient,  with  hysterical  or  epi- 
leptic attacks,  often.  Can  you  bring  on  an 
epileptic  attack  by  over-breathing  and  sug- 
gestion? I  would  like  to  know  what  diag- 
nosis would  have  been  made  if  you  had  not 
had  the  results  of  the  water  pitressin  test. 
What  is  the  etiology  of  the  spells? 

Dr.  Maurice  H.  Greenhill:  I  might 
paraphrase  Dr.  Donegan's  questions  as  fol- 
lows :  How  would  one  by  the  usual  clinical 
methods  arrive  at  a  diagnosis  and  under- 
standing of  this  case?  Ordinarily  it  is  easy 
to  diagnose  a  convulsive  state,  but  occasion- 
ally, when  psychoneurotic  factors  in  a  case 
appear  to  be  obvious,  many  clinicians  feel 
compelled  to  make  an  either-or  diagnosis. 
To  them  it  becomes  a  matter  of  the  patient's 
having  either  epilepsy  or  a  psychoneurosis, 
when  actually  the  patient  often  has  both 
conditions.  If  the  physician  adheres  to  four 
rules  in  such  instances,  diagnostic  thinking 
becomes  clarified.  These  rules  are :  ( 1 ) 
"Hvsterical  convulsions"  are  very  rare.  They 


do  occur,  but  nine  out  of  ten  patients  who 
have  seizures  which  are  termed  "hysterical" 
turn  out  to  be  individuals  with  cerebral  dys- 
rhythmia. (2)  Certainty  in  the  diagnosis  of 
convulsive  states  rests  upon  the  characteris- 
tics of  the  seizures  and  the  findings  in  the 
neurological  examination.  The  electroen- 
cephalogram is  simply  a  corroboration  of 
this.  A  bizarre  seizure  does  not  mean  hys- 
teria, for  the  psychomotor  epileptic  attack 
may  follow  almost  any  bizarre  pattern.  (3) 
A  patient  may  have  both  hysteria  and  epi- 
lepsy at  the  same  time  (hystero-epilepsy) . 
(4)  The  diagnosis  of  a  psychiatric  condition 
in  the  presence  of  seizures  of  any  type 
should  not  be  made  on  the  basis  of  exclusion. 
A  psychiatric  condition  is  present  only  when 
the  signs  and  symptoms  of  that  condition 
are  present. 

In  evaluating  the  case  which  was  pre- 
sented today  one  can  apply  these  four  rules. 
The  patient  has  to  be  considered  from  the 
psychosomatic  point  of  view,  which  means 
that  she  has  to  be  looked  upon  as  a  total  unit 
influenced  not  by  one  factor,  but  by  many, 
including  the  hereditary,  environmental, 
medical,  sociological,  and  psychological.  The 
etiology  of  her  condition  is  not  a  single  one 
but  is  related  to  multiple  causes. 

It  is  a  fact  that  "hysterical  seizures"  are 
rare,  and  therefore  the  burden  of  proof  is 
upon  us.  From  the  neurological  aspects  of 
the  case  it  is  my  opinion  that  anyone  who 
has  witnessed  almost  every  variety  of  con- 
vulsive seizure  would  state  almost  without 
hesitation  that  this  patient  falls  within  the 
group  of  patients  with  cerebral  dysrhythmia. 
Her  attacks  conform  with  grand  mal,  petit 
mal,  and  psychomotor  patterns.  She  either 
loses  consciousness  or  has  a  reduction  in  con- 
sciousness. She  has  never  been  aware  of  her 
petit  mal  seizures,  which  is  not  infrequently 
characteristic.  Her  spells  are  followed  by 
sleep.  It  is  true  that  an  ordinary  electroen- 
cephalogram showed  little  evidence  of  cere- 
bral dysrhythmia,  but  it  is  true  also  that  pa- 
tients with  epilepsy  sometimes  have  normal 
brain  wave  tracings  on  occasion.  The  water 
pitressin  test,  it  is  known,  produces  seizures 
in  85  per  cent  of  individuals  with  subclinical 
epilepsy.  Although  there  are  no  figures  on 
the  percentage  of  such  patients  who  develop 
abnormal  brain  wave  tracings  as  well,  it  is 
thought  to  be  high.  The  fact  that  this  pa- 
tient, without  question,  had  a  cerebral  dys- 
rhythmia following  a  water  pitressin  test 
puts  her  into  the  category  of  an  epileptic. 
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The  fact  that  the  patient  has  epilepsy  does 
not  make  her  immune  to  a  psychoneurosis. 
She  has  a  history  of  anxiety  attacks  and  of 
spells  of  hyperventilation.  Sometimes  epi- 
leptics may  have  spells  which  appear  to  be 
anxiety  attacks  but  which  actually  may  be 
abortive  seizures  or  sensations  which  con- 
stitute an  aura.  Yet,  on  the  other  hand,  in 
some  instances  they  may  have  both  an  anx- 
iety neurosis  and  epilepsy.  Furthermore,  an 
individual  with  an  anxiety  neurosis  may 
hyperventilate  in  an  anxiety  attack,  and  if 
he  has  subclinical  epilepsy  the  hyperventila- 
tion may  precipitate  a  seizure.  I  am  of  the 
opinion  that  such  is  the  case  in  the  patient 
we  have  seen  today. 

It  follows  that  the  psychological  factors 
which  influence  the  anxiety  neurosis,  and  in 
turn  the  hyperventilation,  must  be  of  impor- 
tance. They  are  at  least  present.  There  has 
been  strong  resistance  to  her  parents 
throughout  her  life.  She  has  learned  to  con- 
trol strong  feelings  which  have  been  built 
up  within  her  because  of  this  resistance,  and 
such  suppression  has  produced  tension.  Her 
parents'  attitude  might  very  well  have  some- 
thing to  do  with  the  formation  of  anxiety 
within  her.  Psychological  problems  are  al- 
most entirely  responsible  for  her  rejection  of 
the  idea  of  having  children.  She  had  a  child, 
as  it  were,  under  protest.  Since  then  there 
has  been  a  conscious  fear  of  pregnancy  and 
the  occurrence  of  pelvic  symptoms  and  sex- 
ual difficulties  related  to  this.  In  general  all 
of  these  psychological  factors  are  little  dif- 
ferent from  those  which  produce  symptoms 
of  anxiety  and  tension  in  some  women.  In  a 
woman  who  has  the  tendency  toward  con- 
vulsive seizures  these  may  be  enough  to  dis- 
turb her  homeostasis  and  to  lower  the 
threshold  for  the  seizure.  On  the  other  hand, 
the  criteria  for  the  diagnosis  of  hysteria  are 
wanting. 

If  we  were  to  take  the  average  epileptic 
and  study  him  as  intensively  as  we  did  this 
patient,  we  would  find  comparable  factors 
at  work.  Every  epileptic  is  pushed  into  a 
seizure  by  disturbances  of  homeostasis.  The 
factor  which  disturbs  the  balance  may  be 
neurological,  medical,  metabolic,  or  psycho- 
logical. Every  epileptic  has  had  the  experi- 
ence of  being  thrown  into  a  seizure  by  psy- 
chological factors.  In  this  patient  the  psy- 
chological factors  seem  particularly  impor- 
tant, although  we  see  that  hyperventilation, 
water   and   pitressin,    and   even   pregnancy 


also  have  an  influence.  Here  is  the  problem 
of  multiple  causation  in  the  etiology  of  a 
medical  disorder,  and  that  is  psychosomatic 
medicine. 


MEDICOLEGAL  ABSTRACT 


J.  F.  Owen,  M.D.,  LL.B. 
Raleigh 

Evidence:  Entrapment  methods  are 
held  proper  by  the  courts  to  secure 
inculpating  testimony  if  the  person 
committing  the  crime  uses  his  own 
volition  and  is  not  influenced  by  out- 
side control. 

Deceptive  methods  for  obtaining  inculpat- 
ing testimony  have  been  used  for  a  great 
number  of  years,  especially  in  securing  evi- 
dence for  use  against  violators  of  national 
and  state  drug  laws.  The  fundamental  rule 
regarding  this  matter  should  therefore  be 
of  interest  to  the  medical  profession.  The 
case  selected  to  illustrate  this  rule  is  that 
of  a  physician  who  was  indicted  and  tried  on 
a  charge  of  the  unlawful  sale  and  distribu- 
tion of  morphine.  The  trial  before  a  jury  in 
Superior  Court  resulted  in  a  verdict  of 
guilty,  and  the  defendant  physician  moved 
for  a  new  trial  and  arrest  in  judgment.  This 
being  denied,  the  case  was  appealed  to  the 
Supreme  Court.  The  pertinent  facts  of  the 
litigation  are  as  follows: 

A  detective  under  employment  by  the  Pure 
Food  and  Drug  Department  of  the  state 
went  to  the  office  of  the  defendant  physician 
and  requested  a  prescription  for  morphine, 
allegedly  for  a  friend  of  his.  It  later  devel- 
oped, however,  that  no  such  person  existed. 
After  the  detective  obtained  the  prescription 
and  paid  for  it,  he  took  it  to  a  pharmacy, 
where  it  was  filled.  The  drug  prescribed  was 
morphine  in  the  form  of  hypodermic  tablets. 

When  this  case  came  up  for  consideration 
before  the  Supreme  Court  there  were  many 
errors  assigned,  but  the  one  of  interest  to 
the  medical  profession  was  the  one  with 
reference  to  the  method  of  securing  testi- 
mony to  be  used  against  the  defendant  at  his 
trial.  The  court,  in  agreement  with  numer- 
ous other  decisions,  was  of  the  opinion  that, 
while  the  sale  of  morphine  in  this  particular 
instance  was  induced  by  an  agent  of  the 
Pure  Food  and  Drug  Department  for  the 
express  purpose  of  securing  incriminating 
testimony,  the   defendant  was  not  excused 


48 


NORTH  CAROLINA  MEDICAL  JOURNAL 


January,  11145 


by  reason  of  this  method  of  procuring  evi- 
dence. The  court  in  this  connection  referred 
to  a  similar  case  (Excise  Commissioner  vs 
Backus — N.  Y.),  in  which  it  was  held:  "The 
mode  adopted  by  plaintiffs  to  bring  to  light 
the  malfeasance  of  the  defendant  had  no 
necessary  connection  with  his  violation  of 
the  law.  He  exercised  his  own  volition  inde- 
pendent of  all  outside  influence  and  control." 

It  was  brought  out  in  the  decision  that 
before  an  officer  is  allowed  to  use  deceptive 
methods  of  entrapment  he  must  first  believe 
the  accused  a  violator  of  the  law,  and  he  must 
not  in  any  manner  influence  the  suspected 
person  against  his  volition  and  cause  him  to 
commit  a  crime  of  which  he  had  no  original 
intention. 

The  Supreme  Court  in  this  case  was  of 
the  opinion  that  there  was  no  justifiable  er- 
ror in  the  trial  of  the  Superior  Court,  and 
the  verdict  of  guilty  was  sustained. 


The  act  of  prescribing  morphine  for  a  per- 
son without  a  proper  examination — in  fact, 
for  a  person  who  was  later  found  to  be  non- 
existent— is  from  a  medical  standpoint  im- 
proper, and  within  itself  throws  suspicion  on 
one  charged  with  this  type  of  irregular  prac- 
tice. In  emergencies,  ordering  opiates  with- 
out examination  for  one  known  to  the  doc- 
tor, especially  one  of  his  own  patients,  might 
in  certain  instances  be  excused,  if  not  speci- 
fically prohibited  by  law.  Obviously  testi- 
mony brought  out  before  the  court  of  this 
type  of  procedure  would  certainly  be  of  no 
help  to  one  charged  with  a  violation  of  the 
narcotic  law.  It  therefore  behooves  the  phy- 
sician, in  prescribing  opiates  and  other 
drugs  included  under  the  Harrison  Narcotic 
Law.  to  exercise  the  utmost  caution,  and  to 
be  sure  that  all  details  are  regular  and  ac- 
cording to  law.  (Tennessee  Supreme  Court, 
March  Term,  1915—175  S.  W.  1127). 


A  Review  for  Physicians 

ISSUED  MONTHLY  BY  THE  NATIONAL  TUBERCULOSIS  ASSOCIATION 

Vol.  XVIII  January,  1945  No.  1 

UNSUSPECTING  carriers  and  spreaders  of  the  tubercle  bacillus  comprise  a  numeri- 
cally small  but  important  minority  of  the  population.  Though  most  general  hos- 
pitals dislike  to  receive  known  cases  of  pulmonary  tuberculosis  for  treatment  of  unrelated 
conditions,  their  patients  and  personnel  nevertheless  remain  under  constant  threat  of  tuber- 
culous infection.  This  condition  obtains  because  simple,  adequate  measures  are  not  taken 
by  the  institution  to  detect  among  the  employees,  staff  and  persons  admitted  as  patients 
the  presence  of  unrecognized  or  unreported  tuberculosis. 


TUBERCULOSIS  CONTROL  IN  HOSPITALS 


Few  hospitals  will  accept  tuberculosis  of 
the  lung  as  a  disease  to  be  treated  within 
their  walls  except  the  large  public  institu- 
tions with  special  facilities  for  that  purpose. 
Recently  private  hospitals  in  Chicago  were 
asked : 

1.  Do  you  admit  patients  with  pulmonary 
tuberculosis  to  your  hospital  for  treat- 
ment of  that  disease? 

2.  Do  you  admit  patients  with  known  pul- 
monary tuberculosis  to  your  hospital 
for  treatment  of  other  conditions? 

Of  the  73  hospitals  which  replied,  5  an- 
swered question  one  with  "Yes;"  68  with 
"No;"  25  replied  to  question  two  with  "Yes" 
and  48  with  "No"  or  with  comments  which 


amounted  to  a  negative  reply.  The  answers 
indicated  that  hospital  administrators  do 
not  consider  the  admission  of  the  tubercu- 
lous an  asset  to  hospital  service.  In  fact 
many  of  them  thought  this  was  an  attempt 
to  uncover  an  administrative  deficiency. 

In  a  community  with  sufficient  beds  avail- 
able in  tuberculosis  hospitals  this  attitude 
does  not  hamper  phthisiotherapy,  although 
in  the  past  physicians  have  beeen  deprived 
of  facilities  to  hospitalize  their  patients  in 
this  manner.  With  the  increase  of  surgical 
treatment  this  has  often  proved  hampering. 
In  communities  with  inadequate  facilities 
for  the  treatment  of  tuberculosis  failure  to 
exploit    all    the    available    space,    especially 
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when  numbers  of  general  hospital  beds  were 
vacant,  has  seemed  unjustified. 
Fear  of  Infection 

The  reason  for  this  is  the  fear  of  infecting 
non-tuberculous  patients  and  hospital  per- 
sonnel housed  under  the  same  roof.  This 
precaution  might  be  justified  if  the  refusal 
could  really  lead  to  a  hospital  atmosphere 
free  of  tubercle  bacilli,  but  that  is  not  the 
case. 

In  recent  years,  since  we  have  become 
aware  of  obscure  tuberculosis,  our  distrust 
of  a  negative  history  and  physical  examina- 
tion has  become  deep-seated  and  justified. 
Again  and  again  evidence  has  shown  that 
any  hospital  may  have  patients  with  un- 
known and  open  pulmonary  tuberculosis  in 
its  rooms  and  wards  however  little  the  ail- 
ment for  which  these  persons  were  admitted 
may  have  to  do  with  pulmonary  disease. 
Routine  Chest  X-rays 

Only  universal  X-ray  examinations  of  the 
chest  of  all  patients,  regardless  of  the  na- 
ture of  their  complaint,  could  lead  to  exclu- 
sion of  the  tuberculous.  The  University  of 
Chicago  Clinics  and  the  affiliated  Provident 
Hospital  have  X-rayed  all  clinic  admissions 
for  some  years  with  most  beneficial  results. 
As  a  method  of  avoiding  contamination, 
however,  this  is  only  part  of  the  necessary 
effort.  As  a  means  of  keeping  tuberculosis 
out  of  hospitals,  pre-admission  X-rays  would 
lead  to  an  unnecessary  increase  in  the  rejec- 
tion of  patients  badly  in  need  of  care. 

Many  patients  will  always  enter  hospitals 
without  a  previous  examination,  and  they 
cannot  be  asked  to  leave  if  tuberculosis  is 
discovered.  Even  if  a  discharge  could  be 
effected  without  harm  to  the  patients,  where 
should  they  go  for  treatment?  Tuberculosis 
hospitals  could  hardly  be  expected  to  engage 
in  the  treatment  of  all  extrapulmonary,  non- 
tuberculous  conditions.  Sanatoria  are  usual- 
ly not  located  or  staffed  for  the  purposes  of 
general  medicine  and  surgery.  Many  com- 
munities have  no  facilities  specifically  in- 
tended for  the  treatment  of  patients  with 
tuberculosis. 
Danger  of  Unrecognized  TB 

General  hospitals  should  accept  the  neces- 
sity of  housing  tuberculous  patients.  The 
danger  of  infection  arises  from  not  recog- 
nizing their  pulmonary  infection,  as  has  been 
the  unavoidable  fact  up  to  now. 

Proper  isolation  in  one  wing,  floor,  or  sec- 
tion of  the  building  is  easily  accomplished. 


At  the  University  of  Chicago  Clinics  this  has 
been  done  during .  the  past  twelve  years. 
Through  knowing  who  and  where  our  tuber- 
culous patients  are  we  are  avoiding  the  most 
acute  danger  of  contamination  which  always 
arises  where  germs  are  being  spread  without 
the  knowledge  of  either  the  distributor  or 
the  recipient. 
Staff  Examination 

Isolation  protects  the  medical  and  nursing 
staff  and  other  employees  against  infection 
from  the  patient.  However,  to  make  tuber- 
culosis control  in  a  hospital  complete,  physi- 
cians, nurses,  attendants,  etc.,  have  to  be 
protected  not  only  from  patients  but  from 
each  other  and  patients  have  to  be  guarded 
against  infection  from  members  of  the  per- 
sonnel. 

Nearly  15  years  ago  when  the  University 
Clinics  introduced  X-ray  examination  of 
the  chest  by  roentgenograms  for  all  nurses, 
the  supervisor  of  the  operating  rooms  and 
the  nurse  in  charge  of  the  sterilizing  room 
for  the  newborn  were  found  with  active  tu- 
berculosis. Neither  was  aware  of  her  con- 
dition. Stereoscopic  roentgenograms  were 
then  made  obligatory  for  all  physicians  and 
nurses  on  taking  employment,  with  re-exam- 
inations every  year  for  those  on  general  duty 
and  every  three  months  for  the  personnel  of 
the  tuberculosis  division. 
General  Hospital  Personnel 

Other  personnel  were  exempt  from  this 
routine.  About  a  year  later,  positive  sputum 
findings  began  to  be  reported  in  patients 
where  no  other  findings  suggested  tubercu- 
lous infection.  The  clinical  findings  in  most 
of  these  patients  suggested  upper  respira- 
tory or  bronchitic  involvement.  The  sugges- 
tion that  an  X-ray  examination  of  the  chest 
of  the  members  of  the  laboratory  staff  be 
made  was  resented  by  that  staff  and  rejected 
by  administrative  officers. 

Eventually,  it  was  found  that  the  labora- 
tory worker  in  charge  of  sputum  tests,  a 
plump  and  healthy  appearing  girl,  had  ex- 
tensive cavernous  tuberculosis  with  an  al- 
most pure  culture  of  acid  fast  bacilli  in  her 
sputum.  She  had  contaminated  the  patients' 
specimens.  The  embarrassment  of  apologiz- 
ing to  the  patients  in  question  and  of  revok- 
ing the  reports  to  the  health  department  had 
a  most  beneficial  effect.  Roentgen  examina- 
tion of  the  chest  has  since  been  obligatory 
for  all  staff  members  and  hospital  employees 
and  has  been  gratefully  received  by  almost 
all  of  them. 
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Sincere  Effort  Needed 

Experiences  like  this  may  seem  extra- 
ordinary. The  author  believes  they  appear 
so  only  because  there  has  been  no  great  drive 
to  uncover  tuberculosis  in  hospital  personnel. 
There  can  be  no  cause  for  the  hesitation  on 
the  part  of  the  general  hospital  to  put  its 
house  in  order  with  regard  to  tuberculosis 
other  than  inertia  and  the  fear  of  adminis- 
trative commotion. 

A  painstaking  design  and  observance  of 
rules  governing  the  diagnosis  and  isolation 
of  the  disease  in  patients  and  employees  will 
make  it  possible  with  safety  to  admit  tuber- 
culous patients  to  general  hospitals.  There 
is  no  reason  why  all  this  cannot  be  accom- 
plished by  voluntary  efforts.  It  is  obvious 
from  our  newer  experience  with  tuberculo- 
sis that  such  hospitalization  is  one  of  the 
great  necessities  to  achieve  the  basic  aim  of 
all  medical  endeavor — the  saving  of  human 
life. 

Tuberculosis  Control  in  Hospitals,  Robert 
G.  Block,  M.D.,  The  NTA  Bulletin,  August, 
19U. 


Now  more  than  at  any  other  time,  because  of  the 
pressure  of  work,  longer  hours,  and  crowded  and 
unsatisfactory  living  conditions,  there  is  reason  for 
extra  precaution  so  far  as  tuberculosis  infection  is 
concerned,  both  in  large  and  small  industries.  Many 
individuals  will  have  to  be  employed  whose  health 
is  sub-standard  and  who  should  be  considered  more 
susceptible  to  such  infection.  Therefore,  there 
should  be  more  effort  made  to  extend  and  maintain 
proper  health  supervision,  especially  in  regard  to 
the  detection  and  control  of  tuberculosis. — W.  A. 
Sawyer,  M.D.,  N.Y.S.  Jour,  of  Med.,  Jan.   15,  1943. 


To  the  Editor, 

North  Carolina  Medical  Journal 

The  North  Carolina  State  Board  of  Health 
at  its' last  meeting  on  December  14  adopted 
an  extensive  revision  of  its  Rules  and  Regu- 
lations Governing  Communicable  Disease 
Control  for  the  state.  This  revision  includes 
changes  in  the  list  of  diseases  required  to  be 
reported  by  physicians.  A  copy  of  this  re- 
portable list  is  enclosed.  Included  in  the 
list,  for  easy  reference,  is  a  summary  of  the 
new  isolation  and  quarantine  requirements. 

If  it  can  be  arranged  we  would  appreciate 
your  publishing  the  new  list  of  reportable 
diseases,  including  possibly  the  summary  of 
the  isolation  and  quarantine  requirements, 
in  the   next  issue   of  the   North  Carolina 


Medical  Journal.  The  information  is  at 
present  being  transmitted  to  local  health  and 
quarantine  officers  throughout  the  state  for 
forwarding  to  the  physicians  of  each  county ; 
however,  the  additional  emphasis  gained  by 
the  publication  in  the  North  Carolina 
Medical  Journal  would  be  of  great  value 
in  obtaining  prompt  reporting  on  the  part 
of  physicians  of  the  diseases  on  the  new  list. 
Since  morbidity  information  concerning 
these  diseases  is  collected  on  a  calendar  year 
basis,  it  is  important  that  physicians  become 
well  acquainted  with  the  above  information 
as  soon  as  possible  so  that  the  statistics  for 
1945  will  not  be  inaccurate  because  of  lack 
of  reporting  during  the  first  weeks  after  the 
change  is  announced. 

It  might  be  of  interest  to  note  that  report- 
ing has  been  put  on  a  more  practical  basis 
than  before.  Chicken  pox,  influenza,  German 
measles,  pellagra,  and  Vincent's  infection 
have  been  deleted  from  the  reportable  dis- 
ease list.  Ophthalmia  neonatorum  is  to  be 
reported  as  gonorrheal  ophthalmia.  The  fol- 
lowing diseases  have  been  added:  dengue, 
amebic  dysentery,  infectious  encephalitis, 
glanders,  granuloma  inguinale,  leprosy,  and 
lymphogranuloma  venereum.  These  changes 
eliminate  those  diseases  the  reporting  of 
which  has  been  burdensome  in  the  past  and 
the  information  concerning  which  has  been 
of  minimum  public  health  value.  The  dis- 
eases added  to  the  list  are  uniformly  re- 
quired to  be  reported  in  other  states  and  are 
of  such  nature  that  their  reporting  is  of 
definite  value  to  the  public  health  program. 

Any  action  you  see  fit  to  take  in  this 
matter  will  be  greatly  appreciated. 

Carl  V.  Reynolds,  M.D. 
State  Health  Officer 


Instructions  for  Reporting 

1.  Physicians   and   other   persons   are   required    to 
report  these  diseases  as  follows: 

A.  In  case  more  than  one  physician  is  in  at- 
tendance, the  first  physician  to  determine  the  na- 
ture of  the  infection  is  responsible  for  reporting. 

B.  In  case  no  physicians  are  in  attendance, 
school  superintendents  or  teachers,  parents,  guard- 
ians, or  heads  of  households,  nurses,  owners  of  I 
dairies  or  other  foodhandling  establishments,  and] 
superintendents  of  public  and  private  institutions,] 
hospitals,  or  jails  are  responsible  for  reporting'] 
cases  of  these  diseases  in  persons  coming  under] 
their  supervision. 

2.  All  reports  of  these  diseases  from  persons  re- 
quired to  report  should  be  mailed  within  twenty- 
four  hours  after  diagnosis  to  the  health  or  quaran- 
tine officer  of  the  county  or  city  in  which  the  casej 
is  located  at  the  time  of  the  report. 


January,  1945 


CORRESPONDENCE 


51 


LIST   OF   REPORTABLE   DISEASES 
(Effective  January   1,   1945) 


Disease 
Required 

to   lie 
Reported 

Placarding 
for  period  of 

Isolation 
or  Quarantine 

Isolation 

of 
Patient 

Quarantine 

of 
Contacts 

'Anthrax 

Required 

Required    until    all    lesions    are 
healed 

Required  for  7  days  from  last 
exposure 

Chancroid 

Optional  with 
health  officer 

Optional  with  health  officer 

If  suspected  of  being  infected — 
optional  with  health  officer 

♦Cholera 

Required 

Required   until   2   stool   cultures 
at  48-hour  intervals  are  negative 

Required  for  5  days  and  until  3 
stool  cultures  at  48-hour  inter- 
vals are  negative 

Dengue 

Not  required 

Required  to  be  screened  until  6th 
day 

Not  required 

'Diphtheria 

Required 

Required  for  21  days  or  until  2 
cultures  at  24-hour  intervals  are 
negative 

Required  for  susceptible  contacts 
for  7  days  from  last  exposure 

"Dysentery, 
amebic 

Not  required 

Not  required 

Not  required 

•Dysentery, 
bacillary 

Not  required 

Required  until  2  stool  cultures  at 
5-day   intervals   are  negative   or 
for  duration  of  disease 

Not  required 

Encephalitis 

Not  required 

Required  to  be  screened  for  du- 
ration of  fever 

Not   required 

Glanders 

Required 

Required  until  all  lesions  are 
healed 

Required  for  14  days  from  last 
exposure 

"Gonorrhea 

Optional  with 
health  officer 

Optional  with  health  officer 

If  suspected  of  being  infected — 
optional  with  health  officer 

Granuloma 
inguinale 

Optional  with 
health  officer 

Optional  with  health  officer 

If  suspected  of  being  infected — 
optional  with  health  officer 

Leprosy 

Required 

Required  until  all  lesions  are 
healed 

Required   until   examined  for 
lesions 

Lymphogranuloma  Optional  with 
venereum               health  officer 

Optional  with  health  officer 

If  suspected  of  being  infected — 
optional  with  health  officer 

*  Malaria 

Not  required 

Required  to  be  screened  for  du- 
ration of  fever 

Not  required 

Measles 

Not  required 

Required  for   7  days   after   rash 
appears 

Not  required 

"Meningococcus 
meningitis 

Required 

Required  for  14  days 

Required  for  14  days  from  last 
exposure   unless   released   by 
health  officer 

"Paratyphoid 
fever 

Required 

Required   until   2    stool   cultures 
at  5-day  intervals  are  negative 

Not  required 

Plague 

Required 

Required  for  duration  of  the 
disease 

Required  for  14  days  from  last 
exposure 

Poliomyelitis 

Required 

Required  for  21  days 

Required  for  contacts  under  16 
years  for  14  days  from  last  ex- 
posure 

Psittacosis 

Required 

Required  for  duration  of  the 
disease 

Required  for  14  days  from  last 
exposure 

"Rabies 

Not  required 

Required  for  duration  of  the 
disease 

Not  required 

"Rocky  Mountain 
spotted  fever 

Not  required 

Not  required 

Not  required 

Scarlet  fever 

Required 

Required  for  14  days 

Required  for  susceptible  contacts 
under  16  years  for  7  days  from 
last  exposure 

Septic  sore 
throat 

Required 

Required  for  duration  of  the 
disease 

Required  for  contacts  under  16 
years  for  7  days  from  last  ex- 
posure 

Smallpox 

Required 

Required  until  all  lesions  are 
healed 

Required  for  all  contacts  until 
vaccinated  or  revaccinated 

'Syphilis 

Optional  with 
health  officer 

Optional  with  health  officer 

If  suspected  of  being  infected — ■ 
optional  with  health  officer 

Trachoma 

Optional  with 
health  officer 

Optional  with  health  officer 

Not  required 

'Diagnostic    laboratory    service    is    available    for    these    diseases  from   the  State   Laboratory   of   Hygiene. 
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'Tuberculosis 

Optional  with 
health  officer 

( ipi  ional   with   health  officer 

If  suspected  of  being  infected — 
optional  with  health  officer 

'Tularemia 

Not  required 

Not  required 

Not  required 

''Typhoid  fever 

Required 

Required   until   2   stool   cultures 
at  5-day  intervals  are  negative 

Not  required 

'Typhus  fever 
endemic 

Not  required 

Not  required 

Not  required 

'Typhus  fever 
European 

Required 

Required  until  2  days  after  fever 
subsides 

Required  for  14  days  from  last 
exposure 

'Undulant  fever 

Not  required 

Not  required 

Not  required 

Whooping  cough 

Required 

Required  for  21  days  after  onset 
of  cough 

Required  for  susceptible  contacts 
for  14  days  from  last  exposure 

Yellow  fever 

Not  required 

Required    to    be    screened    until 
6th  day 

Not  required 

BULLETIN  BOARD 


PRESIDENT'S   MESSAGE 

In  the  December  issue  of  the  Journal 
there  was  printed  on  this  page  an  article  by 
Dr.  Hamilton  McKay  dealing  with  the 
recommendations  of  the  Commission  ap- 
pointed by  Governor  Broughton  for  the  ex- 
tension of  medical  and  hospital  care  in  North 
Carolina.  Dr.  McKay  is  chairman  of  a  com- 
mittee from  the  Medical  Society  appointed 
to  collaborate  with  the  physicians  on  the 
Governor's  Commission  in  working  out  the 
proposed  program. 

Below  is  an  article  by  Dr.  T.  L.  Carter, 
also  a  member  of  this  committee.  Dr.  Car- 
ter, through  no  fault  of  his  own,  was  unable 
to  attend  either  of  the  meetings  held  by  this 
committee  with  the  physician  members  of 
the  Commission  and  the  Executive  Commit- 
tee. In  correspondence  and  conversation  Dr. 
Carter  has  expressed  to  me  in  a  most  earnest 
and  sincere  manner  his  unqualified  opposi- 
tion to  the  recommendations  of  the  Commis- 
sion. Furthermore,  Dr.  Carter  is  a  most  use- 
ful and  respected  member  of  our  Society, 
and  he  has  been  my  personal  friend  for  more 
than  ten  years.  Feeling  that  it  is  only  fair 
and  proper  for  the  members  of  our  Society 
to  have  through  the  Journal  both  sides  of 
the  proposals,  and  being  impressed  by  his 
well  informed  and  sincere  views,  I  requested 
Dr.  Carter  to  reduce  his  ideas  to  writing  for 
publication  in  the  JOURNAL. 

It  should  be  added  that  Dr.  Carter  graci- 
ously offered  to  resign  from  the  committee 
in  view  of  the  fact  that  his  views  are  not  in 
harmony  with  the  majority.  I  have,  how- 
ever, insisted  that  he  remain  on  the  com- 
mittee, and  he  finally  agreed  to  do  so. 

As  the  members  of  the  Society  well  know, 
I  earnestly  and  sincerely  feel  that  the  adop- 


tion of  the  proposals  will  be  for  the  best  in- 
terest of  both  the  people  and  the  physicians 
of  North  Carolina.  I  further  feel,  however, 
that  we  should  respect  the  sincerity  of  each 
other's  views  and  decide  this  issue  in  the 
democratic  manner  after  full  and  frank  dis- 
cussion. In  this  spirit  I  recommend  that 
you  give  full  consideration  to  the  following 
article. 

Respectfully, 

Paul  F.  Whitaker,  M.D. 
*     *     *     * 

A  RURAL  PHYSICIAN  OPPOSES 
THE  GOVERNOR'S  PLAN 

Thomas  L.  Carter,  M.D. 
Gatesville 

The  medical  profession  of  North  Carolina 
is  facing  a  great  problem.  The  trustees  of 
the  University  of  North  Carolina  are  asking 
the  state  for  a  four-year  medical  school  and 
hospital.  In  addition,  they  are  seeking  to 
build  a  chain  of  hospitals  in  the  state.  Gov- 
ernor Broughton  approved  the  plan  and  ap- 
pointed a  commission  composed  of  thirty- 
one  laymen  and  eighteen  physicians  to 
gather  data  and  make  reports.  The  state 
medical  society,  through  its  president,  ap- 
pointed doctors  to  work  with  the  Governor's 
Commission.  I  respect  the  sincerity  of  every 
member  of  the  committee  and  the  commis- 
sion. I  am  strictly  a  rural  general  practi- 
tioner, and  my  honest  opinion  is  that  we  are 
off  on  the  wrong  foot.  I  welcome  an  oppor- 
tunity to  give  some  reasons  for  my  opposi- 
tion to  the  so-called  "Governor's  Plan." 

Financial  Considerations 

The  advocates  of  this  plan  tell  us  that 
"The  final  plan  of  action  will  of  course  be 
determined  by  the  Commission  as  a  whole, 
and  the  financial  means  of  creating  and 
maintaining  the  program  will  be  determined 
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by  the  General  Assembly."11'  The  medical 
profession  has  approximately  one  vote  to 
four  hundred  in  the  legislature.  They  also 
tell  us  that  "there  are  adequate  resources  in 
the  state  to  support  such  a  program  year  in 
and  year  out  once  it  has  been  established."'11 
We  may  have  the  resources,  and  it  is  true 
that  the  state  has  a  surplus  now,  but  there 
will  be  lean  years,  as  there  have  been  since 
the  days  of  Joseph.  I  can  recall  that  twelve 
years  ago  this  state's  credit  was  at  stake, 
and  in  order  to  get  money  to  tide  her  over 
it  was  necessary  for  her  governor  to  go  to 
New  York  and  beg  for  money  at  an  interest 
rate  above  5  per  cent.  That  same  governor, 
during  the  campaign,  had  pledged  himself 
against  a  sales  tax.  Seeing  the  financial 
structure  of  North  Carolina  crumbling,  and 
being  a  wise  man,  he  took  the  only  available 
course  and  backed  the  enactment  of  a  sales 
tax,  which  saved  the  state  from  financial 
ruin. 

Governor-Elect  Cherry  has  unqualifiedly 
pledged  that  the  state  will  do  all  that  is 
necessary  for  our  returning  veterans.  We 
do  not  know  when  the  war  will  end,  nor  how 
many  veterans  will  return  and  what  it  will 
cost  the  state  to  do  its  duty  for  its  veterans. 
There  is  no  reason  to  believe,  because  we 
have  money  today,  that  we  will  have  it  in 
the  future  unless  we  guard  our  expenditures. 
If  this  giant  undertaking  is  put  into  being 
it  will  be  dependent,  to  a  great  extent,  upon 
the  action  of  our  legislators.  When  tax  re- 
ceipts drop  off  and  money  is  hard  to  find 
only  the  politicians  who  will  promise  reduced 
taxes  or  no  increase  in  taxes  can  be  elected. 
The  Legislature  has  never  granted  sufficient 
appropriations  to  run  its  state  institutions 
properly.  North  Carolina  stands  forty- 
fifth  in  the  nation  in  the  care  of  mental 
cases.  These  institutions  have  never  received 
the  support  asked  for  and  needed,  and  they 
have  been  and  still  are  pitifully  lacking.  If 
we  have  failed  in  the  small  things  in  the 
past,  how  can  we  expect  so  much  larger 
things  in  the  future  from  the  same  source? 

The  development  and  maintenance  of  this 
plan  would  depend  wholly  on  the  whims  of 
the  General  Assembly.  Big  outfits  which  are 
built  up  in  times  of  prosperity  often  shrink 
in  times  of  normalcy  and  go  down,  for  lack 
of  funds,  in  times  of  depression.  The  state 
had  heavy  drops  in  five  schedules  in  the  past 
year,  amounting  to  nearly  half  a  million  dol- 

1,  Whitaker,  Paul  F.:  Some  Further  Considerations  Relative 
to  the  Extension  of  Medieal  Care  in  North  Carolina,  North 
Carolina  M.   .1.   5:814    (August)    1944. 


lars.  "This  may  be  the  beginning  of  the 
downward  trend  which  should  guide  the  leg- 
islative action  on  appropriations  in  1945."'-' 
"Current  expenditures  of  the  General  Fund 
are  dangerously  near  the  total  income  that 
may  be  expected  during  normal  times.  Ex- 
pansion of  spending,  coupled  with  the  de- 
creasing tax  collections,  will  bring  trouble 
in  the  future.  This  should  be  avoided  by  the 
1945  General  Assembly."'3'  "There  is  little 
possibility  of  finding  new  sources  of  reve- 
nue."13' 

The  proponents  of  the  Governor's  Plan 
tell  us  that  we  are  spending  only  a  small 
amount  of  money  for  the  health  of  our 
people.  Yet  state,  county,  and  federal  gov- 
ernments, and  charitable  foundations  are 
paying  $1.03  per  capita  yearly  for  this  pur- 
pose. The  state  is  receiving  annually  from 
the  federal  government  $1,463,372.17  for 
health  purposes,  and  the  state  and  counties 
are  appropriating  yearly  $438,961.00.  The 
Reynolds  Foundation  appropriates  annually 
$178,188.00  for  the  fight  against  venereal 
disease.  Many  other  organizations  are  con- 
tributing, in  various  drives,  to  boost  this 
figure  to  a  sizable  sum.  The  amount  Vir- 
ginia is  spending  for  medical  schools  and 
health  purposes  is  pointed  out.  Please  re- 
member that  North  Carolina,  unlike  Vir- 
ginia, has  two  first-class  medical  schools 
with  sufficient  endowment  to  run  them  with- 
out taxation.  We  are  indeed  fortunate  to 
have  such  a  medical  set-up. 

Care  of  the  Indigent 

It  is  my  opinion  that  the  indigent,  with 
rare  exceptions,  are  receiving  the  necessary 
medical  attention.  The  health  departments 
are  giving  free  vaccinations,  prenatal  and 
child  clinics,  pre-school  examinations,  eye, 
tonsil  and  adenoid  clinics,  dental  work  in 
schools,  venereal  disease  clinics,  and  fluoro- 
scopic and  often  x-ray  clinics.  In  addition, 
we  have  free  cancer  and  orthopedic  clinics. 
If  this  is  not  sufficient  the  local  welfare  de- 
partment, through  state,  federal  and  local 
units,  takes  care  of  the  necessities  from  a 
medical  and  hospital  standpoint.  I  believe 
these  services  furnish  medical  attention  to 
all  those  who  actually  need  it.  What  more 
should  we  want?  If  we  establish  the  Gov- 
ernor's Plan,  are  we  going  to  cut  down  on 
our  appropriations   to   the   State   Board   of 

2.  Tax    Collections,    Editorial    in    We    the    People    of    North 
Carolina    2:1!)    (Nov.)    1944. 

3.  The    Legislature.    Editorial    in    We    the    People    of    North 
Carolina  2:1s  (Nov.)   lot*. 


54 


NORTH    CAROLINA    MEDICAL  JOURNAL 


January,  1945 


Health,  the  State  Sanatoria,  and  other  state- 
aided  institutions?  We  should  learn  to  use 
freely  the  services  we  now  have,  and  if  nec- 
essary give  them  more  aid,  so  that  they  can 
continue  to  be  helpful  to  all  the  doctors, 
particularly  the  rural  physician  and  his  pa- 
tients. Why  have  duplication  of  the  various 
services  ? 

I  am  in  full  sympathy  with  the  worthy  in- 
digents, and  will  continue  to  serve  them 
to  the  limit  of  my  ability.  The  adoption 
of  this  plan,  however,  will  encourage  a 
greater  number  to  become  indigent.  "The 
Lord  helps  those  who  help  themselves."  It 
is  a  dangerous  procedure  to  overtax  the 
thrifty  to  take  care  of  the  non-thrifty  and 
shiftless.  When  state  or  nation  does  this,  the 
thrifty  become  fewer  and  fewer  and  the 
shiftless  more  and  more ;  sooner  or  later  they 
meet  on  a  common  level  and  neither  can  help 
the  other.  Then  what?  To  quote  Prime  Min- 
ister Churchill,  "We  must  beware  of  trying 
to  build  a  society  in  which  nobody  counts 
for  anything  except  a  politician  or  an  official, 
a  society  where  enterprise  gains  no  reward, 
and  thrift  no  privileges." 

Tlu  Hospital  Prog  ram 

If  this  program  is  to  serve  its  purpose  it 
must  establish  local  hospitals.  Some  sections 
would  support  these  out  of  public  money ; 
other  sections  would  not.  and  there  would 
still  remain  sections  without  the  type  of  hos- 
pital service  this  plan  calls  for.  Even  if  hos- 
pitals were  established  in  all  sections  of  the 
state,  it  would  be  impossible  to  obtain  the 
services  of  outstanding  specialists.  A  first- 
class  specialist,  regardless  of  pay,  would  not 
stay  in  a  place  where  there  was  not  a  large 
amount  and  variety  of  material.  If  he  did 
he  would  deteriorate  rather  than  grow.  I 
would  not  want  any  man  who  made  his  liv- 
ing in  general  practice  and  did  surgery  as  a 
sideline  to  perform  a  difficult  operation  on 
me. 

Statistically  there  may  be  a  hospital  bed 
shortage.  I  recall  that  some  years  ago,  when 
the  federal  government  set  out  on  a  program 
of  building  a  large  number  of  hospitals  to 
care  for  its  veterans,  Dr.  Morris  Fishbein 
spoke  and  wrote  considerably  against  this. 
He,  along  with  the  profession  as  a  whole, 
believed  that  this  was  a  step  toward  federal 
socialization  of  medicine,  and  that  it  would 
be  much  cheaper  for  the  government  to  pas- 
private  institutions  to  take  care  of  these  vet- 
erans than  it  would  be  to  build  and  maintain 


government  hospitals.  At  that  time  a  sur- 
vey showed  that  there  were  thousands  of 
vacant  hospital  beds.  What  has  happened  to 
these  beds?  Have  the  federal  and  state  gov- 
ernments, by  competition,  forced  these  insti- 
tutions out  of  business?  If  they  have,  it  is 
due  time  for  both  federal  and  state  govern- 
ments to  stop  such  a  practice  and  let  private 
institutions,  run  by  doctors,  take  care  of  our 
medical  situation.  If  the  medical  profession 
wishes  to  do  something,  let  it  persuade  the 
legislature  to  pass  adequate  compulsory 
medical  and  hospital  insurance  laws.  When 
hospital  insurance  is  widespread  and  hos- 
pital bills  are  reasonably  paid,  there  will 
exist  no  shortage  of  beds,  because  private 
expansion  will  be  sufficient.  It  is  not  reason- 
able to  assume  that  doctors,  or  any  individ- 
uals, will  spend  money  in  enlarging  and  ex- 
panding hospitals,  not  knowing  when  they 
will  be  crowded  out  of  business  by  federal 
or  state  competition.  If  necessary,  let  the 
state  go  into  the  hospital  insurance  business. 
It  would  be  far  less  expensive  than  would 
the  building  and  operation  of  a  great  medi- 
cal school,  a  large  central  hospital  with 
nurse  and  intern  quarters,  and  a  series  of 
smaller  hospitals. 

When  this  war  is  over  the  federal  govern- 
ment will  give  treatment  and  hospitalization 
to  the  veterans  and  their  immediate  families 
for  the  asking.  I  believe  this  is  fair  and 
should  be  done.  At  the  most  conservative 
estimate  the  number  will  be  around  25,000,- 
000.  This  will  take  care  of  approximately 
18  per  cent  of  our  hospital  bed  population, 
and  will  absorb  our  statistical  bed  shortage. 

I  am  not  opposed  to  the  state's  making 
outright  gifts  to  a  community  which  has 
raised  its  share  of  the  cost  of  building  and 
equipping  a  hospital  which  is  really  needed 
and  is  not  in  competition  with  privately 
owned  institutions.  I  am  opposed,  however, 
to  the  building  of  makeshift  hospitals  that 
would  be  unable  to  meet  the  standards  for 
a  good  hospital. 

The  Danger  of  Socialized  Medicine 

We  are  told  that  unless  the  medical  pro- 
fession does  something  the  state  and  federal 
governments  will  force  socialized  medicine 
upon  us.  My  advice  is  to  stand  by  our  guns 
as  an  organized  group  and  continue  to  work 
hard  and  practice  good  medicine.  Then  if 
the  practice  of  medicine  is  socialized  by  the 
state  or  federal  government,  let  not  the 
profession  be  co-partner  in  this  socialization. 
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•  It  is  said  that  this  plan  is  best  for  the  doc- 
tors and  the  public,  and  will  be  run  by  the 
doctors.  I  do  not  see  it  entirely  this  way. 
Any  organization,  regardless  of  its  type,  is 
governed  to  a  large  extent  by  the  people  who 
put  up  the  money.  In  this  case  it  is  the  tax- 
payers, and  this  makes  it  an  excellent  field 
for  political  footballing. 

The  Doctor-Patient  Ratio 

It  is  claimed  that  North  Carolina  is  short 
of  doctors  and  that  it  is  necessary  to  build 
a  four-year  medical  school  at  the  University 
in  order  to  take  care  of  this  shortage.  "Aver- 
age number  of  physicians  who  die  or  retire 
in  North  Carolina  each  year,  50. "I41  For  the 
past  five  years  an  average  of  fifteen  grad- 
uates from  Duke  University151  and  twenty 
from  Wake  Forest"1'  have  been  licensed 
yearly  to  practice  medicine  in  North  Caro- 
lina. "In  the  future  it  is  reasonable  to  expect 
that  this  number  will  be  at  least  doubled.""11 
The  number  of  physicians  licensed  in  North 
Carolina  for  the  four  years  from  1940  to 
1943  inclusive  averaged  145  annually'*'.  I 
contend  that  our  doctor-population  ratio  is 
doing  well.  If  the  existing  medical  schools 
of  this  country  have  been  sufficient,  in  the 
past,  to  graduate  one  doctor  for  every  800 
people  I  see  no  reason  for  the  establishment 
of  new  medical  schools  anywhere,  particu- 
larly in  North  Carolina,  where  we  already 
have  two  first-class  medical  schools  that  are 
destined  to  grow  larger  and  better  as  the 
years  go  by. 

North  Carolina  in  1940  had  approximately 
one  doctor  for  every  1575  people171.  This,  I 
believe,  is  enough  doctors.  This  plan  calls 
for  one  doctor  for  every  1000  people.  "One 
thousand  population  equals  1,111  cases  of  ill- 
ness per  year."18'  At  this  rate  a  doctor  would 
have  very  little  to  do. 

The  Governor's  Plan  contemplates  mak- 
ing loans  to  worthy  medical  students  with 
the  understanding  that  upon  graduation  at 
a  North  Carolina  medical  school  they  will 
practice  in  rural  North  Carolina  for  four 
years.  In  one  report  to  the  Governor's  Com- 
mission it  is  stated  that  "15.8%  of  the  days 

4.  Report  of  the  Subcommittee  on  ttie  Number  and  Dis- 
tribution of  Doctors  in  North  Carolina  to  the  Committee 
on  the  Four-Year  Medical  School  for  the  University  and 
Hospital    Facilities    of   the    Governor's    Commission,    p.    6. 

j.  Report  of  the  Committee  on  the  Four-Year  Medical  School 
for  the  University  and  Hospital  Facilities  to  the  Gov- 
ernor's   Commission,    p.    44. 

0.    Ibid,  p.    IS. 

7.  Vernon,  James  W. :  President's  Address.  North  Carolina 
M.   J.   .r.:l-7    (May)    1944. 

s.  Haywood.  Hubert  B.:  Personal  communication  to  Dr. 
Paul    F.    Whitaker. 


of  care  of  all  white  patients  were  free,  and 
53.5%  of  all  days  of  negro  patients  treated 
in  89  hospitals  was  free."1'-"  If  such  a  large 
percentage  of  a  doctor's  work  for  the  1000 
patients  hypothetically  allotted  to  him  is  to 
be  done  free,  he  would  hardly  be  able  to 
make  a  living,  and  certainly  would  not  be 
able  to  pay  back  a  loan. 

As  I  see  it,  we  will  need  a  smaller  pro- 
portion of  doctors  in  the  population  as  time 
goes  on.  Seventy-three  per  cent  of  this 
state's  population  is  rural.  Rural  electrifi- 
cation, good  roads,  automobiles  and  tele- 
phones bring  patient  and  doctor  closer.  The 
physician  of  today,  along  with  the  public 
health  units,  is  educating  people  in  the  value 
of  preventive  medicine.  Such  things  as 
typhoid  fever,  smallpox,  diphtheria,  tetanus, 
and  whooping  cough  no  longer  exist  as 
major  problems.  In  addition,  with  sulfona- 
mides and  penicillin,  such  diseases  as  pneu- 
monia, erysipelas,  gonorrhea,  pyelitis,  and 
otitis  media  are  usually  cured  in  half  the 
time  formerly  required.  Doctors  are  learn- 
ing the  value  of  teaming  up,  and  can  have 
good  workshops,  with  laboratories  and  good 
office  equipment.  It  is  not  necessary,  even 
in  a  well-equipped  practitioner's  office,  to  do 
more  than  the  average  routine  blood  tests, 
urinalyses,  and  other  laboratory  examina- 
tions, because  we  have  an  excellent  State 
Laboratory  where  throat  cultures,  blood  cul- 
tures and  various  other  procedures  are  done 
by  trained  men.  I  use  the  State  Laboratory 
freely,  because  the  service  is  good  and  the 
time  lag  on  reports  is  but  little  more  than  it 
would  be  if  a  local  hospital  were  situated  at 
my  front  door. 

Gates  County,  in  which  I  have  been  prac- 
ticing since  1925,  has  a  population  of  about 
11,000.  We  have  had  only  three  doctors  to 
cover  this  county.  I  admit  that  the  going,  at 
times,  is  hard;  but  it  is  my  opinion  that  the 
population  has  received  from  its  three  doc- 
tors the  necessary  medical  care,  and  received 
it  at  a  very  reasonable  cost.  There  is  no  lack 
of  harmony  in  this  county  among  its  doctors. 
None  of  us  hesitates  to  call  one  of  the  others 
to  see  a  patient.  There  is  no  hospital  in  this 
county,  but  when  necessary  we  put  our  pa- 
tients in  hospitals.  With  the  exception  of 
state  institutions  for  tuberculosis  and  men- 
tal diseases,  no  hospital  has  refused  admis- 
sion to  one  of  our  patients  for  lack  of  bed 
space.  Yet  the  hospitals  to  which  we  send 
the  vast  majority  of  our  patients  are  located 

9.    Reference    I,   p.   2. 
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in  the  coastal  area,  which  has  a  population 
much  above  normal.  I  cannot  help  but  think 
that  this  doctor  and  bed  shortage  is  based 
on  pure  statistics  and  has  no  practical  foun- 
dation. 

Please  note:  North  Carolina  in  1940  had 
approximately  one  doctor  for  every  1575 
population171.  Gates  County  has  one  doctor  for 
every  3500  people.  Gates  County's  average 
death  rate  per  year  from  1935  to  1943  in- 
clusive was  10.4  per  1000  population;  the 
state  death  rate  for  the  same  years  was  9.6. 
The  average  birth  rate  yearly  in  Gates 
County  from  1935  to  1943  inclusive  was  23.6 
per  1000  population ;  the  state  birth  rate  for 
the  same  years  was  23.3.  The  average  ma- 
ternal death  rate  per  1000  live  births  in 
Gates  County  from  1935  to  1943  inclusive 
was  3.0;  the  state  maternal  death  rate  for 
the  same  years  was  5.13.  I  call  these  figures 
to  your  attention  to  show  that  even  with 
only  one  doctor  for  over  3500  people,  and 
in  a  strictly  rural  section,  with  a  percentage 
of  Negro  population  much  higher  than  the 
state  average,  our  statistics  compare  very 
well  with  those  of  the  state  as  a  whole. 

It  is  not  practical  to  assume  that  we 
should  have  such  an  excess  of  doctors  and 
hospital  beds  that  we  could  meet  any  severe 
epidemic  or  face  a  world  war  without  caus- 
ing a  little  overwork  and  overcrowding.  To 
do  so  would  leave,  in  normal  times,  a  lot  of 
vacant  beds  and  a  lot  of  doctors  with  nothing 
to  do.  This  overhead  would  be  a  burden  on 
the  people.  If  a  doctor  has  but  little  practice 
he  must  get  a  living  out  of  these  few  pa- 
tients, which  would  mean  increased  cost  of 
medical  care;  here  was  born  the  child  social- 
ized medicine. 

Four-Year  Medical  School 

I  am  unable  to  see  why  it  is  necessary  for 
the  University  of  North  Carolina  to  have  a 
four-year  medical  school  if  we  are  licensing 
145  doctors  yearly  and  losing  only  50.  We 
must  remember  that  Chapel  Hill  is  a  small 
town,  in  a  rural  section,  located  not  far  from 
two  outstanding  medical  schools.  How  or 
where  was  this  plan  started?  Where  was  it 
that  Governor  Broughton  first  publicly  an- 
nounced it?  I  can  assure  you  that  I  am  not 
prejudiced  in  this  matter  and  hold  no  brief 
against  Governor  Broughton  or  the  Univers- 
ity. In  a  heated  campaign  in  my  section  I  did 
all  I  could  in  supporting  Governor  Brough- 
ton's  nomination.  As  to  the  University,  I 
think  it  is  one  of  the  nation's  outstanding 
institutions.    I  attended   Wake   Forest  Col- 


lege, but  I  am  neither  a  Methodist  nor  a  ] 
Baptist.    I  sent  my  only  child  to  the  Uni- 
versity of  North  Carolina. 

There  are  many  other  phases  of  this  plan 
which  I  would  like  to  discuss  if  time  per-  J 
mitted,  particularly  the  Iowa,  Michigan  and   ! 
Louisiana  programs.    As  I  read  and  reason,  > 
they  are  shot  full  of  faults.   Our  committees 
that  investigated  these  programs,  I  sincerely 
believe,  did  the  best  they  could  under  the  cir- 
cumstances; but  they  got  their  information 
almost  wholly  from  the  full  time  paid  teach- 
ers and  officers  of  these  institutions.    I  see  i 
no  real  representation  of  the  rural  doctor,  D 
who  is  certainly  the  backbone  of  this  na- 
tion's medical  practice.  We  see  in  the  reports 
that  Duke  is  so  well  known  nationally  that 
North  Carolina  sons  do  not  attend  it  in  good 
number.   We  are  told  that  Bowman  Gray  is 
a  fine,  outstanding,  growing  institution,  but 
cannot,  along  with  Duke,  meet  the  medical 
needs  of  this  state.    They  went  over  to  the 
Medical  College  of  Virginia  in  Richmond,  a 
town  of  more  than  200,000  population  with 
an  unlimited  amount  of  clinical  material,  a 
recognized  medical  center,  and  say  that  it  is 
a  first-rate  institution,  and  is  doing  a  splen- 
did job,  but  that  "There  is  undoubtedly  some 
disadvantage  in  its  location  away  from  close 
association  with  a  university."""1  Why  have 
we  become  so  acutely  concerned  that  we  are- 
ready  to  say  that  a  medical  school  cannot 
render  its  best  service  unless  it  be  situated 
on  the  campus  of  a  state  university?   Let  us 
not  become  medically  clannish  or  undemo- 
cratic in  this  good  state  of  ours. 

Conclusion 

I  do  not  think  that,  in  the  midst  of  a  ter- 
rible war,  a  few  of  our  educational,  political 
and  medical  leaders  should  insist  on  putting 
us  statutorally  on  record  for  a  thing  that  has 
many  doubtful  angles.  It  is  only  fair  that 
we  mark  time  and  give  this  matter  due  con- 
sideration after  we  have  returned  to  a  period 
of  normalcy.  With  this  country  giving  the 
best  medical  service  of  any  nation  on  earth 
and  our  state  doing  as  good  as  the  best, 
with  the  lowest  death  rate  east  of  the  Mis- 
sissippi"", I  do  believe  that  we  are  attempt- 
ing to  go  too  far  in  these  unpredictable 
times.  We  should  not  let  our  heart  run  away 
with  our  head,  but  should  plant  our  feet  on 
firm  ground  of  practical  thinking. 

10.    Report    of    tlie    Subcommittee    To    Visit    State    I'niversity 

s.i is  of  Medicine   to  the  Committee  on   the   Four  Year 

Medical  School  for  the  University  and  Hospital   Facilities 
of  the  Governor's  Commission,  p.  86. 
i, ,i,i,.    Donnell    11.:    President's    Address'.    North    Carolina 
M.  J.    1:2m    (June)    1943. 
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News  Notes  From  the  State  Board 
of  Health 

During  the  past  twenty-five  years,  there  have 
been  more  than  6,500  deaths  from  whooping  cough 
in  North  Carolina.  Epidemics  have  occurred  in 
cycles,  incidence  in  some  years  being  comparatively 
light,  in  others  extremely  heavy. 

According  to  Dr.  C.  P.  Stevick,  State  Epidemi- 
ologist, "This  disease  is  one  of  the  most  important 
causes  of  death  in  the  United  States  in  small  chil- 
dren, and  at  present  outranks  all  other  infectious 
diseases  except  pneumonia.  The  case  fatality  rate 
for  all  ages  combined  is  less  than  1  per  cent  but 
may  be  as  high  as  25  per  cent  in  infants.  The  dis- 
ease is  considerably  more  severe  during  the  cold 
months,  due  to  respiratory  complications,  and  fre- 
quently in  the  hot  months  it  is  complicated  by  en- 
teritis . . . 

"Study  of  the  age  incidence  of  the  cases  during 
the  past  ten  years  shows  that  .95  per  cent  of  the 
total  occurred  under  1  year  of  age,  83.1  per  cent 
between  the  ages  of  1  and  9  years,  and  7.4  per  cent 
over  9  years.  Although  the  group  of  children  under 
1  year  who  have  had  whooping  cough  is  compara- 
tively small,  this  group  has  had  63.2  per  cent  of  all 
deaths  from  the  disease  for  the  ten  years,  1931- 
1940  . . . 

"Many  physicians  are  administering  pertussis  vac- 
cine at  every  opportunity  and  many  health  depart- 
ments are  providing  the  immunization  to  varying 
extents,  but  a  great  deal  remains  to  be  done  in  edu- 
cating the  public  to  take  advantage  of  the  benefits 
of  its  use,  and  in  setting  up  a  state-wide  program. 
The  same  decline  should  be  brought  about  in  this 
disease  as  has  been  obtained  in  diphtheria  and  ty- 
phoid." 

#     *     *     * 

At  a  recent  meeting  of  the  North  Carolina  State 
Nutrition  Committee,  composed  of  representatives 
of  more  than  thirty  state,  federal  and  local  depart- 
ments, institutions  and  agencies,  the  following  reso- 
lution was  passed: 

"WHEREAS,  an  official  report  has  been  published 
to  the  effect  that  a  larger  percentage  of  men  called 
in  the  Selective  Service  in  North  Carolina  were  dis- 
qualified because  of  physical  conditions  than  in  any 
other  state,  the  percentage  being  given  as  54  of 
each  100  called;  and  WHEREAS,  this  announcement 
has  been  received  with  both  a  deep  concern  and 
some  skepticism; 

"Therefore,  the  State  Nutrition  Committee  of 
North  Carolina  composed  of  eighty-three  members, 
representative  of  departments  and  divisions  of  State 
Government  and  other  public  and  many  voluntary 
groups  of  citizens,  in  meeting  assembled,  urge  that 
the  State  Health  Officer  call  upon  the  Selective 
Service  Administration  for  additional  data  rela- 
tive to  this  classification  of  the  State.  This  Reso- 
lution is  inspired  to  some  extent  by  the  feeling  in 
some  quarters  that  analysis  of  all  factors  may  prove 
the  relative  standing  of  the  State  to  be  inaccurate; 
but  it  is  inspired  more  powerfully  by  the  belief  that 
the  facts  are  important  enough  to  call  for  frank 
facing  of  them  with  the  view  to  a  constructive  pro- 
gram looking  to  their  improvement." 


Medicine  at  the  Bowman  Gray  School  of  Medicine. 
He  will  continue  his  studies  in  gastroenterology 
and  on  vitamins  and  their  clinical  application. 

*     *     *     * 

Dr.  George  Harrell  gave  the  annual  Alpha  Omega 
Alpha  Medical  Honor  Society  lecture  at  Harvard 
University  on  January  16.  His  subject  was  "Studies 
on  the  Pathogenesis  of  Sarcoid." 


Watts  Hospital  Symposium 

The  Second  Annual  Medical  and  Surgical  Sym- 
posium sponsored  by  the  Watts  Hospital  Staff  will 
be  held  at  the  Washington  Duke  Hotel  in  Durham 
February  14  and  15,  1945.  This  particular  symposi- 
um is  given  in  celebration  of  the  fiftieth  anniversary 
of  the  founding  of  Watts  Hospital.  For  hotel  reser- 
vations write  the  Manager,  Washington  Duke  Hotel, 
Durham,  North  Carolina. 


Edgecombe-Nash  Counties  Society 

At  the  December  meeting  of  the  Edgecombe-Nash 
Counties  Society  Dr.  C.  T.  Smith  discussed  "Sedi- 
mentation Rate."  Officers  elected  or  appointed  for 
1945  are  as  follows: 

President Dr.   Marvin  L.   Stone 

1st  Vice  President Dr.  John  E.   Wright 

2nd  Vice  President Dr.  Junius  R.  Vann 

Secretary-Treasurer  and  Editor.. ..Dr.  James  P.  Bunn 
Delegates  to  State  Society: 

(1)  Dr.  Newsom  P.  Battle 

(2)  Dr.  Clarence  W.  Bailey 
Alternate  Delegates: 

(1)  Dr.  Clairborne  T.  Smith 

(2)  Dr.  James  F.  Crumpler 
Board  of  Censors: 

(1)  Dr.   Margaret  Battle,   Chairman 

(2)  Dr.  Junius  R.  Vann 

(3)  Dr.  Adam  T.  Thorp 
Committees  Appointed  by   President 

Program (1)   Dr.  Clairborne  T.  Smith,  Chairman 

(2)   Dr.  Samuel  H.  Justa 
Assistant  Editor  of  Bulletin.  .Dr.  J.  Allen  Whitaker 


News  Notes  From  the  Bowman  Gray 

School  of  Medicine  of  Wake 

Forest  College 

Dr.    David    Cayer,   formerly   of   Duke    University, 
has  assumed    his   duties    as    Assistant    Professor   of 


News  Notes 

Major  Edward  T.  Harrison  of  High  Point  died  at 
the  Moore  General  Hospital,  Swannanoa,  in  De- 
cember. 

*     *     *     * 

Captain  Joy  V.  Sykes  of  Rocky  Mount  has  re- 
ceived an  honorable  discharge  from  the  army  and 
has  returned  to  his  home. 


Dr.  Lemuel  W.  Kornegay,  one  of  the  three  found- 
ers of  the  Rocky  Mount  Sanatorium,  died  recently 
after  a  three  year  illness. 


Dr.  Charles  Z.  Candler  of  Sylva,  an  Honorary 
Fellow  of  the  Medical  Society  of  the  State  of  North 
Carolina,  a  member  of  the  American  College  of 
Surgeons,  and  a  Senior  Fellow  of  the  Southeastern 
Surgical  Congress,  died  at  his  home  on  December  12. 
*     *     *     * 

Colonel  Lloyd  J.  Thompson,  MC,  Consultant  in 
Neuropsychiatry,  European  Theater  of  Operations, 
is  now  in  this  country  on  a  tour  of  temporary  duty 
at  the  Office  of  The  Surgeon  General. 
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Heart  Disease.  By  Paul  Dudley  White.  M.D.. 
Lecturer  in  Medicine,  Harvard  Medical 
School;  Physician  to  the  Massachusetts 
General  Hospital.  Boston.  Massachusetts. 
Ed.  3.  1025  pages.  Price.  S9.00.  New  York: 
The  Macmillan  Company,  1944. 

The  general  arrangement  of  this  volume  is  un- 
changed in  any  important  detail  since  the  second 
edition  appeared  in  1937.  Sections  on  graphic  reg- 
istration of  heart  sounds,  precordial  electrocardio- 
graphic leads,  gastrointestinal  disorders  simulat- 
ing cardiac  disease,  military  service,  and  pulmonary 
embolism  are  valuable  additions.  Of  exceptional  val- 
ue and  interest  is  a  new  chapter  entitled  "The  Range 
of  the  Normal  Heart."  which  deals  with  the  fre- 
quently encountered  and  ever  important  question  of 
differentiating  between  a  normal  heart  and  a  dis- 
eased one. 

Throughout,  where  structural  diseases  of  the 
heart  or  vascular  system  are  discussed,  the  ap- 
proach is  made  by  the  fundamental  consideration  of 
etiology,  pathology,  altered  physiology,  diagnosis 
and  treatment.  As  in  the  first  and  second  editions, 
the  author's  extensive  clinical  experience,  which  is 
indispensable  in  cardiovascular  research,  is  clearly 
in  evidence. 

Included  in  this  edition  are  some  of  the  excel- 
lently selected  historical  references  which  appeared 
in  the  first  edition  but  were  omitted  from  the  sec- 
ond edition.  Their  return  is  welcome. 

The  bibliography  is,  if  anything,  more  valuable 
than  before.  Classic  references  have  been  retained, 
obsolete  ones  omitted,  and  recent  contributions  listed 
separately  at  the  end  of  each  chapter. 

All  in  all.  this  volume  is  recommended  most  high- 
ly to  students,  practitioners,  and  specialists  in  cir- 
culatory diseases. 


Surgery  of  the  Hand.  By  Sterling  Bunnell, 
M.D.  734  pages  with  597  illustrations. 
Price.  S12.00.  Philadelphia:  J.  B.  Lippincott 
Company,  1944. 

A  truly  great  and  lasting  masterpiece  has  been 
produced  in  this  book.  The  work  is  divided  into  four 
parts,  the  first  dealing  with  phylogeny  and  compar- 
ative anatomy  and  with  the  normal  hand.  Except  for 
a  relative  lack  of  drawings  and  photographs  of  the 
normal  hand  and  its  anatomical  arrangement,  part 
one  of  this  excellent  monograph  is  complete  in  every 
detail. 

Part  two.  dealing  with  the  reconstruction  of  the 
hand  and  giving  detailed  consideration  to  all  the 
anatomical  components  of  the  part,  is  the  finest 
treatise  on  the  subject  yet  developed.  The  author 
draws  heavily  on  his  previous  work  concerning  this 
phase  of  surgery  of  the  hand,  and  his  discussion  re- 
veals his  extensive  knowledge  of  all  the  recent  work 
done  in  this  field. 

Injuries  and  infections  of  the  hand  are  covered  in 
great  detail  in  the  third  part  of  the  book.  Of  neces- 
sity much  of  the  discussion  is  based  on  the  old  ac- 
cented anatomical  and  surgical  precepts,  to  which 
the  author  has  added  many  new  ideas  of  great  prac- 
tical value. 

Part  four,  dealing  with  the  less  common,  but 
nonetheless  important  and  interesting  conditions 
affecting  the  hand,  is  interesting  reading,  and  con- 
tains a  relatively  concise  yet  complete  summary 
which  will  be  used   indefinitelv  for  reference. 


This  reviewer  has  only  two  minor  criticisms  to 
offer.  The  first  is  that  the  section  on  phylogeny  and 
comparative  anatomy,  although  its  importance  is 
recognized,  is  somewhat  less  interesting  to  the  gen- 
eral surgeon  than  is  the  remainder  of  the  book,  and 
might  perhaps  have  been  abbreviated  slightly.  Sec- 
ond, a  few  more  good  illustrations  and  actual  photo-  < 
graphs  added  to  the  excellent  ones  already  present 
would  increase  the  value  of  the  book. 

Surgery  of  the  Hand  should  be  classed  with  the 
great  in  its  field,  and  should  be  read  by  all  students 
of  medicine  and  surgery,  house  officers,  general 
practitioners,  and  surgeons.  It  will  without  doubt 
be  used  as  a  reference  for  many  years  by  all  men 
dealing  with  this  important  part   of  the  anatomy. 


Global  Epidemiology.  A  Geography  of  Dis- 
ease and  Sanitation.  By  J.  S.  Simmons.  M. 
D.,  Ph.D.,  Dr.  P.H.,  Sc.D.  (Hon.),  Tom  F. 
Whayne,  M.D..  G.  W.  Anderson,  M.D.,  Dr. 
P.H..  and  H.  M.  Horack.  M.D.  504  pages. 
Price,  S7.00.  Philadelphia:  J.  B.  Lippincott 
Company,  1944. 

The  present  war  is  being  fought  in  the  most  un- 
healthy areas  of  the  world,  where  diseases  of  all' 
types  are  rampant.  Many  of  these  diseases  are 
grouped  under  the  term  "tropical  medicine."  The 
transmission  of  such  diseases  is  dependent  on  the 
habits  of  people  and  the  habits  of  insects.  The 
habits  of  people  are  reflected  in  the  facilities  they 
have  prepared  for  maintenance  of  their  health.  The 
habits  of  insects  are  dependent  on  geography  and 
climate,  and  may  vary  tremendously  within  very 
short  distances,  so  that  control  measures  directed 
toward  one  species  will  be  totally  ineffective  against 
another.  For  these  reasons,  general  information  is 
not  adequate  to  care  for  the  health  of  people  resid- 
ing in  a  given  area.  This  volume  is  the  first  attempt 
to  gather  together  from  all  possible  sources,  medical 
and  lay.  accurate  detailed  information  which  will 
predict  the  problem  and  list  the  resources  of  differ- 
ent areas.  It  is  essential  for  people  entering  these 
areas  of  the  world  as  missionaries,  health  officers, 
or  businessmen,  to  have  this  information  at  hand. 
The  increasing  number  of  diseases  contracted  in  the 
tropics  which  will  be  seen  in  general  medical  prac- 
tice after  the  war  will  necessitate  some  source  book 
outlining  the  diseases  encountered  in  localities 
where  military  personnel  have  been  stationed.  This 
volume  fills  this  purpose  admirably,  pointing  out 
the  particular  dangers  to  people  who  have  been  resi- 
dents in  such  areas. 


Plaster  of  Paris  Technic.  By  Edwin  O. 
Geckeler,  M.D..  Associate  Professor  of  Or- 
thopedic Surgery  and  Chief  of  the  Fracture 
Service.  Hahnemann  Medical  College  and 
Hospital,  Philadelphia.  220  pages  with  208 
illustrations.  Price,  $3.00.  Baltimore:  The 
Williams  and  Wilkins  Co.,  1944. 

This  book,  a  well  written  manual  on  "the  art  of 
using  plaster  of  Paris  skilfully,"  serves  its  purpose 
quite  adequately.  The  author,  in  his  preface,  states 
that  "orthopedic  technic  and  the  reduction  of  frac- 
tures have  been  intentionally  avoided  in  this  book, 
as  its  scope  includes  only  the  application  of  plaster 
of  Paris."  It  begins  where  the  standard  works  on 
orthopedics  end. 

The  contents  include  discussions  on  general  meth- 
ods  of  applying  plaster  and   the  forms  of   plaster 
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used  in  surgery,  a  particularly  valuable  chapter  on 
errors  and  difficulties  in  the  application  of  plaster, 
a  discussion  of  the  technique  of  pattern  plaster,  and 
chapters  on  the  application  of  plaster  to  the  spine, 
the  shoulder  and  upper  limb,  and  the  pelvis  and 
lower  limb.  Discussions  on  the  uses  of  plaster  in  war 
surgery  and  in  the  treatment  of  compound  frac- 
tures,  osteomyelitis,   and   burns  are   included. 

Each  chapter  is  followed  by  a  series  of  photo- 
graphic reproductions,  illustrating  steps  in  the  ap- 
plication of  plaster  as  discussed,  and  including  il- 
lustrations of  errors  and  poorly  applied  plaster. 
With  trip-hammer  regularity  the  author  warns 
against  common  and  frequent  pitfalls  which  must 
be  avoided. 

This  book  is  recommended  to  all  medical  students 
and  particularly  to  house  officers,  to  whom  the  prob- 
lem of  the  application  of  plaster  of  Paris  is  one  of 
great  concern. 


Control  of  Pain  in  Childbirth.  By  Clifford 
B.  Lull,  M.D.,  Clinical  Professor  of  Obstet- 
rics, Jefferson  Medical  College;  Chief  of 
Service,  Obstetrics  and  Gynecology,  Phila- 
delphia Lying-in  Unit,  Pennsylvania  Hos- 
pital; and  Robert  A.  Hingson,  M.D.,  Sur- 
geon, U.  S.  Public  Health  Service;  Director, 
Post-Graduate  Medical  Course,  Philadelphia 
Lying-in  Unit,  Pennsylvania  Hospital;  with 
an  introduction  by  Norris  W.  Vaux,  Obstet- 
rician-in-Chief,  Philadelphia  Lying-in  Unit, 
Pennsylvania  Hospital.  356  pages.  100  il- 
lustrations in  black  and  white,  32  in  color. 
Price,  $7.50.  Philadelphia:  J.  B.  Lippincott 
Company,  1944. 

The  authors  state  that  their  purposes  in  writing 
this  book  were  fourfold:  "(1)  The  correlation  of  the 
pharmacologic  action  of  the  various  drugs  on  both 
maternal  and  fetal  organ  structures;  (2)  the  re- 
evaluation  of  indicated  and  contraindicated  drug 
combinations  in  cases  with  known  maternal  or  fetal 
abnormality  or  disease;  (3)  the  selection  of  the  type 
of  pain  relief  best  suited  to  the  mother's  physical 
and  emotional  status;  and  (4)  the  perfection  and 
simplification  of  technic  through  full  utilization  of 
the  allied  basic  medical  sciences  to  the  end  that 
the  greatest  possible  maternal  and  fetal  welfare 
may  be  atttained."  They  include  a  complete  review 
of  all  the  drugs  which  have  been  used  in  the  con- 
trol of  pain  in  childbearing,  and  a  full  resume  of 
the  pharmacological  action  of  each.  The  dosage  and 
method  of  use  of  each  drug  are  reviewed. 

The  section  on  caudal  anesthesia  occupies  a  large 
portion  of  the  book,  and  contains  a  complete  re- 
view of  the  literature  on  this  new  method  of  pain 
relief  in  obstetrics.  A  detailed  outline  of  technique 
is  given,  and  the  various  modifications  which  have 
been  offered  are  covered.  The  contraindications  to 
the  use  of  caudal  anesthesia  are  also  considered. 

A  just  criticism  of  this  book  is  that  the  authors 
are  overenthusiastic  about  almost  all  forms  of  ob- 
stetrical analgesia  and  anesthesia.  In  the  section 
on  "Technics  for  Seminarcosis  and  Twilight  Sleep 
with  Scopolamine"  the  principal  disadvantage  of  this 
method  is  mentioned  in  one  sentence:  "the  all-too- 
frequent  birth  of  blue  babies,  some  of  whom  died, 
induced  the  leading  obstetricians  to  search  for  a 
substitute  for  morphine,  which  was  felt  to  be  the 
cause  of  this  as  well  as  a  few  other  undesirable 
effects."  This  brief  criticism  is  lost  in  the  enthusi- 
astic reports  of  Polak  and   Matthews,   Kolde,  Ara- 


now,  and  others.  The  latest  reference  in  this  sec- 
tion is  to  an  article  by  Moore  which  appeared  in 
1927;  the  majority  are  from  journals  of  1910-1918. 

The  section  on  control  of  pain  in  maternal  com- 
plications is  interesting;  the  authors  touch  upon 
numerous  constitutional  problems,  including  the 
toxemias  of  pregnancy,  heart  disease,  and  blood 
dyscrasia. 

The  book  represents  the  most  complete  review  of 
caudal  anesthesia  which  has  appeared,  and  is  of  par- 
ticular value  to  one  interested  in  this  procedure. 


JANE  TODD  CRAWFORD  MEMORIAL 

In  these  days  when  surgery  is  taken  as  a 
matter  of  course,  very  few  people  outside  of 
the  medical  profession  know  the  story  of 
the  first  major  surgical  operation  performed 
in  this  country. 

On  Christmas  Day,  1809,  in  the  town  of 
Danville,  Kentucky,  Dr.  Ephraim  McDowell 
removed  a  tumor  weighing  23  pounds  from 
Mrs.  Jane  Todd  Crawford.  Mrs.  Crawford, 
already  the  mother  of  four  children,  was 
thought  by  her  doctors  to  be  pregnant  again. 
However,  after  a  year  passed  and  it  was  ob- 
vious that  she  was  suffering  from  some 
malady,  her  physicians  called  in  Dr.  Mc- 
Dowell, who  had  studied  in  Scotland.  Mrs. 
Crawford  lived  in  Greensburg,  60  miles 
south  of  Danville — a  great  distance  for  a 
doctor  to  travel  in  1809. 

After  examining  Mrs.  Crawford  he  said, 
"Madam,  you  cannot  live  in  this  condition." 
She  begged  him  to  help  her  for  the  sake  of 
her  children.  He  told  her  to  come  to  Dan- 
ville, where  he  would  do  something  that  had 
never  been  done  before — make  an  incision 
in  her  abdomen  and  remove  the  growth.  Jane 
Todd  Crawford,  realizing  the  seriousness  of 
her  condition,  rode  the  60  miles  on  horse- 
back, trusting  in  God  and  Dr.  McDowell.  The 
operation  was  performed  in  his  office,  with- 
out an  anesthetic.  Mrs.  Crawford  sang 
hymns  and  repeated  Psalms  as  the  doctor 
worked. 

When  someone  asked  Dr.  McDowell  if  he 
were  not  proud,  he  replied  that  he  was 
humble  and  grateful  to  God  that  she  was 
alive.  Some  said  that  another  miracle  had 
occurred  on  Christmas  Day,  just  as  now  are 
happening  daily  miracles  of  courage  and 
skill.  Dr.  Ephraim  McDowell  was  a  brave 
man  and  Jane  Todd  Crawford  was  a  brave 
woman,  truly  called  the  "pioneer  heroine  of 
surgery." 
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American  College  of  Surgeons 

Announces  1944  Approved  List 

of  Hospitals 

The  American  College  of  Surgeons  announces  that 
3,152  hospitals  in  the  United  States  and  Canada  are 
included  in  the  1944  Approved  List.  The  list  is  pub- 
lished in  the  annual  Approval  Number  of  the  Col- 
lege Bulletin,  issued  December  31. 

A  total  of  3,911  hospitals  were  included  in  the 
1944  survey,  and  the  approved  hospitals  represent 
80.6  per  cent. 

Two  hundred  and  thirty-one  hospitals  in  the 
United  States  and  Canada  have  been  approved  for 
graduate  training  in  general  surgery  and  the  sur- 
gical specialties.  As  a  result  of  the  1944  survey, 
nine  additions  to   the  Approved   List   were  made. 

Hospitals  approved  for  graduate  training  in  North 
Carolina  are: 
Durham 

Duke   Hospital — 554    beds — General    Surgery.    Or- 
thopedic    Surgery,      Urology,     Obstetrics     and 
Gynecology.  Ophthalmology  and  Otolaryngology 
Winston-Salem 

North   Carolina   Baptist   Hospital — 270   beds 
— General   Surgery 


Nineteenth  Annual  Session  of  National 

Conference  on  Medical  Service  Set 

for  Chicago  February  11,  1945 

Postwar  distribution  of  medical  care  will  be  the 
theme  for  the  nineteenth  annual  session  of  the  Na- 
tional Conference  on  Medical  Service  to  be  held  in 
the  Red  Lacquer  Room  of  the  Palmer  House  in 
Chicago,  Sunday,  February  11.  1945. 

Medical  legislation,  physical  fitness  program,  re- 
habilitation of  veterans,  latest  word  from  the  Wash- 
ington front,  relationship  between  labor  and  farm 
groups  and  medicine  are  among  the  topics  to  be  dis- 
cussed by  nationally  known  speakers  who  will  ap- 
pear on  the  program.  Also  listed  on  the  program 
will  be  an  open  discussion  on  prepayment  medical 
plans,  the  principal  advantages  and  defects  of  both 
service  and  indemnity  types  of  insurance  being  pre- 
sented. Congressman  Arthur  L.  Miller  of  Nebraska, 
author  of  the  Miller  Bill  to  unify  certain  health 
services,  is  to  be  among  the  speakers. 

All  members  of  the  American  Medical  Associa- 
tion are  invited  to  attend. 

Detailed  programs  of  the  conference  are  ready 
and  may  be  obtained  through  any  member  of  the 
executive  committee  or  by  writing  Cleon  A.  Nafe, 
M.D.,  secretary.  National  Conference  on  Medical 
Service.  822  Hume  Mansur  Building,  Indianapolis  4, 
Indiana. 


Catalogue  of  Technical  Books 

A  new  catalogue  of  technical  books  has  just  been 
issued  by  The  Chemical  Publishing  Co.,  Inc.,  26 
Court  Street.  Brooklyn  2,  N.  Y.  This  catalogue  in- 
cludes the  latest  books  on  chemistry,  technology, 
physics,  general  science,  mathematics,  engineering, 
foods,  formularies,  drugs  and  cosmetics,  gardening, 
medicine,  metals,  technical  dictionaries,  etc. 

This  catalogue,  conforming  with  the  requests  of 
technical  and  scientific  workers  and  librarians,  gives 
the  date  of  publication  of  each  book  as  well  as  price, 
number  of  pages,  detailed  descriptions  and  full  table 
of  contents. 

A  copy  of  this  catalogue  will  be  sent  free  to  every- 
one who  is  interested  in  keeping  up  with  the  latest 
technical  and  scientific  progress. 


OFFICE  OF  THE  SURGEON  GENERAL 

Reduction  in  the  Medical  Corps 
of  the  Army 

A  moderate  reduction  in  numbers  of  Army  Medi- 
cal Corps  officers  is  necessary  in  order  to  remain 
within  presently  allotted  ceilings,  the  Office  of  The 
Surgeon  General  has  announced.  The  need  for  Med- 
ical Corps  Officers  in  senior  grades  who  are  assigned 
principally  to  administrative  duties  is  less  acute 
than  formerly. 

A  Board  of  officers  recently  appointed  in  the 
Office  of  The  Surgeon  General  is  carefully  consider- 
ing the  physical  and  other  qualifications  of  all  Med- 
ical Corps  officers  of  the  various  components  of  the 
Army  and  their  essentiality  to  the  war  effort. 

As  a  result  of  this  Board's  study,  it  is  anticipated 
that  a  number  of  separations  of  the  above  group 
will  occur  in  the  moderately  near  future.  Regular 
Medical  Corps  officers  will  be  accorded  retirement 
privileges  under  the  provisions  of  Section  II.  Ar. 
605-245,  June  17,  1941,  and  Reserve.  National  Guard, 
and  AUS  Medical  Corps  officers  will  be  given  the 
opportunity  of  returning  to  the  practice  of  medicine 
in  a  civilian  status  by  relief  from  active  duty  or 
discharge. 


Honorary  Degree  for  DDT  Research 
Director 

Geigy  Company,  Inc..  New  York  dyestuff  house, 
has  received  a  cable  from  Switzerland  announcing 
that  Basle  University  has  conferred  the  honorary 
degree  of  Doctor  of  Medicine  upon  Paul  Laeuger. 
Technical  Director  of  J.  R.  Geigy,  the  Swiss  parent 
organization,  which  brought  out  the  insecticidal 
properties  of  DDT.  The  award  to  Laeuger  was  made 
for  his  work  in  Gesarol,  Neocid  and  other  DDT 
compositions. 


American  Scientists  Aid  Egyptians 

Dr.  Maurice  L.  Tainter,  director  of  research,  and 
Dr.  Chester  M.  Suter,  director  of  chemical  research 
of  the  Winthrop  Chemical  Company,  Inc.,  Rens- 
selaer, N.  Y.,  and  New  Y'ork  City,  have  arrived  in 
Cairo  to  assist  in  new  research  on  tropical  disease? 
on  invitation  of  the  Egyptian  government,  it  is  an- 
nounced by  Dr.  Theodore  G.  Klumpp,  president.  The 
two  American  scientists  will  spend  several  months 
abroad,  he  said.  Their  investigations  will  include 
studies  on  malaria,  schistosomiasis,  a  liver  infesta- 
tion, and  trachoma,  an  eye  disease. 


"Your  Doctor  Speaks" 

War-busy  physicians  who  would  like  to  interpret 
many  medical  developments  to  their  patients  but  are 
prevented  by  the  sheer  lack  of  available  time,  will 
be  interested  in  the  broad  new  educational  campaign 
created  by  The  Upjohn  Company. 

The  campaign  takes  recent  medical  developments, 
often  of  life-saving  value  to  the  American  public, 
and  presents  the  facts  simply  and  attractively.  The 
effort  is  made  to  give  information  of  immediate 
practical  help,  based  on  sound  medical  principles, 
and  carrying  a  hopeful  note. 

Each  educational  piece  is  illustrated  by  a  vividly 
characteristic  painting,  executed  by  a  top  American 
artist.  These  fine  oil  paintings  will  be  reproduced  in 
full  color  pages  i  n  The  Saturday  Evening  Post. 
Time.  Life  and  other  national  magazines.  It  is  esti- 
mated that  more  than  ten  million  people  will  see  each 
message,  and  so  receive  timely  advice  to  seek  and 
help  their  doctor  in  the  control  of  disease. 
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COMPENSATION  OF  RENAL  METABOLIC  DYSFUNCTION 

Treatment  of  Kidney  Disease  and  Hypertensive 
Vascular  Disease  with  Rice  Diet,  III 

Walter  Kempner,  M.D. 
Durham 


In  kidney  disease,  there  may  be  impair- 
ment of  both  the  excretory  and  the  metabolic 
functions  of  the  kidney,  or  of  either  one 
alone. 

In  previous  papers'11,  experiments  with  the 
Warburg  technique  were  published  which 
show  that  the  metabolic  reactions  of  surviv- 
ing isolated  kidney  cells — for  example,  de- 
amination  of  amino  acids,  formation  of  am- 
monia, oxidation  of  keto-acids  —  can  be 
altered  quantitatively  or  qualitatively,  re- 
versibly  or  irreversibly  (as  by  changes  in 
the  oxygen  concentration  of  the  cell  milieu). 
On  the  basis  of  these  experiments,  the  im- 
pairment of  the  renal  metabolic  function  was 
emphasized  as  an  important  factor  in  con- 
ditions such  as  uremic  azotemia  and  acidosis. 

This  view  seems  to  be  supported  by  clini- 
cal observation.  Two  case  histories  may 
serve  as  examples.  A  21  year  old  girl  with 
mercury  bichloride  poisoning,  who  subse- 
quently made  a  very  good  recovery,  was 
completely  anuric  for  four  days,  and  from 
the  fifth  to  the  seventh  day  passed  an  aver- 
age of  only  128  cc.  of  urine  per  day.  In 
spite  of  the  very  limited  excretion  (a  total 
of  385  cc.  of  urine  in  seven  days),  the  non- 


From   the   Department   of  Medicine,   Duke    University   School 
of  Medicine,  Durham,   N.  C. 

1.  Kempner,  W.:  (a)  Anoxemia  of  the  Kidney  as  a  Cause  of 
Uremic  Acidosis:  Inhibitory'  Effect  of  Low  Oxygen  Tension 
on  the  Deamination  of  Amino  Acids  in  Kidney  Tissue, 
Am.  J.  Physiol.  123:117-118  (July)  1938;  (b)  Verminderter 
Sauerstoffdruck  in  der  Niere  als  Ursache  rier  "reversiblen" 
uraemischen  Acidose,  Klin.  Wchnschr.  17:971-1)73  (July  9) 
193s;  (c)  Inhibitory  Effect  of  Low  Oxygen  Tension  on 
the  Deamination  of  Amino  Acids  in  the  Kidney,  J.  Biol. 
Cliem.  124:229-235  (June!  1938;  (d)  The  Role  of  Oxygen 
Tension  in  Biological  Oxidations,  Cold  Spring  Harbor 
Symposia  on  Quantitative  Biology  7:2(19-283.  New  Bedford, 
Mass.,  The  Darwin  Press,  1939. 


protein  nitrogen,  which  was  measured  daily 
during  these  seven  days,  averaged  only  87 
mg.  per  100  cc.  of  blood  and  was  never  high- 
er than  120  mg.  (on  the  seventh  day).  The 
second  patient,  who  subsequently  died,  had 
chronic  glomerulo-nephritis.  He  had  a  urine 
output  of  1200-1500  cc.  per  day,  but  his  non- 
protein nitrogen  was  more  than  200  mg.  per 
100  cc.  of  blood. 

In  the  first  patient,  there  was  no  impair- 
ment of  the  metabolic  function  of  the  kidney, 
though  the  excretion  of  urine  was  almost 
completely  suppressed.  There  was  no  rise  in 
blood  pressure,  no  retinopathy.  In  the  sec- 
ond patient,  the  excretory  function  of  the 
kidney  was  relatively  satisfactory;  with  a 
protein  intake  of  about  20  Gm.  in  twenty- 
four  hours,  the  urinary  excretion  in  twenty- 
four  hours  was  3.7  Gm.  of  urea  nitrogen, 
5  Gm.  of  total  nitrogen.  The  metabolic 
function  of  the  kidney,  however,  was  inade- 
quate, and  there  resulted  hypertension, 
retinopathy  and  a  nonprotein  nitrogen  level 
considerably  higher  than  that  of  the  first 
patient,  whose  urinary  nitrogen  excretion 
was  0. 

That  renal  excretory  insufficiency  does  not 
play  a  decisive  role  in  the  production  of  renal 
hypertension  was  shown  by  the  experimental 
work  of  Goldblatt121.  Constriction  of  the 
main  renal  arteries  may  cause  persistent 
hypertension   without   disturbance  of  renal 

2.  (a)  Goldblatt,  H..  Lynch.  J..  Hanzal.  R.  F..  and  Summer- 
ville.  W.  W.:  Studies  on  Experimental  Hypertension  I, 
J.  Exper.  Med.  59:347-379  (March)  1984:  (b)  Goldblatt, 
H.:  Experimental  Hypertension  Induced  by  Renal  Ische- 
mia: Harvey  Lecture,  Bull.  New  York  Acad.  Med.  11:523- 
553    (Sept.)    1938. 
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excretory  function.  In  some  of  the  experi- 
mental hypertensive  animals  which  had  no 
apparent  renal  excretory  insufficiency,  de- 
generative disease  of  the  retinal  arterioles 
developed. 

If,  for  the  moment,  we  disregard  the  renal 
excretory  function  and  consider  the  kidney 
only  as  an  organ  of  metabolism  we  can  as- 
sume, as  a  basis  for  experimental  approach, 
that  pathological  conditions  in  the  kidney 
may  lead  to  the  following  changes: 

(a)  Substances  which  are  normally  re- 
moved by  the  kidney  cell  metabolism  may  in- 
crease in  amount  in  the  blood  or  tissue  fluids. 

(b)  Substances  which  are  normally  pro- 
duced by  the  kidney  cell  metabolism  may  de- 
crease in  amount. 

(c)  Some  of  the  substances  normally  me- 
tabolized by  the  kidney  cells  may  be  metab- 
olized vicariously  by  the  liver  cells,  with  a 
resulting  increase  in  the  metabolic  products 
of  the  liver  cells,lb'd:31. 

(d)  "Abnormal"  substances  may  appear 
in  blood  or  tissue  fluids  which  under  physio- 
logical conditions  exist  only  in  an  intermedi- 
ary, non-apparent  phase  of  the  kidney  cell 
metabolism,  since  normally  they  are  imme- 
diately further  metabolized  to  harmless  end 
products. 

If  we  assume  that  some  of  these  "abnor- 
mal" substances  which  appear  when  the  met- 
abolic function  of  the  kidney  cells  is  dis- 
turbed are  "harmful"  and  play  a  role  either 
directly  or  indirectly  in  the  development  of 
hypertension,  vascular  retinopathy,  enceph- 
alopathy, heart  lesions,  and  new  kidney  dis- 
ease, the  working  hypothesis  suggests  itself: 
That  the  ordinary  mixed  diet  may  contain 
constituents  which  increase  the  production 
of  these  "abnormal,"  harmful  substances  by 
the  diseased  kidney  cells. 

Starting  from  this  working  hypothesis,  we 
have  tried  to  compensate  renal  metabolic 
dysfunction  by  replacing  the  ordinary  mixed 
diet  with  a  diet  limited  to  rice,  sugar,  fruit 
and  fruit  juices,  supplemented  by  vitamins 
and  iron'4).*  The  purpose  of  this  paper  is  to 
describe  the  effects  obtained  with  this  rice- 

3.  Kempner.  W. :  Discussion  note.  Clinico-Patholo?ical  Con- 
ference. North  Carolina   M.  J.   4:227-2.'-    (June)    1943. 

4.  Kempner.  W. :  (a)  Treatment  of  Kidney  Disease  and 
Hypertensive  Vascular  Disease  with  Rice  Diet.  North  Caro- 
lina  M.  J.  5:125-138    (April):    (hi    273-274   (July)    1911. 

*The  patient  should  receive  daily  as  minimal 
doses:  Vitamin  A,  5000  units;  vitamin  D.  1000  units; 
thiamine  chloride,  5  mg.;  riboflavin,  5  mg.;  niacina- 
mide, 25  mg. ;  calcium  pantothenate,  2  mg.;  ferrous 
sulfate,  0.6  Gm. 


fruit-sugar  diet.  The  therapeutic  possibilities 
and  limitations  of  similar  diets  or  diet  com- 
binations will  not  be  discussed  here. 

It  is  not  a  new  experience  that  special 
diets  are  burdensome,  and  require  the  faith- 
ful cooperation  of  physician  and  patient.  The 
rice-fruit-sugar  diet  is  certainly  no  excep- 
tion, but  it  must  be  repeated  that  "if  there 
is  a  choice  between  an  unpleasant  diet  on 
the  one  side  and  cardiac  failure,  uremia,  en- 
cephalopathy or  blindness  on  the  other  side, 
the  diet  is  the  lesser  evil."Hbl 

The  rice-fruit-sugar  diet,  which,  for  the 
sake  of  brevity,  will  be  referred  to  as  "the 
rice  diet."  contains  in  2000  calories  about 
20  Gm.  of  protein,  5  Gm.  of  fat,  460  Gm.  of 
carbohydrate,  0.2  Gm.  of  sodium  and  0.15 
Gm.  of  chloride.  Patients  with  marked  hypo- 
chloremia,  or  with  symptoms  of  salt  depriva- 
tion, are  given  extra  sodium  chloride  in 
small  amounts,  or  hydrochloric  acid.  The 
fluid  intake  is  usually  limited  to  700-1000 
cc.  of  fruit  juices  per  day  (no  water). 

Dry  rice  contains  about  350  calories  per 
100  Gm.  The  average  patient  can  eat  300 
Gm.,  or  10  ounces  daily,  which  will  provide 
about  1050  calories:  the  remaining  900  or 
1000  calories  must  be  supplied  by  the  liberal 
use  of  sugar  and  fresh  or  preserved  fruits. 
All  fruits  are  allowed,  with  the  exception  of 
nuts,  dates,  avocados,  and  any  dried  or 
canned  fruit,  or  fruit  derivatives,  to  which 
substances  other  than  sugar  have  been 
added.  Xo  salt  is  permitted.  All  fruit  juices 
are  allowed,  but  tomato  or  vegetable  juices 
are  not.  Brown  or  white  sugar  may  be  used 
ad  libitum.  Any  kind  of  rice  is  used.  The 
rice  is  boiled  or  steamed  in  plain  water  or 
fruit  juices,  without  salt,  milk  or  fat. 

The  palatability  of  rice  depends  to  some 
extent  upon  the  way  in  which  it  is  cooked. 
Patients,  of  course,  vary  in  their  tastes; 
some  prefer  it  dry,  each  grain  standing 
apart,  while  others  prefer  it  rather  wet.  If 
ordinary  white  rice  is  used,  it  may  be  added 
slowly  to  boiling  water  and  boiled  for  about 
twenty  minutes,  then  drained  in  a  colander, 
washed  with  hot  water,  and  either  served 
at  once  or  steamed  for  fifteen  or  twenty 
minutes.  If  wet  rice  is  preferred,  the  wash- 
ing with  hot  water  is  omitted.  A  little  in- 
genuity in  the  use  of  sugar,  sliced  and  pre- 
served fruits,  and  so  forth,  will  be  rewarded. 
Some  patients  who  object  to  the  sweet  taste 
find  the  use  of  lemon  juice  helpful.  Most  pa- 
tients accustom  themselves  to  the  rice  diet, 
and  some  even  like  it. 
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It  is  not  unusual  for  the  weight  to  de- 
crease more  or  less  markedly  during  the  first 
twenty  days.  The  reason  for  this  weight  loss 
may  be  that  the  amount  of  food  given  does 
not  cover  the  caloric  requirements;  in  such 
cases,  the  amount  of  food  must  be  increased, 
unless  reduction  of  weight  is  indicated.  An- 
other reason  may  be  that  the  patient  does 
not  eat  the  full  amount  of  his  diet  during  the 
first  period  of  adjustment.  The  most  fre- 
quent cause  is  the  loss  of  visible  or  invisible 
edema ;  one  patient  with  marked  edema,  for 
example,  lost  63  pounds  within  the  first  six- 
teen days  on  the  diet. 

During  the  first  few  weeks  of  the  rice 
regime  hospitalization  greatly  facilitates  the 
study  and  treatment  of  the  patient,  but  rest 
in  bed,  unless  the  severity  of  the  disease  de- 
mands it,  is  neither  necessary  nor  desirable. 

A  great  number  of  patients  on  the  rice  diet 
have  experienced  marked  relief  from  giddi- 
ness, headache,  mental  sluggishness  and  de- 
pression, and  easy  fatigability.  Such  sub- 
jective improvement  has  not  been  accepted 
as  evidence  of  successful  therapy ;  only  ob- 
jective results,  such  as  loss  of  edema  and 
changes  in  urine  and  blood  chemistry  find- 
ings, in  blood  pressure,  eyegrounds,  heart 
size,  and  electrocardiograms,  have  been  used 
to  determine  the  effect  of  the  treatment. 

For  some  of  the  patients  who  had  shown 
satisfactory  improvement,  the  diet,  after  a 
time,  was  modified  by  the  addition  of  non- 
leguminous  vegetables  or  small  amounts  of 
potatoes,  lean  beef,  chicken,  fish,  or  eggs 
(everything  prepared  without  salt  or  fat). 
This  was  usually  done  on  the  insistence  of 
the  patient.  It  must  be  borne  in  mind,  how- 
ever, that  even  these  slight  modifications 
change  the  character  of  the  diet  and  may 
spoil  the  entire  effect.  Where  a  critical  con- 
dition of  kidney,  heart  or  retina  exists,  any 
compromise  may  be  too  much,  and  the  pa- 
tient may  have  to  pay  for  the  few  exceptions 
made  with  the  reappearance  of  all  the  signs 
and  symptoms  of  the  disease.  In  such  cases, 
the  strict  diet  should  be  continued  indefi- 
nitely, just  as  liver  is  continued  in  pernicious 
anemia  and  insulin  in  diabetes. 

It  must,  however,  be  emphasized  that 
even  in  the  less  serious  cases  the  "modified" 
rice  diet,  though  still  preferable  to  other 
diets  of  low  protein,  fat  and  salt  content, 
cannot  replace  in  effectiveness  the  strict  rice 
diet  and  should  be  used  with  caution.  Each 
patient,  preferably  while  in  the  hospital, 
should   be   individually   "regulated"   on   the 


modified  diet  by  being  allowed  only  so  much 
additional  food  as  he  can  take  without  re- 
acting unfavorably  with  changes  in  blood 
pressure,  heart  size,  electrocardiogram,  non- 
protein nitrogen,  and  so  forth.  This  will  be 
further  illustrated  in  the  case  histories  and 
charts. 

The  diet  was  used  in  the  treatment  of  213 
patients  in  whom  insufficiency  of  the  met- 
abolic function  of  the  kidney  either  was  evi- 
dent or  could  not  be  ruled  out.  Eighty-three 
patients  had  "primary"  kidney  disease  (7 
patients  acute  glomerulonephritis,  73  chronic 
glomerulonephritis,  chronic  pyelonephritis, 
or  nephrolithiasis,  2  lupus  erythematosus, 
and  1  polycystic  kidney  disease).  One  hun- 
dred and  thirty  patients  were  listed  under 
the  diagnosis  of  "hypertensive  vascular  dis- 
ease" ;  67  of  them  showed  no  conclusive  evi- 
dence of  renal  excretory  dysfunction,  63  had 
definite  "secondary"  kidney  involvement — ■ 
that  is,  one  or  several  of  the  following  find- 
ings :  phenolsulfonphthalein  excretion  in  two 
hours  below  50  per  cent,  urea  clearance  be- 
low 50  per  cent,  nonprotein  nitrogen  above 
40  mg.  per  100  cc.  of  blood,  more  than  0.8 
Gm.  of  albumin  per  1000  cc.  of  urine,  range 
in  specific  gravity  (concentration-dilution 
test)  of  less  than  0.012,  5  red  blood  cells  or 
3  granular  casts  per  high  power  field.  The 
diet  was  used  for  periods  varying  from  four 
days  to  thirty-two  months;  after  two  to  five 
months  some  of  the  modifications  listed  were 
permitted  in  most  cases. 

The  diet  has  been  ineffective  in  75  of  the 
213  patients  treated  (35  per  cent),  if  we 
judge  according  to  rigid  standards  and  in- 
clude 27  patients  who  were  in  a  critical  con- 
dition when  started  on  the  diet  and  who  died 
after  an  average  period  of  twenty-five  days. 
In  138  of  the  213  patients  (65  per  cent)  the 
diet  has  proved  to  be  beneficial.  In  no  in- 
stance has  it  been  harmful ;  careful  medical 
supervision,  however,  including  control  of 
blood  and  urine  chemistry,  is  essential. 

Protein  Requirements  of  Patients 
on  Rice  Diet 

We  were  afraid  that  the  small  amount  of 
protein  contained  in  the  rice  diet  would  lead 
to  a  depletion  of  the  plasma  proteins  and 
to  a  decrease  in  hemoglobin ;  but  we  were 
willing  to  take  these  risks,  since  we  thought 
that  such  deficiencies  could  be  corrected  at 
some  later  stage  after  the  imminent  danger 
of  uremic  or  cardiac  death  or  of  blindness 
had    been    overcome.    The    determinations, 
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however,  showed  that  the  rice  diet  did  not 
cause  depletion  of  the  plasma  proteins  or 
decrease  in  the  hemoglobin. 
Urinary  nitrogen  excretion 

With  the  reduced  protein  and  high  carbo- 
hydrate intake  of  the  rice  diet,  the  total 
nitrogen  excretion  in  the  urine  decreases  to 
a  level  considerably  below  that  found  in 
complete  fasting.  Three  hundred  and  three 
determinations  of  the  total  nitrogen  excre- 
tion in  the  urine  of  82  patients  with  kidney 
disease  (whose  nonprotein  nitrogen  was  not 
above  50  mg.  per  100  cc.  of  blood)  or  with 
"hypertensive  vascular  disease,"  before  and 
after  they  had  received  the  rice  diet  for 
varying  periods  of  time,  are  summarized  in 
table  1. 

TABLE   1 
Nitrogen  Excretion  in  Urine 


Period 

on 
rice  diet 

Xumber 

of 
patients 

Xuntbt  r 

of 
determi- 
nations 

Gm.  total 
nitrogen 
per  1000  cc. 
of  urine 
(average) 

<,,„  fatal 
nitrogen 
excreted  in 
ii  hours 
(average) 

0 

55 

64 

7.09 

7.60 

1-14  days 
15-30  days 

52 

46 

90 
55 

5.10 
3.59 

4.83 
3.60 

1-2  months 

26 

33 

3.12 

2.93 

Over  2  months 

32 

61 

2.26 

2.26 

In  many  instances  the  protein  intake  be- 
fore the  beginning  of  the  diet  had  been 
limited,  either  because  the  patients  were  too 
ill  to  eat  the  full  amount  of  a  mixed  diet,  or 
because  they  had  received  other  low  protein 
diets.  (The  regular  hospital  diet  contains 
about  65  Gm.  of  protein.)  Consequently,  the 
nitrogen  excretion  in  the  urine  before  the 
beginning  of  the  rice  diet  was  relatively  low, 
averaging  7.09  Gm.  per  1000  cc,  7.6  Gm.  in 
twenty-four  hours. 

After  two  months  of  rice  diet,  the  nitrogen 
excretion  in  the  urine  averaged  2.26  Gm.  per 
1000  cc,  2.26  Gm.  in  twenty-four  hours. 
If  an  allowance  of  0.9  Gm.  per  twenty-four 
hours  is  made  for  the  excretion  of  nitrogen 
other  than  that  excreted  in  the  urine,  the 
total  nitrogen  loss  in  twenty-four  hours  is 
about  3.16  Gm.  With  a  daily  intake  of 
3.2  x  6.25  =  20  Gm.  of  protein,  these  pa- 
tients are  in  protein  equilibrium. 
Plasma  proteins 

The  rice  diet  does  not  cause  depletion  of 
the  plasma  proteins.  The  greatest  decrease 
—from  7.7  to  5.9  Gm.  of  protein  per  100  cc. 
of  plasma — was  found  after  twenty-four 
weeks  of  rice  diet  in  a  patient  with  chronic 
nephritis.  This  patient  had  had  a  number 
of   gastro-intestinal    upsets    with    diarrhea. 


during  which  he  had  been  able  to  eat  only 
part  of  the  diet.  (After  three  weeks  of  rice 
diet,  the  plasma  proteins  were  6.9  Gm.  per 
100  cc,  after  ten  weeks  7.6  Gm.,  after  eight- 
een weeks  6.35  Gm.)  The  greatest  increase 
— from  5.4  to  7.2  Gm.  of  protein  per  100  cc. 
of  plasma — was  found  after  twenty-two 
days  of  rice  diet  in  a  patient  who  was  re- 
covering from  acute  glomerulonephritis  with 
marked  edema.  The  average  plasma  protein 
concentration  of  120  patients,  many  of  whom 
were  in  a  critical  condition,  was: 

Before  rice  diet 6.3  Gm.  per  100  cc.  of  plasma 

After  90  days  (average) 

of  rice  diet  6.3  Gm.  per  100  cc.  of  plasma 

Hemoglobin 

The  rice  diet  does  not  cause  a  decrease  in 
the  hemoglobin.  The  average  hemoglobin 
value  (per  cent  of  15.5  Gm.)  in  165  patients, 
including  23  moribund  patients  with  an  av- 
erage nonprotein  nitrogen  of  138  mg.  per 
100  cc.  of  blood,  was: 

Before  rice  diet  '. 79.9  per  cent 

After  75  days  (average)  of  rice  diet.. ..80.1  percent 

The  fact  that  the  average  values  of  the 
plasma  proteins  and  hemoglobin  do  not  de- 
crease on  the  rice  regime,  but  are  maintained 
at  a  constant  level,  is  in  itself  of  positive 
significance  when  we  consider  how  common 
progressive  hypoproteinemia  and  progres- 
sive anemia  are  in  kidney  disease. 

Urine  Chlorides  and  Plasma  Chlorides 
of  Patients  on  Rice  Diet 

With  the  reduced  chloride  intake  of  the 
rice  diet,  the  chloride  excretion  in  the  urine 
decreases.  A  typical  example  is  given  in 
table  2. 

TABLE  2 

Plasma  and   Urine  Chlorides  of  a   Patient  on 

the  Rice  Diet 

Perii>d  on  rice  diet  Plasma  chlorides  Urine  chlorides 

(days)  (milli-equivalents) 


0  (regular  hospital  diet)      99 

0  (regular  hospital  diet) 

2 

4 
10 

18  95 

21 
26  95 


83 
73 

47 

20.8 

9 

2.7 
3.2 


The  lowest  urine  chloride  concentration 
found  in  this  series  (as  compared  to  about 
60  to  150  milli-equivalents  in  a  person  on  a 
normal  diet)  was  1.35  milli-equivalents,  with 
a  total  urinary  excretion  of  18  mg.  of  chlo- 
ride per  twenty-four  hours,  in  a  patient 
with  "hypertensive  vascular  disease"  with- 
out   apparent    renal    excretory    dysfunction 
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who  had  been  on  the  rice  diet  for  seventy 
days.  The  plasma  chlorides  were  93.1  milli- 
equivalents  (as  sodium  chloride,  544  mg.  per 
100  cc.  of  plasma).  The  highest  plasma  chlo- 
ride concentration  found  after  more  than 
two  months  of  the  rice  regime  was  102.3 
milli-equivalents  (as  sodium  chloride,  598 
mg.  per  100  cc.  of  plasma)  in  a  patient  with 
chronic  nephritis  in  the  nephrotic  stage;  the 
urine  chloride  concentration  was  about  5.2 
milli-equivalents,  the  total  urinary  chloride 
excretion  per  twenty-four  hours,  160  mg. 

The  average  values  of  381  determinations 
of  the  plasma  chlorides  in  91  non-uremic  pa- 
tients (nonprotein  nitrogen  below  75  mg.  per 
100  cc.  of  blood)  were: 

Before  rice  diet  97.0  milli-equivalents 

(as  sodium  chloride,  567 
mg.  per  100  cc.  of  plasma) 
After  44  days  (average) 

of  rice  diet  91.7  milli-equivalents 

(as  sodium  chloride,  536 
mg.  per  100  cc.  of  plasma) 

The  rice  diet  as  such — within  the  periods 
studied — does  not  cause  a  reduction  of  the 
plasma  chlorides  below  the  critical  level. 
Since  critical  hypochloremia,  however,  is 
frequent  in  patients  with  kidney  disease, 
symptoms  such  as  muscle  cramps,  increased 
nervousness,  and  anorexia  must  be  watched 
for  and  the  chloride  concentration  in  the 
plasma  must  be  checked  frequently. 


JAN.  4.   NPN   68    MG.     'CO   CC.   BLOOD 

MAR.   24.   NPN   32    MG./lOO   CC.   BLOOD 
JAN.   7.   ALBUMIN    13   GM./lOOO   CC.   URINE 

MAR.  21.   ALBUMIN   O.B   GM./lOOO   CC.   URINE.   }■  j 

Fig.  1.  L.K.  (f.,  33).  Terminal  stage  of  chronic 
nephritis  with  cardiorenal  failure  and  uremic 
pericarditis.  No  decrease  of  hypertension  and 
edema  after  ten  days  of  high  carbohydrate,  40 
Gm.  protein,  salt-poor  diet,  with  aminophylline 
and  digitalis.  Decrease  of  blood  pressure  to  nor- 
mal and  loss  of  50  pounds  of  edema  on  rice  diet. 


SODIUM   AMYTAL  TEST 

(   |  '  0  2gm  Sodium  Amylol  ) 


CHRONIC  GLOMERULONEPHRITIS 


CHRONIC  PYELONEPHRITIS 


HYPERTENSIVE  CARDIOVASCULAR  DISEASE 


AFTER 
ll  MONTHS 
OF  RICE  DIET 


AFTER 
I  MONTH 
OFRICECHCT 


AFTER 

3  WEEKS 

OFRICEOIET 


AFTER 

7  WEEKS 

OF  RICE  0ICT 


Fig.  2.    Effect  of  0.6  Gm.  of  sodium  amytal  on  the  blood  pressure  of  patients  with  chronic  nephritis 
and   "hypertensive   vascular  disease"   before   and  after  rice  diet. 
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Hypertension 

One  hundred  and  ninety-two  patients'"" 
with  hypertension  (115  males,  77  females), 
aged  8  to  75  (average  41  years),  were 
treated  with  the  strict  or  modified  rice  diet. 
Five  patients  had  acute  glomerulonephritis, 
57  patients  chronic  glomerulonephritis, 
chronic  pyelonephritis,  or  nephrolithiasis,  1 
patient  polycystic  kidney  disease.  In  129  pa- 
tients, the  diagnosis  of  "hypertensive  vascu- 
lar disease"  was  made;  63  of  these  patients 
showed  signs  of  "secondary"  kidney  involve- 
ment ;  in  66,  no  conclusive  evidence  of  kidney 
involvement  was  found. 

Eleven  patients  were  not  hospitalized  and 
were  seen  only  in  the  out-patient  clinic.  One 
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hundred  and  eighty-one  patients  received 
the  rice  diet  in  the  hospital.  A  great  number 
of  patients  were  in  a  hopeless  condition 
when  they  were  started  on  the  diet,  and  were 
given  as  much  as  they  were  able  to  take.  Of 
these,  25  died  after  six  to  eighty-one  days  on 
the  strict  diet  (average  twenty-five  days). 
Of  the  remaining  156  hospital  patients,  42 
were  on  the  diet  (first  admission)  for  four 
to  fourteen  days  (average  ten  days)  ;  114 
patients  (first  admission)  for  fifteen  to 
eighty-four  days  (average  thirty-one  days). 
Sixty-three  of  the  156  patients  were  read- 
mitted to  the  hospital  for  one  to  eight  re- 
examinations and  13  patients  were  period- 
ically re-examined  in  the  clinic,  after  con- 
tinuing the  diet  (more  or  less  strictly)  at 
home  for  periods  varying  from  two  weeks  to 
five  months. 


25       24  6  8     12    16    20  24   28 
JUNE  1943 

M— ■  ■  IN  HOSPITAL 
ceM=»  •  AT  HOME 
W        •  WORKING 
1 ,'  •  ALiUMMN  /lOOOce    URINE  (AVERAGE) 

Fig.  3.  W.H.McL.  (m.,  35).  Chronic  glomerulo- 
nephritis. No  decrease  of  hypertension  on  high 
carbohydrate,  low  protein,  salt-poor  diet.  De- 
crease of  blood  pressure  to  normal  on  rice  diet. 

5.  One  patient  with  "hypertensive  vascular  dis- 
ease" is  not  included  because  the  rice  diet  had 
been  started  at  home  several  weeks  before  the 
first  examination  in  this  hospital. 


A  a  J  S3.  CNrcnlc    glOHHHu 

.-«:■■'.      PSP/2hf»    30X. 

CordlOC    Enloro«m«f-t 

260- 

Cardioc 

Soil 
Poor 

Diet 

RtCE         DIET 

-  2  60 

250- 

3-250 

240- 

-  240 

230- 

-  2  30 

220- 

-  220 

210- 

-  210 

200- 

-  200 

190- 

-   190 

180^ 

61  am 

5  so*            y 

-    ISO 

7C  - 

-   1  70 

160- 

1/  ix*'' ' 8 

5  3  gm 

-   160 

150- 

-   ISO 

140- 

42gm 

-    140 

130- 

1 

* 

-   130 

120-1 

A 

\ 

-   120 

l  10- 

v^ 

U 

V 

-    1  10 

100-)- 

M 

-    100 

so 

vv 

Www--- 

-     SO 

80- 
70-> 
60-] 

NbMtfH 

4» 

3  87* 

D 

V         V        ••, 

"V 

t   88  am 

: 

-  to 

-  70 

15     19       24    28    I       5      9 

Nov  1943  Dec 


19     23  12      16   19 

Jon  1944 


■  AlSlimin  PER  lOOOce  URINE    (AVERAGE) 

Fig.  4.  A.G.  (m.,  53).  Chronic  nephritis.  No. 
decrease  of  hypertension  after  nine  days  of 
"cardiac  salt-poor  "  diet.  Decrease  of  blood  pres- 
sure to  normal  on  rice  diet,  with  increase  of 
plasma    proteins. 
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Fig.  5.  R.W.  (m.,  64).  "Hypertensive  vascular 
disease."  No  decrease  of  hypertension  after  five 
days  of  60  Gm.  protein  hospital  diet.  Decrease 
of  blood  pressure  on  rice  diet. 

The  routine  blood  pressure  readings  were 
taken  at  about  the  same  time  each  day  by 
the  same  examiner,  with  the  patient  in  a 
recumbent  position  and  after  a  period  of 
about  twenty  minutes'  rest.  For  the  sodium 
amytal  test,  blood  pressure  readings  were 
made  every  hour  during  the  sodium  amytal 
sleep,  as  well  as  during  a  six  hour  period 
both  before  and  after  it.  Six-tenths  of  a 
gram  of  sodium  amytal  was  used  for  the 
test. 

In  5  patients  with  acute  glomerulonephri- 
tis and  hypertension,  the  blood  pressure  de- 
creased from  a  level  of  170  systolic,  109 
diastolic  (average)  to  108  systolic,  66  dias- 
tolic (average),  within  an  average  period  of 
fifteen  days  on  the  rice  diet. 

Of  the  58  patients  with  hypertension  and 
chronic    glomerulonephritis,    chronic  pyelo- 


Fig.  6.  J.L.A.  (m.,  46).  "Hypertensive  vascular 
disease."  Decrease  of  blood  pressure  to  normal 
on  rice  diet.  Increase  of  blood  pressure  on  addi- 
tion of  non-leguminous  vegetables. 

nephritis,  nephrolithiasis,  or  polycystic  kid- 
ney disease,  11  died  after  seven  to  fifty-one 
days  (average  thirty  days)  on  the  strict  rice 
diet.  The  initial  blood  pressure  readings  in 
these  patients  averaged  208  systolic,  137 
diastolic. 

In  10  of  the  remaining  47  patients  (21 
per  cent)  the  hypertension  was  not  im- 
proved ;  the  decrease  in  the  mean  arterial 
pressure  was  less  than  20  mm.  of  mercury, 
the  average  blood  pressure  decreasing  from 
a  level  of  208  systolic,  132  diastolic  to  a  level 
of  192  systolic,  124  diastolic  after  sixty- 
seven  days  (average)  on  the  rice  diet. 

In  37  of  the  47  patients  (79  per  cent)  the 
hypertension  was  improved,  the  average 
blood  pressure  decreasing  from  a  level  of 
194  systolic,  124  diastolic  to  a  level  of  140 
systolic,  96  diastolic  after  an  average  of 
seventy-seven  days  on  the  diet.   (Table  3), 
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TABLE   3 
EFFECT  OF  RICE  DIET  ON  BLOOD  PRESSURE 


Change  in 

Blood  Pressure 

Blood  Pressure 

Systolic  and 

Change  in 

before 

offer 

Diastolic 

M<  an  Arterial 

Rice  Diet 

Rice  Diet 

Blood   Pressan- 

Pressure 

Days  on 

(i«/«.  Hg.) 

(mm.  Ha.) 

(mm.  Hg.) 

(mm,  Hg.) 

Rice  Diet 

HYPERTENSION   ON   BASIS 

OF  ACUTE 

GLOMERULONEPHRITIS 

1. 

165/97 

103/70 

—   62/— 27 

-44.5 

13 

9. 

167/112 

120/55 

-47/-57 

-52 

22       • 

i! 

182/107 

108/78 

-   74/ -29 

-51.5 

23 

4. 

150,125 

95/50 

-   55/ -75 

-65 

10 

5. 

184/104 

114/76 

-    70/-28 

-49 

6 

Average 

170/109 

108/66 

-  62/-43 

-52.5 

15 

HYPERTENSION  ON  BASIS  OF  CHRONIC  GLOMERULONEPHRITIS,  CHRONIC   PYELONEPHRITIS, 
NEPHROLITHIASIS,   OR   POLYCYSTIC    KIDNEY    DISEASE 

Hypertension  not  improved  (Decrease  of  mean  arterial  pressure  less  than  20  mm.  Hg.) 


1. 

168/117 

152/106 

-   16/-11 

-13.5 

7 

2. 

202/117 

187/112 

-   15/-  5 

-10 

8 

3. 

209/137 

191/130 

-   18/-   7 

-12.5 

12 

4. 

169/98 

148/91 

-   21/-   7 

-14 

19 

5. 

244/144 

210/150 

-   34/+   6 

-14 

7 

6. 

211/169 

189/156 

-   22/-13 

-17.5 

10 

7. 

185/115 

165/98 

-   20/-17 

-18.5 

7 

8. 

225/129 

210/115 

-    15/  — 14 

-14.5 

16 

9. 

240/150 

(154/108 

-   86/ -42 

-64 

166) 

240/142 

0/-   8 

-   4 

548 

10. 

228/143 

225/139 

-      3/-  4 

-  3.5 

36 

Average 

208/132 

192/124 

—   16/—   8 

-12 

67 

Hyperten- 

ion  improved 

(Decrease  of  mean 

arterial  pressure  20-96.5  mm.  Hg.) 

1. 

250/174 

131/100 

-119/  — 74 

-96.5 

90 

2. 

189/125 

139/100 

-   50/-25 

-37.5 

313 

3. 

193/118 

150/107 

-   43/-11 

-27 

34 

4. 

169/93 

121/77 

-  48/-16 

-32 

20 

5. 

218/146 

125/89 

-   93/-57 

-75 

29 

6. 

200/140 

115/85 

-   85/-55 

-70 

24 

7. 

167/120 

115/81 

-   52/-39 

-45.5 

63 

8. 

157/111 

122/88 

-   35/-23 

-29 

34 

9. 

171/105 

131/72 

-   40/-33 

-36.5 

77 

10. 

201/130 

163/125 

-   38/-   5 

-21.5 

24 

11. 

277/157 

213/121 

-   64/ -36 

-50 

25 

12. 

222/148 

179/127 

-  43/-21 

-32 

11 

13. 

227/135 

165/114 

-   62/-21 

-41.5 

20 

14. 

155/98 

128/74 

-   27/-24 

-25.5 

135 

15. 

202/116 

111/78 

-   91/-38 

-64.5 

53 

16. 

188/111 

124/85 

-   64/-26 

-45 

412 

17. 

172/99 

120/86 

-   52/-13 

-32.5 

19 

18. 

158/107 

122/79 

-   36/ -28 

-32 

95 

19. 

228/145 

113/79 

-115/-66 

-90.5 

180 

20. 

166/109 

134/88 

-  32/-21 

-26.5 

35 

21. 

169/110 

114/82 

-   55/-28 

-41.5 

55 

22. 

237/139 

117/81 

-120/-58 

-89 

48 

23. 

222/136 

198/120 

-  24/ -16 

-20 

23 

24. 

160/94 

120/80 

-   40/ -14 

-27 

30 

25. 

154/111 

123/92 

-   31/-19 

-25 

14 

26. 

200/120 

165/112 

-   35/-   8 

-21.5 

12 

27. 

190/139 

120/94 

_   70/ -45 

-57.5 

43 

28. 

180/121 

127/83 

-   53/-38 

-46.5 

65 

29. 

189/136 

161/116 

-   28/ -20 

-24 

21 

30. 

257/153 

230/130 

-  27/ -23 

-25 

240 

31. 

189/147 

161/103 

-   28/ -44 

-36 

25 

32. 

230/160 

191/131 

-   39/ -29 

-34 

356 

33. 

165/108 

122/92 

-   43/ -16 

-29.5 

95 

34. 

164/89 

127/86 

-   37/-   3 

-20 

14 

35. 

172/103 

121/88 

-   51/  — 15 

-33 

24 

36. 

210/127 

147/97 

-  63/-30 

-46.5 

80 

37. 

166/115 

129/99 

-   37/-16 

-26.5 

9 

Average 

194/124 

140/96.. 

-  54/-2S 

-41 
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TABLE  3— Continued 


Blood  Pressure 

before 

Kice  Diet 

(mm.  Hg.) 


load  Pressure 

after 

Rice  Diet 

(mm,Hg.) 


Change  in 

Systolic  and 

Diastolic 

Blood  Pressure 

(mm.  Eg.) 


Change  in 

Menu  Arterial 

Pressure 

(mm,  Hg.) 


'HYPERTENSIVE  VASCULAR 
Hypertension  not  improved 


1. 

2. 

3. 

4. 

5. 

6. 

7. 

8. 

9. 
10. 
11. 
12. 
13. 
14. 
15. 
16. 
17. 
18. 
19. 
20. 
21. 
22. 
Average 


227/155 

242/151 

223/130 

229/113 

176/103 

240/159 

244/147 

186/114 

196/98 

194/133 

225/124 

211/126 

233/140 

170/110 

240/150 

236/134 

200/126 

199/148 

183/94 

222/134 

226/156 

171/96 

212/129 


DISEASE"  WITH 
(Decrease  of  mean 

215/135 

210/152 

222/118 

207/102 

151/92 

230/159 

231/152 

170/110 

181/95 

175/117 

216/121 

222/134 

216/144 

167/112 

225/145 

206/128 

194/130 

206/154 

161/93 

229/145 

209/141 

148/92 


"SECONDARY"  RENAL  INVOLVEMENT 
arterial  pressure  less  than  20  mm.   Hg.) 


12/-20 
32/+  1 
1/-12 
22/  — 11 
25/-11 
10/  0 
13/+  5 
16/-  4 
15/-  3 
19/-16 


200/126 


9/- 

+  H/  + 

-  17/  + 

-  3/  + 

-  15/- 

-  30/- 

-  6/  + 
+  7/  + 

-  22/- 
+  7/  +  11 

-  17/-15 

-  23/-   4 

-  12/-   3 


Hypertension  improved 


1. 

2. 

3. 

4. 

5. 

6. 

7. 

8. 

9. 
10. 
11. 
12. 
13. 
14. 
15. 
16. 
17. 
18. 
19. 
20. 
21. 
22. 
23. 
24. 
25. 
26. 
27. 
28. 


195/121 

242/144 

179/136 

164/100 

240/128 

195/120 

210/120 

240/140 

225/130 

200/108 

236/156 

188/122 

236/120 

227/120 

214/138 

204/150 

184/102 

211/134 

233/138 

225/124 

245/139 

235/135 

211/94 

251/128 

244/119 

200/129 

220/150 

275/156 


(Decrease 

147 
176 
148 
112 
168 
144 
186 
197 
153 
142 
203 
157 
190 
189 
151 
172 
136 
149 
190 
159 
171 
200 
128 
203 
193 
125 
168 
155 


of  mean 

/102 

/119 

/114 

/76 

/91 

/89 

/101 

/124 

/93 

/69 

/141 

/106 

/85 

/no 

/109 

/108 

/87 

/111 

/106 

/94 

/107 

/HO 

/76 

/121 

/86 

/88 

/118 

/122 


arterial  pressu 

-  48/ 

-  66/ 

-  31/ 

-  52/ 

-  72/ 

-  51/ 

-  24/ 

-  43/ 

-  72/ 

-  58/ 

-  33/ 

-  31/ 

-  46/ 

-  38/ 

-  63/ 

-  32/ 

-  48/ 

-  62/ 

-  43/ 

-  66/ 

-  74/ 

-  35/ 

-  83/ 

-  48/ 

-  51/ 

-  75/ 

-  52/ 
-120/ 


re  20-77 
19 
25 
22 
24 
37 
31 
19 
16 
37 
39 
15 
16 
35 
10 
29 
42 
15 
23 
32 
30 
32 
25 
18 
7 
33 
41 
32 
34 


Average      219/128 


165/102 


-   54/-26 


-      16 
-15.5 

-  6.5 
-16.5 
-18 

-  5 

-  4 
-10 

-  9 
-17.5 

-  6 
+   9.5 

-  6.5 

-  0.5 
-10 
-18 

-  1 
+   6.5 
-11.5 
+   9 
-16 
-13.5 

-  7.5 
mm.  Hg.) 

-33.5 

-45.5 

-26.5 

-38 

-54.5 

-41 

-21.5 

-29.5 

-54.5 

-48.5 

-24 

-23.5 

-40.5 

-24 

-46 

-37 

-31.5 

-42.5 

-37.5 

-48 

-53 

-30 

-50.5 

-27.5 

-42 

-58 

-42 

-77 

-40 


Daus  on 
Rice   Diet 


64 
13 
13 
216 
35 
12 
28 
25 

5 
32 

7 
10 
25 

4 
19 
19 
88 
30 

5 

18 

126 

68 

39 


67 
58 
9 
82 
82 

585 

8 

57 

38 

228 
19 
84 
59 
29 
53 
34 
60 
14 
79 
21 
30 
17 
80 
81 
38 
60 
31 
40 
73 


"HYPERTENSIVE   VASCULAR   DISEASE"    WITHOUT  CONCLUSIVE   EVIDENCE   OF  "SECONDARY" 


RENAL  INVOLVEMENT 

Hypertension  not  improved  (Decrease  of  mean  arterial  pressure  less  than  20  mm 

-  12/-   2  -   7 

-  28/-   3  -15.5 

-  11/-   6  -   8.5 

-  17/-16  -16.5 

-  15/  — 12  —13.5 
-19/0  -   9.5 

-  23/-   9  -16 


Hg.) 


1. 

183/122 

171/120 

2. 

200/104 

172/101 

3. 

177/115 

166/109 

4. 

165/108 

148/92 

5. 

203/127 

188/115 

6. 

165/107 

146/107 

7. 

215/124 

192/115 

25 
21 
12 
38 
72 
60 
34 
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TABLE  3— Continued 


Change  in 

Blood  Pressure 

Blood  Pressure 

Systolic  and 

Change  in 

before 

after 

Diastolic 

Mean  Arterial 

Rice  Diet 

Rice  Diet 

Blood  Pressure 

Pressure 

Dags  on 

(mm.  Hg.) 

1  mm.Hg.) 

(mm.  Hg.) 

(mm.  Hg.) 

Rice    Dirt 

8. 

163/106 

149/99 

-   14/-   7 

-10.5 

65 

9. 

225,93 

194/86 

-   31/-   7 

-19 

70 

10. 

190/115 

166/104 

-   24/-11 

-17.5 

16 

11. 

171/107 

153/96 

-   18/-11 

-14.5 

134 

12. 

182/121 

154/113 

-  28/-  8 

-18 

10 

13. 

170/96 

158/96 

-   12/-  0 

-   6 

17 

14. 

163/95 

154/92 

-      9,'-   3 

-   6 

17 

15. 

177    III! 

154/80 

-  23/— 16 

-19.5 

18 

16. 

179/114 

158/106 

-  21/-   8 

-14.5 

41 

17. 

178/104 

189/115 

+   11,  ^11 

+  11 

24 

18. 

156/103 

132/92 

-  24/-11 

-17.5 

8 

19. 

172/100 

146/93 

-  26/-   7 

-16.5 

16 

20. 

190/107 

157/103 

-   33/-   4 

-18.5 

20 

21. 

185/109 

155/100 

-  30/-   9 

-19.5 

4 

22. 

188/110 

168/99 

-  20/ -11 

-15.5 

16 

23. 

163/110 

141/100 

—  22/  — 10 

-16 

24 

24. 

170/93 

150/87 

-   20/-   6 

-13 

4 

25. 

160/90 

138/89 

-  22/-   1 

-11.5 

5 

26. 

164/118 

176/140 

+   12/ +  22 

+  17 

22 

27. 

168/92 

149/85 

-   19/-   7 

-13 

24 

28. 

187/128 

159/118 

-   28/  -10 

-19 

20 

Average 

179/108 

160/102 

-    19/-   6 

-12.5 

3« 

Hypertension   improved 

(Decrease  of  mean 

arterial  pressure  20-66 

mm.  Hg.) 

1. 

171/116 

130/84 

-   41/-32 

-36.5 

240 

2. 

200/155 

170/128 

-  30/ -27 

-28.5 

26 

3. 

200/92 

148/76 

-   52/-16 

-34 

61 

4. 

214/118 

174/96 

-   40/-22 

-31 

27 

5. 

235/148 

168/118 

-   67/-30 

-48.5 

19 

6. 

188/114 

142/93 

-   46/-21 

-33.5 

56 

7. 

188/112 

158/95 

-   30/ -17 

-23.5 

38 

8. 

207/123 

162/96 

-   45/-27 

-36 

19 

9. 

260/138 

204/140 

-   56/+   2 

-27 

69 

10. 

214/110 

162/96 

-    52/-14 

-33 

20 

11. 

225/124 

162/96 

-   63/ -28 

-45.5 

33 

12. 

158/98 

125/82 

-   33/-16 

-24.5 

9 

13. 

201/129 

168/112 

-   33/ -17 

-25 

50 

14. 

215/134 

175/134 

-  40/-  0 

-20 

15 

15. 

246/136 

165/97 

-   81/-39 

-60 

38 

16. 

201/110 

145799 

-   56    -11 

-33.5 

43 

17. 

165/89 

129/79 

-  36/-10 

-23 

256 

18. 

169/110 

132/95 

-  37/-15 

-26 

21 

19. 

171/95 

131/85 

-   40  '-10 

-25 

118 

20. 

154/102 

121/83 

-   33/-19 

-26 

14 

21. 

233/123 

177/110 

-   56/-13 

-34.5 

4 

22. 

165/101 

130/84 

-  35/-17 

-26 

51 

23. 

190/88 

145/74 

-  45/-14 

-29.5 

48 

24. 

215/130 

183/114 

-   32/ -16 

-24 

32 

25. 

196/127 

164/115 

-   32/-12 

-22 

28 

26. 

194/112 

155/89 

-   39/ -23 

-31 

79 

27. 

194/144 

124/82 

-   70/ -62 

-66 

21 

28. 

180/100 

126/83 

-   54/-17 

-35.5 

26 

29. 

200/100 

120/84 

-   80/-16 

-48 

4 

30. 

240/120 

200/110 

-   40/ -10 

-25 

105 

.31. 

173/103 

140/94 

-   33/-   9 

-21 

16 

32. 

176/112 

155/92 

-   21/-20 

-20.5 

29 

33. 

212/110 

142/93 

-   70/ -17 

-43.5 

84 

34. 

162/98 

126/81 

-   36/-17 

-26.5 

10 

35. 

198/122 

153/108 

-   45/-14 

-29.5 

22 

36. 

193/125 

139/95 

-   54/ -30 

-42 

33 

37. 

180/99 

143/94 

-   37/-   5 

-21 

14 

Average 

197/115 

151/97 

-   46/-18 

-32 
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Some  results  that  were  important  to  the 
individual  patient  necessarily  fail  to  appear 
in  such  a  summary.  In  one  patient  with 
chronic  nephritis  and  almost  complete  blind- 
ness, who  was  moribund  when  he  was 
started  on  the  diet,  the  blood  pressure  de- 
creased from  240  systolic,  150  diastolic  to 
160  systolic,  110  diastolic  within  forty  days. 
After  five  and  one  half  months  of  diet,  the 
blood  pressure  was  154  systolic,  108  dias- 
tolic, and  after  fourteen  months  155  systolic, 
110  diastolic.  The  eyesight  improved  so  much 
that  the  patient  could  read  fine  print  and 
was  able  to  resume  his  work.  One  would  be 
justified  in  the  conclusion  that  the  diet  had 
a  beneficial  effect  on  the  course  of  this  pa- 
tient's nephritis.  In  the  blood  pressure  and 
nonprotein  nitrogen  tables,  however,  this 
case  had  to  be  listed  as  a  negative  result,  be- 
cause at  the  time  of  the  last  examinations 
(after  fifteen  to  eighteen  months  of  rice 
diet),  following  a  number  of  intercurrent  in- 
fections and  an  automobile  accident  which 
resulted  in  a  fractured  pelvis,  the  blood  pres- 
sure had  again  risen  to  the  initial  level. 

Of  the  63  patients  on  whom  the  diagnosis 
of  "hypertensive  vascular  disease"  with 
"secondary"  kidney  involvement  was  made, 
13  died  after  six  to  eighty-one  days  (average 
twenty  days)  on  the  strict  rice  diet.  The 
initial  blood  pressure  readings  in  these  pa- 
tients averaged  226  systolic,  150  diastolic. 

In  22  of  the  remaining  50  patients  (44 
per  cent),  the  hypertension  was  not  im- 
proved ;  the  decrease  in  the  mean  arterial 
pressure  was  less  than  20  mm.  of  mercury, 
the  average  blood  pressure  decreasing  from 
a  level  of  212  systolic,  129  diastolic  to  a 
level  of  200  systolic,  126  diastolic  in  an  aver- 
age time  of  thirty-nine  days. 

In  28  of  the  50  patients  (56  per  cent)  the 
hypertension  was  improved,  the  average 
blood  pressure  decreasing  from  a  level  of 
219  systolic,  128  diastolic  to  a  level  of  165 
systolic,  102  diastolic  after  seventy-three 
days  (average)  on  the  rice  diet. 

Of  66  patients  whose  condition  was  diag- 
nosed as  "hypertensive  vascular  disease," 
without  conclusive  evidence  of  renal  excre- 
tory dysfunction,  1  patient  died  after  thirty- 
six  days  on  the  strict  diet.  His  initial  blood 
pressure  average  was  248  systolic,  138  dias- 
tolic. 

In  28  of  the  remaining  65  patients  (43 
per  cent),  the  hypertension  was  not  im- 
proved; the  decrease  in  the  mean  arterial 


pressure  was  less  than  20  mm.  of  mercury, 
the  average  blood  pressure  decreasing  from 
a  level  of  179  systolic,  108  diastolic  to  a  level 
of  160  systolic,  102  diastolic  after  an  aver- 
age of  thirty  days  on  the  rice  diet. 

In  37  of  the  65  patients  (57  per  cent)  the 
hypertension  was  improved,  the  average 
blood  pressure  decreasing  from  a  level  of 
197  systolic,  115  diastolic  to  a  level  of  151 
systolic,  97  diastolic  in  an  average  time  of 
forty-eight  days. 

Since,  according  to  our  hypothesis,  the 
rice  diet  acts  by  compensating  renal 
metabolic  dysfunction,  one  may  assume  that 
in  those  cases  in  which  the  blood  pressure 
decreased  under  treatment  the  hypertension 
was  not  "essential,"  but  was  due  to  some  im- 
pairment of  the  metabolic  function  of  the 
kidney,  even  though  no  conclusive  sign  of 
kidney  disease  could  be  demonstrated.  On 
the  other  hand,  in  the  patients  who  did  not 
respond  to  the  diet  (exclusive  of  those  with 
a  too  rapid  down-hill  course  and  those  in 
whom  irreversible  anatomical  lesions  had  al- 
ready taken  place),  one  may  assume  that 
the  hypertension  must  have  originated  not 
from  any  renal  dysfunction,  but  from  some 
extra-renal  condition.  On  this  premise,  it 
would  be  advisable  (for  instance,  if  sympa- 
thectomy is  being  considered)  to  use  the 
rice  diet  as  a  therapeutic  test  which,  if  nega- 
tive, may  help  to  confirm  the  diagnosis  of 
"neurogenic"  or  "essential"  hypertension. 

Histories  1-10  and  figures  1-6,  14,  15,  19- 
23,  25-30,  33-35,  37-40,  42-44,  46-49,  51-58 
illustrate  the  response  of  patients  with  vari- 
ous types  of  hypertension  to  the  diet. 

Electrocardiogram  and  Heart  Size 

Cardiac  enlargement,  inversion  of  Ti,  and 
left  axis  deviation  are  reversible  in  patients 
with  acute  nephritis.  In  patients  with 
chronic  nephritis  and  hypertensive  vascular 
disease  we  expected  that  the  rice  regime,  at 
best,  might  prevent  the  usual  progressive 
course  of  the  disease,  the  further  increase  in 
heart  size,  the  deeper  inversion  of  Ti,  and 
the  greater  deviation  of  the  electrical  axis. 

However,  the  chest  films  and  electrocardi- 
ograms show  that,  even  in  chronic  nephritis 
and  hypertensive  vascular  disease,  the  rice 
diet  may  lead  to  such  an  improvement  of 
the  heart  that  it  may  become  normal  in  size 
and  that  the  inverted  Ti  may  become  up- 
right, and  the  left  axis  deviation  may  dis- 
appear. Since  we  did  not  anticipate  these 
findings,  it  is  only  recently  that  chest  films 
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and  electrocardiograms  of  every  patient 
have  been  repeated  after  treatment,  but  elec- 
trocardiograms of  82  patients  and  chest  films 
of  72  patients  are  available  for  study.  None 
of  these  patients  whose  electrocardiograms 
and  chest  films  are  under  consideration  re- 
ceived digitalis  or  any  other  medication. 

The  82  patients  on  whom  the  electrocardi- 
ograms were  made  received  the  strict  or 
modified  rice  diet  for  one  to  thirty-two 
months.  All  electrocardiograms  were  made 
with  the  patient  in  a  recumbent  position. 
Electrical  axis 

In  76  patients,  the  electrical  axis  could  be 
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evaluated.  In  the  remaining  6  patients  R,  + 
Si,  plus  the  absolute  value  of  R:J  +  S3,  was 
less  than  10  mm.  An  angle  of  the  electrical 
axis  of  more  than  +30  degrees  was  found: 

Before    the    diet    in  19  patients 

After  the  diet  in  31  patients 

An  angle  of  the  electrical  axis  of  0  to  +30 

degrees  was  found : 

Before  the  diet  in  29  patients 

After  the  diet  in  27  patients 

An  angle  of  the  electrical  axis  of  less  than 
0  degrees  was  found: 

Before  the  diet  in  28  patients 

After  the  diet  in  18  patients 


■■nil!  mnmn  wamnm  ■ 
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Fig.  7.  N.L.  (f.,  49).  "Hypertensive  vascular  disease."  Rice  diet  since  June 
29.  1943.  No  bedrest  after  September,  1943.  No  digitalis.  Depressed  S-T 
segments   have   become  normal;   inverted  T,   has  become  upright. 


fSHSa  IfllMHMOii 


6-20-44. 


7-5-44 


9-25-44 


12-4-44 


Fig. 


7-29-44 
A  AH  (M)47 
"Hypertensive  vascular  disease."   Retinopathy   with   papilledema   and   exu- 


„.    8.    A.A.H.     (m.,    47).       njptnenam:     ,a»tuiai     umtont.       nsuavpBwj      ......     |.h|h — .. 

dates.  Rice  diet  since  July  4,  1944.  Bedrest  part  of  the   time.  No   digitalis.   Inverted   T,    has   become 
upright. 
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2-29-44  3-20-44  7-12-44  10-4-44 

J  M.  (m.)49 

Fig.  9.  J.M.  (m.,  49).  "Hypertensive  vascular  disease."  Rice  diet  since  March   10, 
1944.  No  bedrest.  No  digitalis.  Inverted  T,   has  become  upright. 


Hfi    IIIlKIllUhll 
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SI 
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Fig.  10.  J.D.  (m.,  61).  "Hypertensive  vascular 
disease."  Rice  diet  since  April  13,  1942.  No  digi- 
talis. No  bedrest.  Angle  of  electrical  axis  has 
increased  from  +12°  to  +40°.  Diphasic  T,  has 
become  upright. 


Fig.  11.  A.H.  (f.,  40).  "Hypertensive  vascular 
disease."  Rice  diet  since  April  28,  1943.  No  digi- 
talis. Bedrest  part  of  the  time.  Inverted  T,  has 
become  upright. 
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10-16-43 


11-19-43 


10-3-44 


12-12-44 


J.S.(m)55 
Fig.  12.  J.S.  (m.,  55).  "Hypertensive  vascular  disease."  Retinopathy  with  exudates.  Rice  diet  since 
October  27,  1943.  No  bedrest.  No  digitalis.  T,  flat,   then  diphasic;  has  become  upright. 
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In  43  of  the  76  patients  there  were  no 
changes,  or  only  minor  changes  (less  than 
±15  degrees)  in  the  electrical  axis.  In  20  of 
the  76  patients  there  was  a  change  in  the 
angle  of  the  electrical  axis  in  the  range  of 
+  15  to  +25  degrees  or  -15  to  -25  degrees. 
In  13  of  the  76  patients  there  was  a  change 
in  the  angle  of  the  electrical  axis  of  -26  or 
more  degrees. 

TABLE   4 
Change  in  Electrical  Axis 

Angle  of  electrical  axis  (degrees) 


0t  Range  of  change     Before     After     Change 

patients  Diet 


Period  on 
rice  diet 

(months) 


\  more  than  —  25 

5  —15  to  —25 

18  —   lto  -14 

3  ±0 

22  +   lto  +14 

15  +15  to +25 

12  more  than  4-^5 


+  37.0  +  2.0  -35.0  4 

+  14.8  —  2.4  -17.2  5 

+  19.4  +12.8  -   6.6  5 

-25.3  -25.3  ±0  2 

+  19.9  +27.8  +   7.9  6 

+   7.4  +26.1  +18.7  5 

-   6.1  +30.0  +36.1  7 


Of  the  33  patients  with  definite  changes 
in  the  electrical  axis  during  the  rice  diet,  6 
showed  a  decrease,  27  an  increase  in  the 
angle  of  the  electrical  axis. 


The  T  wave  in  lead  I 

In  82  patients  the  Ti  waves  could  be  eval- 
uated. 

In  59  patients,  there  was  no  change  in  Ti 
during  the  period  of  treatment  with  the  rice 
diet  (average  four  months). 

In  28  of  the  59  patients,  Ti  was  normally 
upright. 

In  31  of  them,  Ti  or  ST,  was  abnormal. 
In  8  of  the  31  patients  Tj  was  low  upright. 
In  1  diphasic. 
In  20  inverted. 
In  2  STj  was  depressed,  with  upright  Tr 

In  23  patients  there  was  a  change  in  Ti 
during  the  period  of  treatment  (average 
four  months)  ;  in  3  the  change  was  in  the 
direction  from  upright  to  inverted,  in  20  in 
the  direction  from  inverted  to  upright. 

In  2  patients,  the  upright  T,  became  flat. 

In  1  patient,  the  upright  Tx  became  diphasic. 

In  8  patients,  the  flat  T1  became  upright. 
In  4  patients,  the  diphasic  Tj  became  upright. 
In  2  patients,  the  inverted  T\  became  diphasic. 
In  6  patients,  the  inverted  Tj  became  upright. 
(Fig.  7-13,  36,  41,  50) 


CDiClTALIS      FROM      12-28-43     TO      I-I7--J4) 


Fig.  13.  L.K.  (f.,  33).  Terminal  stage  of  chronic  nephritis.  Retinopathy  with  papilledema, 
hemorrhages,  exudates.  Rice  diet  since  January  7.  1944.  Bedrest  until  March  1,  1944.  No 
digitalis  after  January  17,  1944.    Inverted  T,   has  become  upright. 
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Heart  size 

Table  5  lists  the  measurements  of  the 
transverse  diameter  of  the  heart  in  25  pa- 
tients with  chronic  glomerulonephritis, 
chronic  pyelonephritis,  or  nephrolithiasis,  1 
patient  with  lupus  erythematosus  dissemina- 
tus,  and  46  patients  with  "hypertensive  vas- 
cular disease,"  who  received  the  strict  or 
modified  rice  diet  for  periods  varying  from 
eleven  days  to  twenty-two  months. 

In  6  of  the  72  patients  the  heart  became 


larger.  In  these  the  transverse  diameter  of 
the  heart  increased  by  0.9  to  4.9  per  cent, 
the  average  increase  being  3.2  per  cent.  The 
average  chest  diameter  increased  by  1.5  per 
cent. 

In  66  of  the  72  patients  the  heart  became 
smaller.  In  these  the  transverse  diameter 
of  the  heart  decreased  by  1.8  per  cent  to  51.8 
per  cent,  the  average  decrease  being  13.3  per 
cent.  The  average  chest  diameter  decreased 
bv  less  than  0.4  per  cent. 
(Fig.  14-23,  33,  35,  40,  46,  49,  53,  57) 


TABLE  5 
EFFECT  OF  RICE  DIET  ON  HEART  SIZE 


Change  in 

Transverse 

Diameter 

of  Heart 

Tranverse 

Diameter 

Cm. 

Per  Cent 

Period  of 

Diameter  of 

Chest 
After 

of  Heart 

(Transi'erse 

Before 

After 

diameter  of 

Rice  Diet 

Diet 

Diet 

Diet 

Diet 

smaller  heart 

(Days) 

(Cm.) 

(Cm.) 

=  100%) 

CHRONIC 

GLOMERULONEPHRITIS, 

CHRONIC 

PYELONEPHRITIS,  OR 

NEPHROLITHIASIS 

1. 

312 

30.1 

29.8 

15.9 

12.35 

-3.55 

-28.8 

2. 

22 

31.25 

31.75 

14.0 

13.75 

-0.25 

-  1.8 

3. 

48 

32.0 

32.0 

16.5 

14.2 

-2.3 

-16.2 

4. 

65 

25.35 

25.75 

10.8 

9.8 

-1.0 

-10.2 

5. 

234 

30.0 

29.9 

14.4 

12.6 

-1.8 

-14.3 

6. 

19 

32.4 

32.7 

14.2 

13.8 

-0.4 

-  2.9 

7. 

28 

23.2 

25.4 

10.6 

10.9 

+0.3 

+  2.8 

8. 

99 

30.2 

31.1 

13.6 

12.3 

-1.3 

-10.6 

9. 

50 

29.3 

29.3 

10.35 

7.9 

-2.45 

-31.0 

10. 

677 

28.5 

28.5 

16.7 

12.6 

-4.1 

-32.5 

11. 

336 

27.4 

28.3 

11.95 

10.15 

-1.8 

-17.7 

12. 

24 

29.95 

29.45 

17.45 

16.0 

-1.45 

-  9.1 

13. 

483 

27.1 

26.25 

9.4 

9.15 

-0.25 

-   2.7 

14. 

122 

28.7 

28.3 

15.8 

13.9 

-1.9 

-14.3 

15. 

119 

30.8 

29.9 

15.8 

11.8 

-4.0 

-33.9 

16. 

40 

31.2 

31.6 

14.5 

12.5 

-2.0 

-16.0 

17. 

534 

30.0 

27.9 

16.7 

11.0 

-5.7 

-51.8 

18. 

61 

32.2 

32.0 

14.0 

11.5 

-2.5 

-21.7 

19. 

58 

27.65 

26.9 

11.4 

10.85 

-0.55 

-  5.1 

20. 

67 

28.6 

28.0 

13.05 

12.0 

-1.05 

-  8.7 

21. 

95 

31.2 

31.2 

12.9 

10.3 

-2.6 

-25.2 

22. 

27 

29.9 

29.0 

17.7 

14.1 

-3.6 

-25.5 

23. 

94 

28.9 

28.6 

12.4 

11.9 

-0.5 

-  4.2 

24. 

68 

28.0 

28.45 

11.95 

11.6 

-0.35 

-  3.0 

25. 

155 

31.4 

31.3 

12.3 

12.75 

+  0.45 

+  3.7 

Average 

153 

29.41 

29.33 

13.77 

11.99 

-1.78 

-15.23 

LUPUS  ERYTHEMATOSUS  DISSEMINATUS 
1.  165  26.8  25.5 

"HYPERTENSIVE  VASCULAR  DISEASE" 


12.8 


9.9 


-2.9 


-29.3 


1. 

67 

33.8 

33.8 

15.0 

12.8 

-2.2 

-17.2 

2. 

100 

31.2 

30.6 

13.4 

12.2 

-1.2 

-  9.8 

3. 

20 

31.3 

29.8 

13.5 

11.75 

-1.75 

-14.9 

4. 

66 

28.2 

27.55 

15.9 

14.4 

-1.5 

-10.4 

5. 

43 

30.9 

29.95 

16.2 

14.6 

-1.6 

-10.9 

6. 

71 

31.9 

31.9 

16.4 

14.0 

-2.4 

-17.1 

7. 

64 

28.6 

28.4 

14.3 

15.0 

+0.7 

+   4.9 

8. 

215 

24.7 

24.45 

12.25 

11.15 

-1.1 

-   9.9 

9. 

174 

31.8 

31.4 

16.7 

15.5 

-1.2 

-   7.7 

10. 

32 

29.1 

29.3 

19.1 

17.8 

-1.3 

-   7.3 

11. 

588 

30.0 

29.2 

11.9 

10.9 

-1.0 

-   9.2 

12. 

50 

28.4 

29.9 

16.3 

15.3 

-1.0 

-   6.5 

13. 

32 

29.8 

29.3 

15.4 

14.2 

-1.2 

-   8.0 

14. 

62 

28.3 

30.3 

18.0 

13.4 

-4.6 

-34.3 

15. 

55 

33.85 

33.3 

14.0 

13.25 

-0.75 

-  5.7 

16. 

178 

30.5 

30.1 

14.85 

14.1 

-0.75 

-  5.3 

17. 

117 

31.25 

30.6 

18.0 

14.6 

-3.4 

-23.3 
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n   Transverse 

Diameter  of  Heart 

Transverse 

Diameter 

Cm. 

Per  Cent 

Period  of 

Diameter   of 
Before 

Chest 
After 

of  Heart 

(Transverse 

Before 

.4  It.  r 

diameter  of 

Hire  Diet 

D  •  • 

Diet 

Del 

smaller  heart 

(Days) 

(Cm.) 

(Cm. 

) 

=  tow 

18. 

37 

31.8 

32.0 

16.8 

15.7 

-1.1 

-  7.0 

19. 

54 

24.05 

24.25 

14.0 

12.65 

-1.35 

-10.7 

20. 

25 

26.55 

26.8 

17.15 

15.2 

-1.95 

-12.8 

21. 

129 

32.3 

31.8 

15.4 

14.1 

-1.3 

-   9.2 

22. 

125 

31.7 

31.8 

15.3 

13.4 

-1.9 

-14.2 

23. 

43 

32.4 

32.8 

16.5 

13.8 

-2.7 

-19.6 

24. 

253 

:>.4 

27.5 

10.75 

10.5 

-0.25 

-  2.4 

25. 

32 

2.3.95 

24.75 

13.85 

13.5 

-0.35 

-  2.6 

26. 

86 

26.0 

25.6 

13.8 

12.6 

-1.2 

-  9.5 

27. 

173 

26.5 

26.25 

13.9 

12.8 

-1.1 

-  8.6 

28. 

32 

31.1 

31.9 

15.6 

14.4 

-1.2 

-  8.3 

29. 

116 

24.85 

25.45 

10.6 

10.7 

+  0.1 

+  0.9 

30. 

55 

30.2 

30.4 

14.2 

12.4 

-1.8 

-14.4 

31. 

18 

32.2 

32.6 

16.2 

15.5 

-0.7 

-   4.5 

32. 

34 

24.75 

24.5 

12.25 

11.75 

-0.5 

-   4.3 

33. 

24 

32.7 

32.4 

14.6 

13.25 

-1.35 

-10.2 

34. 

30 

30.7 

30.2 

15.7 

14.6 

-1.1 

-   7.5 

35. 

53 

26.1 

25.95 

11.55 

10.35 

-1.2 

-11.6 

36. 

36 

25.1 

24.8 

12.5 

11.2 

-1.3 

-11.6 

37. 

43 

26.8 

26.2 

13.8 

14.4 

+0.6 

+  4.3 

38. 

28 

27.0 

27.3 

11.7 

12.0 

+0.3 

+   2.6 

39. 

115 

29.8 

30.25 

14.9 

13.25 

-1.65 

-12.5 

40. 

20 

26.4 

25.15 

12.7 

11.3 

-1.4 

-12.4 

41. 

412 

29.0 

29.1 

14.0 

13.2 

-0.8 

-   6.1 

42. 

40 

26.9 

27.0 

15.9 

14.0 

-1.9 

-13.6 

43. 

98 

22.05 

22.05 

12.10 

10.75 

-1.35 

-12.6 

44. 

22 

34.65 

33.7 

17.6 

16.35 

-1.25 

-   7.6 

45. 

21 

28.4 

31.45 

15.65 

14.1 

-1.55 

-11.0 

46. 

174 

29.7 

31.1 

14.7 

12.7 

-2.0 

-15.8 

Average 

93 

29.04 

29.02 

14.67 

13.38 

-1.29 

-  9.68 

7-12-43 


197/139  mm.  Hg. 


8-21-13 


131/101  mm.  Hg. 


Fiji.  14.  W.McL.  (m..  35).  Chronic  glomerulonephritis.  Retinopathy  with  hemorrhages  and  exudates. 
Phenolsulfonphthalein  excretion  in  two  hours.  31  per  cent.  Rice  diet  since  July  12.  1943.  Bedrest. 
No  digitalis.  Reduction  in  heart  size  with  change  in  transverse  diameter  of  16  per  cent. 
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11-16-43 


220/130  mm.  Hg. 


1-13-44 


111/79  mm.  Hg. 


Fig.  15.  A.G.  (m.,  53).  Chronic  glomerulonephritis.  Phenolsulfonphthalein  excretion  in  two  hours, 
50  per  cent.  Rice  diet  since  November  24,  1943.  Bedrest  part  of  the  time.  No  digitalis.  Reduction 
in  heart  size  with  change  in  transverse  diameter  of  31  per  cent. 


9-7-44 


140/96  mm.  Hg. 


11-9-44 


146/80  mm.  Hg. 


Fig.  16.  B.M.  (m.,  31).  Chronic  nephritis.  Phenolsulfonphthalein  excretion  in  two  hours,  7  per  cent. 
Rice  diet  since  September  9,  1944.  No  bedrest.  No  digitalis.  Reduction  in  heart  size  with  change  in 
transverse  diameter  of  21  per  cent. 
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-6-44 


144/84  mm.  Hg. 


9-9-44 


130/80  mm.  Hg. 


Fig.  17.  B.K.  (m..  43).  Terminal  stage  of  chronic  nephritis.  Phenolsulfonphthalein  excretion  in  two 
hours.  0.56  per  cent.  Rice  diet  since  May  13.  1944.  No  digitalis.  Bedrest  part  of  the  time.  Reduction 
in  heart  size  with  change  in  transverse  diameter  of  34   per  cent. 


6-28-43 


110/60  mm.  Hg. 


9-3-43 


94/60  mm.  Hg. 


Fig.  18.  T.A.  (f.,  20).  Lupus  erythematosus  disseminatus.  Exudative  retinopathy.  I'henolsulfon- 
phthalein  excretion  in  two  hours,  75  per  cent.  Rice  diet  since  July  19.  1943.  Bedrest.  No  digitalis. 
Reduction  in  heart  size  with  change  in  transverse  diameter  of  25  per  cent. 
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32.4  cm. 


3-2-44 


220/124  mm.  Hg. 


4-27-44 


140/97  mm.  Hg. 


Fig.  19.  J.K.  (m.,  48).  "Hypertensive  vascular  disease."  Phenolsulfonphthalein  excretion  in  two 
hours,  63  per  cent.  Rice  diet  since  March  14,  1944.  No  digitalis.  No  bedrest.  Reduction  in  heart  size 
with  change  in  transverse  diameter  of  20  per  cent. 


15.  3  cm 


3l.7Cm. 


13.4cm 


31.8  cm. 


9-28-43 


220/150  mm.  Hg. 


2-1-44 


152/110  mm.  Hg. 


Fig.  20.  J.L.  (m.,  54).  "Hypertensive  vascular  disease."  Phenolsulfonphthalein  excretion  in  two 
hours,  50  per  cent.  Rice  diet  since  October  3.  1943.  No  digitalis.  No  bedrest  (three  months  of  bed- 
rest before  admission  because  of  coronary  infarction).  Reduction  in  heart  size  with  change  in 
transverse  diameter  of  14  per  cent. 
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9-13-43 


20S/118  mm.  Hg. 


11-22-43 


148/100  mm.  Hg. 


Fig.  21.  J.L.A.  (m..  46).  "Hypertensive  vascular  disease."  Retinopathy  with  papilledema.  I'henol- 
sulfonphthalein  excretion  in  two  hours.  54  per  cent.  Rice  diet  since  September  16.  1943.  Bedrest. 
Xo  digitalis.  Reduction  in  heart  size  with  change  in  transverse  diameter  of   17   per  cent. 


3-24-43  212/110  mm.  Hg. 


7-28-43 


137/63  mm.  Hg. 


Fig.  22.  J.F.  (m..  65).  "Hypertensive  vascular  disease."  Phenolsulfonphthalein  excretion  in  two 
hours,  43  per  cent.  Rice  diet  since  April  2.  1943.  Xo  bedrest.  Xo  digitalis.  Reduction  in  heart  size 
with  change  in  transverse  diameter  of  23  per  cent. 
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12-30-43 


248/I40MM.  HG. 


1-4-44 

(Venous   pressure    (1-8-44): 
215  mm.  saline) 


198/116  MM.  HG. 


1-17-44 

(Venous  pressure   (1-20-41): 
141  mm.  saline) 


2-3-44 

(Venous   pressure    (2-2-41) : 
HO  mm.   saline) 


3-6-44 


5-8-44 


Fig.  23.  L.K.  (f.,  33).  Terminal  stage  of  chrome  nephritis,  with  pericarditis  and  retinopathy  with 
papilledema,  hemorrhages,  exudates.  Phenolsulfonphthalein  excretion  in  two  hours,  1.4  per  cent.  Rice 
diet  since  January  7,  1944.  Bedrest  until  March  1,  1944.  No  digitalis  after  January  17,  1944.  After 
the  pericarditis  cleared  up,  the  heart  size  was  reduced,  with  a  change  in  the  transverse  diameter 
of  14   per  cent. 


Nonprotein  Nitrogen 

Table  6  shows  the  effect  of  the  rice  diet 
on  the  nonprotein  nitrogen  of  171  patients 
who  received  the  strict  or  modified  diet  for 
periods  varying  from  four  days  to  thirty-two 
months.  Five  patients  had  acute  glomerulo- 
nephritis, 66  patients  chronic  glomerulone- 
phritis, chronic  pyelonephritis,  nephrolithia- 
sis, or  polycystic  kidney  disease,  2  patients 
lupus  erythematosus,  55  patients  "hyperten- 
sive vascular  disease"  with  "secondary" 
renal  involvement,  43  patients  "hypertensive 
vascular  disease"  without  conclusive  evi- 
dence of  renal  excretory  dysfunction. 

Twenty-two    patients    died    after    six    to 


eighty-one    days     (average  twenty-five)  ;    1 
patient  died  after  thirty  months : 

Average  nonprotein  nitrogen: 

Before    diet    115  mg.  per  100  cc.  of  blood 

Before  death   186  mg.  per  100  cc.  of  blood 

The  nonprotein  nitrogen  of  35  patients 
increased  or  did  not  decrease  during  the 
period  of  rice  diet : 

Average  nonprotein  nitrogen: 

Before   diet   42.7  mg.  per  100  cc.  of  blood 

After  63  days  of  diet    50.2  mg.  per  100  cc.  of  blood 

The  nonprotein  nitrogen  of  113  patients 
decreased  during  the  period  of  diet: 
Average  nonprotein  nitrogen: 

Before  diet  53.1  mg.  per  100  cc.  of  blood 

After  78  days  of  diet    36.0  mg.  per  100  cc.  of  blood 
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TABLE  6 
EFFECT  OF  RICE  DIET  ON    NONPROTEIN    NITROGEN 


PAeitobuf/oRpAIJtaietfi    T>  *t 

(Total  Esrrttioii   in    -'   H"itrsJ 
Ptr  I 


Zftmjiroteaii  Nitrogen 

(mg.  per  IfiO  cc.  biting") 


Before 

After 

Dam  on 

;:..,  i>,.t 

Rice  Piet 

Change 

Rice  Diet 

73 

31 

-42 

153 

37 

28 

-   9 

11 

54 

26 

-28 

32 

33 

27 

-   6 

180 

32 

28 

-   4 

83 

46 

28 

-18 

92 

ACUTE  GLOMERULONEPHRITIS 


1. 
2. 
3. 
4. 


75,  60 
55,  61 


7-.  -5.  71  _ - — 

40,   50   .._ 32 


Average 

CHRONIC  GLOMERULONEPHRITIS,  CHRONIC  PYELONEPHRITIS,  NEPHROLITHIASIS 
POLYCYSTIC  KIDNEY  DISEASE 
NPN  Increased  or  Unchanged 
Initial  NPN  39-238  mg.  per  100  ee.  blood 


OR 


1.* 

30  

..    174 

360 

+  186 

37 

■\ 

2  

...      90 

138 

+  48 

9 

3.* 

...    132 

375 

-243 

38 

4. 

less  than  9  

...      78 

203 

+  125 

50 

5. 

2,  1.2  

...    138 

170 

+   32 

36 

6. 

3.  7.  14.5.  1".  10.  9,  1  

77 

78 

+      1 

710 

T  * 

less  than  3           

...    190 

355 

+  165 

16 

8. 

5,   10  

....    132 

150 

+  18 

27 

9.* 

19.  33.  24     

....      42 

145 

+  103 

595 

10.' 

less  than  5  

...    190 

i'n» 

+   18 

30 

11.* 

^0  

....      87 

143 

+   56 

10 

12. 

0    

....    238 

300 

+  62 

32 

13. 

51.  51    

....      43 

46 

+     3 

210 

14. 

54.   57 .5                 

....      39 

46 
194 

+      7 
+    M 

8 

....    118 

129 

Initial  NPN  22-35  mg.  per  100  cc.  blood 

15.* 

45    

....      28 

76 

+  48 

35 

16 

80                             

....      22 

32 
32 

+   10 
+     2 

20 

17. 

62.5 

....      30 

19 

18. 

....      33 

42 

+     9 

14 

19. 

45.  39,  38  

....      35 

35 

0 

21 

20.* 

55.  43.  

....      35 

204 

+  169 

42 

....      30 

70 

+   40 

25 

S'PN  Decreased 

Initial 

NPN  39-242  mg.  per  100  cc.  blood 

1. 

17.5    

....      87 

38 

-  49 

90 

2 

50.  33 

...      43 

31 

-   12 

62 

3. 

....      41 

28 

-    13 

70 

4. 

15 

....    118 

108 

—   10 

16 

5. 

"0,   12   

....      60 

44 

-  16 

65 

6. 

30,   22   

....      42 

29 

-  13 

30 

7. 

22.5,  27.5,  30,  22.5,  25  

....      72 

33 

-  39 

160 

8. 

4.5.  4.  4.3.  5  

....    143 

46 

-  97 

252 

9. 

20,  22.5,  35.  21,  25,  22.  23 

....      58 

32 

-  26 

406 

10. 

12.5.  less  than  29.5.  25.  9,  18,  19 

....      46 

32 

-  14 

198 

11 

less  than  *>    14    3.2    3  3,  less  than  1     ... 

....      68 

47 

-  21 

137 

12. 

....    156 

84 

-   72 

27 

13. 

...    175 

102 

-   73 

29 

14. 

40,  38,  17.5,  27.5  - 

....      85 

80 

-     5 

45 

15. 

25,  27.5,  16,  15,  18.5,  23,  21  

....      54 

36 

-   18 

236 

16. 

8    

....      78 

63 

-   15 

7 

17. 

5,  10,  7,  10  

....      73 

41 

-  32 

240 

18.* 

0,  less  than  1,  less  than  1 

...    138 

104 

-  34 

42 

19. 

25.  20.  18,  30,  25,  12,  16  

....      66 

62 

-     4 

348 

20. 

47.  55.  40 

....      55 

31 

-  24 

72 

21. 

40.   40   

53 

48 

—       0 

67 

22 

70        

....    175 

35 

-140 

38 

23. 

22 

44 

27 

-    17 

80 

"4. 

55    

46 

26 

-  20 

14 

25. 

0.1   

168 

102 

-   66 

42 

26. 

65    - 

48 

27 

-   21 

17 
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TABLE  6— Continued 


Phe  nol  mil  fonph  thole  in    Text 

(Total  Excretion   in  t  Hours} 

PerCent 


Nonprotein  Nitrogen 
(mg.  per  100  ee.  blood) 


Before 
Rife  Diet 


After 
Hire  Diet 


Change 


Dana  on 
Eire  Diet 


27.  less  than  1,  less  than  1,  less  than  1,  0 125  84 

28.  5.5,  2.2  82  60 

29.  70     39  32 

30.  4,   7,   10.5   87  46 

31.  93  71 

32.  3    71  46 

33.  71,  68   42  34 

34.  10.2,  4.7   140  87 

35.  less  than  1  242  84 

Average    89  54 

Initial  NPN  27-38  mg.  per  100  cc.  blood 

36.  70    27  23 

37.  72    31  29 

38.  65    33  31 

39.  64    30  25 

40.  55    34  30 

41.  38,  19,  24  36  34 

42.  49,    52    32  27 

43.  31  24 

44.  67    29  25 

45.  45    38  28 

46.  75,  69,  77  33  28 

Average    32  28 

LUPUS  ERYTHEMATOSUS 

1.  65,  85   55 

2.  65,  57   69 

Average    62 

"HYPERTENSIVE  VASCULAR  DISEASE"  WITH   "SECONDARY' 
NPN   Unchanged  or  Increased 
Initial  NPN  42-277  mg.  per  100  cc.  blood 

1.*         0    230 

2.  2.3    67 

3.*         18    80 

4.*  15.5    61 

5.*  202 

6.  5    51 

7.*  11,   7  54 

8."  110 

9.  25    42 

10.  30    42 

11.  78 

12.*         60    48 

13.*  66 

14.*  277 

15.*         28,   32  57 

16.  45    48 

Average    95 

Initial  NPN  27-37  mg.  per  100  cc.  blood 

17.  70,  45,  48  35 

18.*        36 

19.  47,  65  29 

20.  20  34 

21.  42,  43,  51  33 

22.  70,  85  27 

23.  46  37 

Average  33 

NPN  Decreased 
Initial  NPN  39-63  mg.  per  100  cc.  blood 

1.  75    57  41 

2.  45,    42.5    40  21 

3.  67,  75,  48,  51  44  24 

4.  47,   69.5   40  25 

5.  40    40  30 

*  Death  ufWr  6-593  days.  BH  .~". ..,,■.. 


-  41 

-  22 

-  7 

-  41 

-  22 

-  25 

-  8 

-  53 
-158 

-  35 


-  4 

-  2 

-  2 

-  5 

-  4 

-  2 

-  5 

-  7 

-  4 

-  10 

-  5 

-  4 


45  -  10 
34  -  35 
39.5       -  22.5 

RENAL  INVOLVEMENT 


260 
108 
111 
108 
252 

75 
102 
198 

46 

44 
109 

74 
104 
292 
126 

54 
129 


35 
45 
49 
37 
33 
40 
40 
40 


30 
41 
31 


+  47 

+  50 

+  24 

+  48 

+ 

+ 

+ 

+ 

+ 

+ 

+ 


4 
2 
31 
26 
38 
15 


-(-  69 


6 
34 


0 
+  9 
+  20 
+  3 

0 
+  13 
+  3 
+   7 


-  16 

-  19 

-  20 

-  15 

-  10 


119 
21 
6 
59 
31 
7 
58 
49 
51 
91.5 


7 
24 
28 
15 
22 

190 
19 
25 
98 
16 

215 
60 


91 
27 
59 


22 

8 
81 
27 
10 
18 
15 
14 
25 
32 
22 

6 
17 

7 

7 
48 
22.5 


66 
10 
78 
29 
86 
30 
15 
45 


68 

9 

209 

32 
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TABLE  6— Continued 


Phenolaulfonphthalein  Teat 

(Total  Excretion  in  !  Hours) 

Per  Cent 


Xonprotein  Sitrogen 
(mg.  per  100  cc.  blood) 


Before 
Riee  lHet 


After 
Riee  Diet 


Change 


Daua  on 
Rice  Diet 


58 

_ 42 

40,  45  49 


44,  48,  54 

50  

45  

64  

28  


6.  49 

7.  44 
8. 
9. 

10. 
11. 
12. 
13. 
14. 
15. 
16. 
17. 
18. 
19. 
20. 
21. 

Average  

Initial  NPN  28-38  mg.  per  100  ec.  blood 


39 

50 

52 

51 

50 

57 

58 

48 

53 

46 

47 

: 63 

50,  65  40 

49 


45 

45 

55, 
45, 


50  . 
68 


22. 
23. 
24. 
25. 
26. 
27. 
28. 
29. 
30. 
31. 
32. 
Average 


33 

36 

29 

35 

60,  60,  55  29 


57  

57,  28,  30  

58,  54,  65,  53 
32  


47 


38 


32,  52,  67  35 

37,  64  

30  

66,  64,  47,  58  

59,  44  


33 
36 
33 
28 
33 


38 
32 
44 
24 
37 
38 
32 
33 
34 
44 
41 
24 
31 
34 
44 
37 
34 


28 
34 
18 
32 
26 
33 
23 
24 
28 
25 
25 
27 


20 
10 

5 
15 
13 
14 
19 
17 
23 
14 

7 
29 
15 
13 
19 

3 
15 


11 
3 
3 
5 

12 
9 
8 
8 
3 
6 


"HYPERTENSIVE  VASCULAR  DISEASE"  WITHOUT  CONCLUSIVE   EVIDENCE   OF   RENAL 
INVOLVEMENT 

NPN  Unchanged  or  Increased 
Initial  NPN  23-40  mg.  per  100  ce.  blood 


65 
83, 
53 

69 

55, 


60 


49 


69,  87,  91  27 

61    

63    


1. 

2. 

3. 

4. 

5. 

6. 

7. 

8. 

9. 
10. 
11. 
12. 
13. 
14. 

Average    

NPN   Decreased 

Initial  NPN  25-40  mg.  per  100  cc.  blood 


52 
64 

57 


1. 

2. 

3. 

4. 

5. 

6. 

7. 

8. 

9. 
10. 
11. 
12. 
13. 
14. 
15. 


74,  71,  72 
97    


67,  75  

59  

92  

59  

62  ...„ _ 

65  

62,  69   29 

53  

70  

55,  55  

58  

69  


10 
35 

103 
121 

28 
32 

7 
32 

9 
13 

7 

6 
79 
77 
40 
22 
49 


47 

15 

970 

60 

90 

20 

113 

198 

15 

177 

127 

167 


35 

40 

+ 

5 

13 

26 

28 

+ 

2 

61 

33 

34 

+ 

1 

26 

26 

28 

+ 

2 

11 

35 

35 

0 

13 

34 

36 

+ 

2 

132 

27 

28 

+ 

1 

252 

23 

25 

+ 

2 

14 

32 

38 

+ 

6 

12 

31 

36 

+ 

5 

7 

28 

28 

0 

36 

26 

32 

+ 

6 

4 

40 

41 

+ 

1 

4 

28 

28 

0 

86 

30 

32.5 

+ 

2.5 

48 

33 

27 

6 

239 

34 

32 

— 

2 

16 

37 

26 

— 

11 

48 

34 

25 

— 

9 

72 

31 

24 

— 

7 

57 

30 

28 

— 

2 

60 

34 

29 

— 

5 

112 

37 

33 

— 

4 

32 

25 

23 

_ 

2 

21 

29 

21 

— 

8 

55 

27 

20 

— 

7 

38 

30 

28 

— 

2 

22 

30 

29 

— 

1 

65 

40 

30 

— 

10 

82 

26 

25 

— 

1 

28 
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TABLE  6— Continued 

PhmoUvXfmpKtnalein   Test  Nonprotein  Nitrogen 

(Total  Excretion  in  I  Hours)  fmg.  per  100  cc.  Mood) 

Percent  Before  After 

Rice  Diet  Rice  Diet 

16.  67  28         24 

17.  82,  90,  71  30         26 

18.  64,  86  30  24 

19.  72  31  26 

20.  53  31  29 

21.  55  35  27 

22.  72,  63  36  32 

23.  73  35         25 

24.  88  30  24 

25.  70  39  27 

26.  78  28  22 

27.  63,  87  29         24 

28.  81  30         25 

29.  69  39  30 

Average  32  26 


Days  on 

nge 

Rice  Diet 

4 

18 

4 

22 

6 

113 

5 

20 

2 

18 

8 

45 

4 

126 

10 

149 

6 

34 

12 

4 

6 

17 

5 

96 

5 

23 

9 

18 

6 

53 

An  erroneous  impression  might  be  con- 
veyed by  the  figures  in  table  6,  because  only 
the  nonprotein  nitrogen  values  before  the 
start  of  treatment  and  the  last  ones  recorded 
after  treatment  are  compared.  Since  many 
patients  with  chronic  kidney  disease,  how- 
ever, do  not  realize  the  seriousness  of  their 
condition  before  manifestations  of  terminal 
renal  failure  become  apparent,  they  fre- 
quently come  to  the  hospital  at  a  time  when 
the  nonprotein  nitrogen  is  no  longer  at  a 
constant  level,  but  is  rising  rapidly.  The 
effect  of  the  diet  in  such  instances  might 
therefore  be  seen  more  correctly  in  the  dif- 
ference between  the  patient's  nonprotein 
nitrogen  at  the  end  of  the  treatment  and  his 
highest  nonprotein  nitrogen  value,  even  if 
this  value  was  found  after  he  was  already 
on  the  diet  (fig.  24). 

The  lowering  of  the  nonprotein  nitrogen 
in  the  greater  number  of  patients  is  not  the 
only  point  of  significance  in  table  6 ;  the 
length  of  time  on  the  rice  diet  is  also  impor- 
tant, for  it  shows  that  in  spite  of  even  criti- 
cal decrease  in  renal  excretory  function,  as 
indicated  by  the  low  phenolsulfonphthalein 
excretion,  the  usually  progressive  increase 
of  the  nonprotein  nitrogen  and  actual  uremia 
may  be  prevented  for  years. 

Histories  1-3,  5-7  and  figures  24,  34,  38, 
45,  47  illustrate  the  response  of  the  non- 
protein nitrogen  to  the  diet. 

Urea 

Table  7  shows  the  effect  of  the  strict  or 
modified  rice  diet  on  the  blood  urea  nitrogen 
concentration  and  on  the  urea  nitrogen-non- 
protein  nitrogen  ratio  in  63  patients. 


JW./4I  Chronic  Glomif ulonapnritli  PSP/2hri    70   \  Edami 
Cord.oc    enlorgcmcnt    Distil  f%  melli'u*    Lues 


!  1350  RICE  DIET 

,     Col.    """ ~^~" "" ^™~~ ""■"" ' 
Diabetic 
Did 


3l5m8 


30  2    4    6  8     II   13     16    (9     23   26  29     I        3      8      II 
DEC '42     JAN  '43  FEB 

Plolma  Prettirtf    lam    p«f   lOOcc) 

»»»»  IN  HOSPITAL 


Fig.  24.  J.W.  (m.,  41).  Blood  nonprotein  nitro- 
gen (mg.  per  100  cc.)  of  nephritic  patient  with 
rapidly  developing  uremia. 
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TABLE  7 
EFFECT  OF  KICE  DIET  ON   BLOOD   UREA   NITROGEN 


UREA 

NITROGEN 

NONPROTEIN 

NITROGEN 

UREA 

RA  TtO 

(mo.   per 
Before 

100 

~c.   bli>od) 
After 

(my.    per    100 
Before 

cc.   blood) 
After 

% 

Before 

After 

Dans  on 

Rice  Diet 

Rici  In,  l 

Rice  Diet 

Rice  Diet 

Rice  Diet 

Rice  Diet 

Rice  Diet 

I.     Urea 

Nitrogen 

Increased 

Initial 

urea  nitrogen 

32-116  nig. 

per  100  cc.  blood 

1. 

116 

130.8 

138 

163 

84.1 

80.2 

28 

2. 

47.4 

56.8 

90 

93 

52.7 

61.1 

53 

3. 

32.7 

77.4 

61 

108 

53.6 

71.7 

27 

4. 

50 

51.8 

70 

114 

71 

45.4 

15 

5. 

89.1 

181.7 

110 

198 

81 

91.8 

14 

Average     67 

99.7 

94 

135 

68.5 

70 

27 

Initial 

urea  nitrogen 

10  mg.  per 

100  cc.  blood 

6. 

10.1 

14.9 

30 

40 

34 

37.2 

14 

[I.     Urea  Nitrogen  Decreased 

Initial 

urea  nitrogen 

33-110  mg. 

per  100  cc.  blooc 

1. 

36.8 

27.3 

60 

44 

61.3 

62.5 

62 

2. 

108 

70.3 

168 

102 

64.3 

68.9 

47 

3. 

42.3 

24.2 

68 

47 

62.2 

51.5 

166 

4. 

105 

48.4 

156 

84 

67.3 

57.6 

27 

5. 

109.6 

42.4 

148 

84 

74.1 

50.5 

118 

6. 

49.9 

26.4 

87 

48 

57.4 

55 

42 

7. 

34 

14.9 

50 

31 

68 

48.1 

92 

8. 

91.5 

61.6 

140 

87 

65 

70.8 

48 

9. 

43.5 

22.8 

80 

48 

54.4 

47.5 

42 

10. 

33 

10.7 

50 

33 

66 

32.4 

32 

Average    65.4 

34.9 

100.7 

60.8 

64 

54.5 

68 

Initial 

urea  nitrogen 

7-29  mg.  per  100  cc.  blood 

11. 

20.4 

4.2 

44 

31 

46.4 

13.5 

131 

12. 

12.6 

6.2 

31 

29 

40.6 

22.8 

23 

13. 

21 

9.1 

36 

34 

58.3 

27 

190 

14. 

15.2 

4.2 

41 

26 

37.1 

16.2 

190 

15. 

28.9 

12.6 

55 

31 

52.5 

40.6 

70 

16. 

25.7 

12.4 

42 

34 

61.2 

36.5 

57 

17. 

10.8 

4.2 

34 

28 

31.8 

15 

210 

18. 

21.4 

14.4 

42 

30 

51 

48 

189 

19. 

21.2 

7.8 

35 

35 

60.6 

22.3 

36 

20. 

18.4 

9 

36 

36 

51.1 

25 

146 

21. 

15.6 

7.8 

33 

25 

47.3 

31.2 

32 

22. 

18.1 

3.6 

36 

18 

50.3 

20 

970 

23. 

19.2 

12.7 

37 

38 

51.9 

33.4 

46 

24. 

24.2 

14.4 

51 

32 

47.5 

45 

224 

25. 

18 

4.3 

39 

24 

46.2 

17.9 

153 

26. 

8.9 

7.8 

29 

26 

30.7 

30 

79 

27. 

17.2 

10 

38 

33 

45.3 

30.3 

20 

28. 

10.8 

8.3 

35 

24 

30.9 

34.6 

200 

29. 

10.2 

2.3 

33 

18 

30.9 

12.8 

460 

30. 

16.5 

6 

46 

31 

36 

19.7 

77 

31. 

20 

14.9 

47 

35 

42.6 

42.6 

240 

32. 

14 

4.2 

37 

21 

37.8 

20 

20 

33. 

9.9 

5 

29 

25 

34.1 

20 

72 

34. 

11.3 

6.6 

30 

25 

37.7 

26.4 

125 

35. 

15.8 

6.1 

34 

29 

46.5 

21 

112 

36. 

13.8 

6.6 

36 

21 

38.3 

31.4 

55 

37. 

10.2 

1.8 

26 

25 

39.2 

7.2 

191 

38. 

11.9 

6 

27 

20 

44.1 

30 

38 

39. 

14.2 

4.5 

40 

30 

35.5 

15 

82 

40. 

11.8 

7.2 

34 

36 

34.7 

20 

129 

41. 

7.7 

1.8 

26 

29 

29.6 

6.2 

172 

42. 

10.4 

3.6 

28 

24 

37.1 

15 

81 

43. 

8.1 

5.5 

32 

30 

25.3 

18 

68 

44. 

11.9 

7.8 

32 

38 

37.2 

20.5 

It 

45. 

10.9 

6.6 

31 

30 

35.2 

22 

120 

46. 

11.4 

7.7 

31 

29 

36.8 

26.6 

18 

47. 

12.6 

6.6 

35 

27 

36.1 

24.4 

45 

48. 

14 

5.4 

28 

28 

50 

19.3 

36 

49. 

13.8 

2.4 

36 

32 

38.3 

7.5 

26 

50. 

10.8 

5.4 

30 

25 

36 

•21.6 
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TABLE  7 

— Continued 

UREA 

NITROGEN 

NONPROTEIN 

NITROGEN 

CUE  A   RATIO 

(llllj.       fl 

In    hill 

100  cc.   blood) 
After 

(mg.    per    100 

liCfnn 

cc.   blood) 
After 

% 

Hi'fiirt 

After 

Daps  on 

Rice  Diet 

Rice  Diet 

Rice  Diet 

Rice  Diet 

Rice  Diet 

Rice  Diet 

Rice  Did 

51. 

9.5 

4.8 

28 

30 

33.9 

16 

85 

52. 

9.1 

4.2 

30 

25 

30 

16.8 

23 

53. 

12.6 

7.8 

28 

24 

44.1 

32.5 

26 

54. 

16.8 

4.2 

36 

30 

46.7 

14 

35 

55. 

12.6 

2.4 

33 

26 

38.2 

9.2 

251 

5G. 

13.7 

9 

36 

34 

38.1 

26.5 

23 

57. 

7.1 

1.2 

28 

25 

25.4 

4.8 

127 

Avera 

ge     14.5 

6.6 

35 

28 

40.8 

22.9 

122 

In  6  of  the  63  patients  the  blood  urea  nitro- 
gen increased  (group  I).  Two  of  these  died 
after  fourteen  and  twenty-seven  days. 

Urea  N  (average)      Urea  N-NPN  ratio 
(tug.  per  mo  cc.  (ticcrnge) 

of  blood)  (percent) 

Initial  urea  nitrogen  32-116  mg.  per 
100  cc.  of  blood  (I,  patients  1-5) 

Before  diet  67  68.5 

After  27  days  of  diet  ..  .99.7  70.0 

Initial  urea  nitrogen  10  mg.  per 
100  cc.  of  blood  (I,  patient  6) 

Before  diet  10.1  34 

After  14  days  of  diet  ...14.9  37.2 

In  57  of  the  63  patients  the  blood  urea 
nitrogen  decreased  (group  II). 


Urea  N  (average) 

(mg.  per  100  cc. 

of   blood) 

Initial  urea  nitrogen  33-110  mg.  per 
100  cc.  of  blood  (II,  patients  1-10) 

Before  diet  65.4 

After  68  days  of  diet  ....34.9 
Initial  urea  nitrogen  7-29  mg.  per 
100  cc.  of  blood  (II,  patients  11-57) 

Before  diet  14.5 

After  122  days  of  diet  ..  6.6 


Urea  N-XPN  ratio 
(average) 
(per  cent) 


64 
54.5 


40.8 
22.9 


Of  48  patients  whose  initial  urea  nitrogen 
concentration  was  normal  or  almost  normal 
(7-29  mg.  per  100  cc.  of  blood),  only  1  pa- 
tient had  an  increase  of  the  blood  urea  nitro- 
gen concentration,  whereas  47  patients  had 
an  average  decrease  of  the  blood  urea  nitro- 
gen concentration  of  55  per  cent. 

The  lowest  urea  nitrogen  values  we  found 
were  1.2  mg.  per  100  cc.  of  blood  in  1  pa- 
tient, and  1.8-2.4  mg.  per  100  cc.  of  blood  in 
4  patients.  The  urea  nitrogen-nonprotein 
nitrogen  ratio  in  these  5  patients  ranged 
from  4.8  to  12.4  per  cent"11. 

This  finding  again  shows  that  patients  on 
the  rice  diet  are  in  protein  equilibrium,  since 
in  fasting  and  inanition  the  urea  nitrogen 
concentration  of  the  blood  is  increased. 

6.  Dr.  Haywood  Taylor  of  the  Department  of  Bio- 
chemistry is  engaged  in  a  study  to  determine 
the  nature  of  those  nonprotein  nitrogen  sub- 
stances, the  increase  of  which  makes  up  for  the 
decreased  urea  ratio  in  the  blood  of  patients  on 
the  rice  diet. 


Two  hundred  and  eighty-one  determina- 
tions of  the  urea  nitrogen  excretion  per 
twenty-four  hours  in  the  urine  of  96  patients 
with  kidney  disease  (with  a  nonprotein 
nitrogen  not  above  50  mg.  per  100  cc.  of 
blood),  or  with  "hypertensive  vascular  dis- 
ease," before  and  after  they  had  received  the 
rice  diet  for  varying  periods  of  time,  are 
summarized  in  table  8. 

TABLE  8 

Urea  Excretion  in  Urine 

.  Gm,  urea  nitrogen 

l  mail  cm  Numberof        \mnl>erof  excreted  in  ttt 

'in  ill' I  patients      determinations     hours  (average) 


1-14  days 
15-30  days 

1-2  months 
Over  2  months 


49 
46 
36 
22 
30 


60 
73 

47 
35 


5.4 
2.9 

1.9 
1.6 
1.1 


*  In  many  Instances  the  protein  intake  before  the  beginning 
of  the  riee  diet  had  been  limited,  either  because  the  patients 
were  too  ill  to  eat  the  full  amount  of  a  mixed  diet,  or  because 
they  had  received  other  low  protein  diets.  The  regular  hospital 
diet  contains  about  65  Gin.  of  protein. 

The  twenty-four  hour  urinary  urea  nitro- 
gen excretion  on  a  100  Gm.  protein  diet  is 
about  12  Gm.,  in  complete  starvation  about 
6  Gm.,  after  an  average  period  of  two  or 
more  months  on  the  rice  diet  about  1.1  Gm. 

The  excretion  of  urea  constitutes  one  of 
the  main  tasks  of  the  kidney.  According  to 
Addis171,  the  excretion  of  10  Gm.  of  urea 
nitrogen  requires  677  gram  calories  of  work 
from  the  kidney.  Borsook'*1  has  calculated 
that  ordinarily  76  per  cent  of  all  the  work 
of  the  kidney  is  spent  on  urea  excretion.  The 
fact  that  the  rice  diet  causes  an  80  or  90  per 
cent  reduction  in  urinary  urea  excretion  may 
not  be  without  effect  upon  the  "metabolic 
situation"  of  the  kidney  cells. 

This  article  will  be  concluded  in  the  March 
issue  of  the  Journal. 

7.  Addis,  T. :  Theory  and  Practice  in  Dietetic  Treatment  of 
Glomerular  Nephritis,  J.  Am.  Dietet.  A.  18:808-812  (April) 
nun. 

s.  Borsook,  H..  and  Winegarden,  H.  M. :  The  Work  of  the 
Kidney  in  the  Production  of  L'rine,  Proe.  Nat.  Aead.  Se. 
17:3-13,   1931. 
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THE  TREATMENT  OF  FRACTURES  OF 

THE  HUMERUS  WITH  THE 

HANGING  CAST 

R.  Beverly  Raney,  M.D. 
Durham 

For  about  two  years  we  have  treated  al- 
most all  fractures  of  the  humerus  above  the 
supracondylar  level  with  the  hanging  cast 
and  shoulder  exercises.  The  results  have 
been  highly  satisfactory  in  most  cases,  but 
we  have  also  had  several  poor  results.  The 
hanging  cast  treatment,  when  used  in  prop- 
erly selected  cases,  is  most  economical  for 
patient  and  surgeon;  it  is  therefore  impor- 
tant to  recognize  what  types  of  fractures 
are  satisfactorily  treated  by  the  hanging 
cast  and  in  what  types  other  methods  of 
treatment  are  preferable.  It  was  with  the 
hope  of  answering  this  question  that  a  re- 
view of  our  cases  was  undertaken. 

The  principle  of  the  hanging  cast  is  not 
new.  Many  older  textbooks  of  surgery  illus- 
trate the  treatment  of  a  fractured  humerus 
by  the  traction  of  a  weight  suspended  from 
the  flexed  elbow  and  by  the  support  of  some 
type  of  coaptation  splinting  about  the  arm. 
The  application  of  the  ordinary  arm  cast  for 
this  purpose,  however,  is  fairly  recent.  It 
was  first  used  extensively  by  Dr.  John  Cald- 
well of  Cincinnati,  who  reported  his  experi- 
ence with  it  in  1933'1'.  Since  that  time  a  great 
many  favorable  reports  on  the  use  of  the 
hanging  cast  have  been  published,  and  a 
number  of  minor  modifications  of  the  treat- 
ment have  been  suggested.  Some  observers 
have  restricted  the  use  of  the  hanging  cast 
to  fractures  of  the  humeral  shaft  proper, 
while  others  have  described  favorable  re- 
sults from  its  use  in  fractures  of  the  surgical 
neck. 

Technique 

As  ordinarily  used,  the  hanging  cast  is 
applied  without  anesthesia  and  with  or 
without  gentle  manipulation  to  help  align 
the  fragments.  It  extends  high  on  the  arm; 
it  supports  the  wrist  but  restricts  the  thumb 
and  fingers  very  little  (fig.  1).  It  should  be 
quite  thin,  and  may  be  unpadded  or  lightly 
padded.  Two  loops  of  traction  rope  incor- 
porated in  the  final  turns  of  plaster  provide 
attachment  for  a  muslin  neck-wrist  sling  if 


From  the  Orthopedic  Division  of  the  Department  of  Surgery, 
Duke  University  School  of  Medicine,  Durham.  N.  C.  Read 
before  the  Section  on  Surgery,  Medical  Society  of  the  State 
of  North  Carolina,   Pinehurst,  May  3,   1944. 

1.    Caldwell.  J.  A.:  Treatment  of  Fractures  in  the  Cincinnati 
General    Hospital,    Ann.   Surg.    97:161-176    (Feb.)    1933. 


Fig.  1.  The  hanging  cast  as  ordinarily  applied. 
It  is  quite  thin  and  light.  The  elbow  loop  is  used 
when  the  patient  must  be  recumbent  because  of 
additional  injuries. 

the  patient  is  ambulatory,  or  direct  traction 
to  the  foot  of  the  bed  if  the  patient  must  be 
recumbent  because  of  other  injuries  (fig.  2). 
The  necessity  of  allowing  the  pull  to  act  con- 
tinuously is  explained  to  the  patient,  and  his 
cooperation  is  secured.  The  ambulatory  pa- 
tient is  asked  to  sleep  in  a  sitting  or  a 
Fowler's  position  during  the  first  week  or 
ten  days.  The  amount  of  traction  on  his 
arm  may  be  adjusted  by  placing  the  wrist 
loop  in  a  somewhat  more  proximal  or  more 
distal  position. 

Careful  x-ray  follow-up  is  essential.  Us- 
ually the  first  check-up  films,  taken  with  the 
patient  standing,  are  made  a  week  after  the 
cast  is  applied ;  this  period  of  time  is  al- 
lowed for  gravity,  acting  through  soft  tissue 
attachments,  to  effect  reduction.  If  modifi- 
cation of  the  cast  is  necessary  to  improve  the 


-'•'■■: 


Fig.  2.  The  recumbent  patient  is  treated  by  the 
traction  of  a  weight  hanging  at  the  foot  of  the 
bed  and  acting  through  the  elbow  loop. 


►.  u 


Fig.  3.  Elbow  pad  and  dorsal  wrist  loop  tend 
to  correct  anterolateral  angulation.  Axillary  pad 
and  volar  wrist  loop  tend  to  correct  postero- 
medial angulation. 

alignment  of  the  fragments,  frequent  x-ray 
re-examinations  are  imperative.  This  is  par- 
ticularly true  in  the  second  to  the  fourth 
week,  when  the  fragments  are  beginning  to 
unite. 

The  relative  positions  of  the  fragments  in 
the  hanging  cast  may  be  altered  in  several 
ways.  In  the  cast  the  humerus  lies  in  par- 
tial internal  rotation.  Its  anterior  surface 
is  therefore  directed  anteromedially.  Antero- 
lateral angulation  may  be  counteracted  by 
placing  an  abduction  pad  of  felt  between 
elbow  and  chest ;  posteromedial  angulation 
may  be  counteracted  by  a  pad  between  upper 
arm  and  chest.  Placing  the  wrist  loop  dor- 
sally  helps  correct  lateral  angulation ;  plac- 
ing it  on  the  volar  aspect  counteracts  medial 
angulation  (fig.  3).  Another  method  of 
exerting   corrective  force  after  application 


Fig.  4.  A  long  sling  tends  to  correst  posterior 
angulation;  a  short  sling  tends  to  correct  an- 
terior angulation. 

of  the  cast  is  changing  the  length  of  the 
sling  (fig.  4).  A  long  sling  tends  to  correct 
posterior  angulation;  a  short  sling  acts  to 
decrease  anterior  angulation.  Such  modifi- 
cations are  indicated  when  slowly  progres- 
sive improvement  in  the  position  of  dis- 
placed fragments  fails  to  take  place.  Re- 
peated alterations  of  the  cast,  however,  are 
undesirable  and  in  most  cases  are  unneces- 
sary. 

Active  exercises  form  an  essential  part  of 
the  hanging  cast  treatment  (fig.  5).  The  pa- 
tient is  urged  to  carry  these  out  twice  daily, 
beginning  in  a  gentle  fashion  immediately 
after  application  of  the  cast,  and  continuing 
more  vigorously  until  full  function  of  the 
extremity  is  restored.  The  shoulder  exercises 
are  of  two  types,  circumduction  and  rota- 
tion, and  are  carried  out  with  the  patient 
standing  and  leaning  forward.    In  doing  the 


Fig.  5.    Shoulder  exercises:   Circumduction  about  the   shoulder,   and   rotation   about  the   longitudi- 
nal axis  of  the  humerus. 
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Fig.  6.   (A)   Comminuted  oblique  fracture  of  the  middle    third    of    the    shaft.      (B)     After    several 
weeks  in  the  cast,  the  alignment  is  improved  and   union  has  begun. 


Fig.  7.    Comminuted   fracture  of  the  shaft   with  distraction  of  the  major  fragments.  X-rays  made 
(A)  on  the  day  of  injury,   (B)  seven  weeks  after  injury,  and   (O   on  removal  of  the  cast  thirteen 


weeks  after  injury. 
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circumduction  exercise,  the  patient  swings 
the  entire  extremity  around  in  as  large  a 
circle  as  he  can  make.  In  doing  the  rotation 
exercise,  he  turns  the  extremity  about  the 
longitudinal  axis  of  the  humerus  through  as 
great  an  angle  as  possible.  After  removal 
of  the  cast — at  a  period  varying  widely  from 
about  two  to  about  twelve  weeks  after  its 
application  —  exercise  of  the  shoulder  in 
other  positions  is  added,  as  are  exercise-; 
of  the  elbow  and  wrist. 

Results 

In  our  total  of  30  cases  treated  by  the 
hanging  cast,  only  20  patients  had  sufficient 


follow-up  to  warrant  analysis  of  the  end  re- 
sult. Many  of  our  patients  live  at  a  consid- 
erable distance  from  Durham  and  find  trans- 
portation difficult.  In  evaluating  the  end  re- 
sults we  considered  the  most  important 
criteria  to  be  union,  the  final  joint  mobility, 
and,  least  important,  the  final  x-ray  align- 
ment. We  had  no  case  of  delayed  union  or 
of  non-union. 

Eight  fractures  of  the  shaft  of  the  hu- 
merus were  treated  by  this  method  (figs.  6 
and  7),  and  an  excellent  clinical  and  x-ray 
result  was  obtained  in  3  cases.  An  entirely 
satisfactory  clinical  result  with  imperfect 
x-ray  alignment  was  secured  in  4  cases.    In 


Fig.  8.  (A)  Displaced  fracture  of  the  surgical  neck.  (B)  Three  weeks  after  injury  and  application 
of  cast,  the  displacement  has  not  been  corrected.  The  clinical  result  in  this  case  was  entirely  sat- 
isfactory. 
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the  remaining  case  the  result  was  satisfac- 
tory in  all  respects  except  that  slight  impair- 
ment of  mobility  of  the  shoulder  persisted. 
This  patient  was  a  colored  woman  of  40 
years  who  sustained  multiple  rib  fractures 
and  a  compound  fracture  of  the  tibia  and 
fibula  in  addition  to  the  fractured  humerus. 
She  was  confined  to  bed  for  seven  weeks  by 
complications  of  the  chest  injury. 

In  12  fractures  of  the  surgical  neck  of  the 
humerus  treated  only  by  the  hanging  cast 
and  shoulder  exercises,  an  excellent  clinical 
and  x-ray  result  was  obtained  in  4  cases,  an 
entirely  satisfactory  clinical  result  with  im- 
perfect x-ray  alignment  in  5  cases  (fig.  8), 
and  a  poor  result  in  3  cases.  These  last  3  pa- 
tients had  severe  comminuted  fractures 
which  were  not  reduced  by  the  hanging  cast; 
they  developed  subluxation  of  the  head  of 
the  humerus,  necessitating  change  to  a  dif- 
ferent type  of  treatment. 

Conclusions 

We  have  concluded  that  application  of  the 
hanging  cast,  followed  immediately  by 
active  exercise  of  the  shoulder,  is  an  excel- 
lent treatment  for  fractures  of  the  shaft  of 
the  humerus  regardless  of  obliquity,  com- 
minution, and  displacement.  A  possible  ex- 
ception to  this  is  the  uncommon  transverse 
fracture  accompanied  by  distraction  of  the 
fragments  in  the  longitudinal  axis  of  the 
humerus.  We  have  had  little  experience  in 
treating  compound  fractures  by  this  method 
but  feel  that  the  hanging  cast  would  provide 
good  treatment  following  debridement  of  the 
wound.  We  have  also  found  that  the  hang- 
ing cast  makes  a  satisfactory  support  after 
internal  fixation  of  fractures  of  the  humeral 
shaft. 

In  fractures  of  the  surgical  neck,  the 
hanging  cast  is  an  excellent  method  of  treat- 
ment if  the  fracture  is  incomplete,  undis- 
placed, or  impacted  in  good  alignment. 
When  the  displacement  is  slight  or  when  a 
perfect  anatomical  result  is  not  important. 
the  hanging  cast  treatment  is  satisfactory. 
In  our  hands  the  hanging  cast  alone  has  not 
provided  uniformly  good  results  in  displaced 
fractures  of  the  surgical  neck.  We  do  not 
feel  that  it  can  be  relied  upon  to  effect  reduc- 
tion in  these  cases ;  when  reduction  is  con- 
sidered necessary,  it  should  be  secured  by 
other  means  before  a  hanging  cast  is  applied. 
We  feel,  however,  that  in  these  fractures  im- 
paired mobility  of  the  shoulder  is  due  more 
often  to  changes  in  the  soft  tissues  than  to 
bony   displacement,   and   that   the   hanging 


cast  treatment  will  often  minimize  shoulder 
stiffness.  Demonstrable  weakness  of  the  soft 
tissues  at  the  shoulder,  post-traumatic  or 
otherwise,  contraindicates  use  of  the  hang- 
ing cast  because  of  the  danger  of  subluxa- 
tion of  the  shoulder  joint. 


Appreciation  is  expressed  to  Dr.  Lenox  D.  Baker 
for  assistance  in  the  clinical  work  on  which  this 
paper  is  based. 


A  SIMPLE  METHOD  OF  FRACTURE 

FIXATION  WITH  THE  KIRSCHNER 

WIRE 

Donnell  B.  Cobb,  M.D.,  M.S.,  F.A.C.S. 

GOLDSBORO 

The  manifold  apparatuses  used  for  frac- 
ture fixation  are  sufficient  evidence  that  no 
universally  satisfactory  procedure  has  yet 
been  evolved.  In  the  reduction  and  fixation 
of  any  fracture,  the  simplest  method  that 
yields  good  results  is  always  to  be  preferred. 

A  fracture  that  can  be  reduced  and  firmly 
held  by  the  closed  method  should  certainly 
be  treated  by  that  method.  A  fracture  that 
cannot  be  satisfactorily  reduced  by  the 
closed  method  should  have  some  form  of  in- 
ternal fixation  applied.  There  are  many 
types  of  fractures  that  always  require  op- 
eration and  internal  fixation,  and  in  these 
cases  it  is  folly  to  waste  time  in  attempting 
closed  reductions. 

There  is  an  increasing  trend  toward  open 
reduction  of  fractures.  Impetus  has  been 
given  to  this  by  the  introduction  of  the  so- 
called  non-irritating  metals  for  internal  fix- 
ation. 

The  methods  and  materials  available  for 
internal  fixation  are  varied.  The  use  of 
Steinmann  pins  passed  through  the  bone 
above  and  below  the  fracture  has  been  popu- 
lar in  recent  years.  The  fracture  is  reduced 
in  an  apparatus  such  as  that  designed  by 
Roger  Anderson  and  the  pins  are  incorpor- 
ated in  the  plaster  cast. 

This  method  has  the  advantage  of  obviat- 
ing an  incision  directly  down  to  the  fracture, 
but  it  is  cumbersome  and  difficult  to  use.  A 
preferable  procedure,  where  closed  reduction 
cannot  be  accomplished,  is  to  expose  the 
fracture  site,  remove  any  soft  tissue  that 
may  be  between  the  broken  ends  of  the  bone, 
very  accurately  replace  the  fragments,  and 
apply  directly  some  form  of  fixation  such  as 
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Fig.  I.  (A)  Fracture-dislocation  of  the  shoulder.    (B)    Open  reduction  of  the  dislocation   and   frac- 
ture, and  fixation  by  three  Kirschner  wires  passed  obliquely  through  the  fracture  line. 


Fig.   2.    (A   and    B)    Comminuted    fracture   about    the  ankle  joint.  (C  and  D)  Satisfactory  reduction 
and  fixation  with  four  wires. 


a  nail,  a  screw,  a  metal  plate,  a  Parham 
band,  a  bone  graft,  a  wire  suture,  or  very 
occasionally  a  chromic  gut  or  kangaroo  ten- 
don suture.  As  Dr.  Paul  Magnusona»  said, 
"One  point  to  be  kept  in  mind  constantly  is 
that  every  fracture  differs  from  every  other 
fracture  that  one  has  ever  seen."  The  ma- 
terial used  for  fixation  must  depend  upon  the 
judgment  of  the  surgeon.  It  should  not  be 
irritating  to  the  bone  or  the  surrounding  tis- 
sue; its  application  should  entail  as  little  dis- 
turbance to  the  periosteum  as  possible;  it 
should  be  as  small  as  is  compatible  with  firm 
fixation,  so  that  a  minimum  amount  of  for- 

1.    Magnuson.    Paul    B. :    Simplicity    in    Fracture    Treatment, 
Bull.   Am.  Coll.  Surgeons  28:135-137    (June)    1943. 


eign  material  is  left  in  the  wound;  and  its 
removal  should  be  simple. 

In  a  number  of  cases  requiring  open  re- 
duction we  have  fixed  the  fracture  satisfac- 
torily by  passing  one  or  more  Kirschner 
wires  diagonally  from  one  fragment  into 
the  other,  obliquely  traversing  the  fracture 
line.  This  method  utilizes  the  crossed-nail 
locking  principle  well  known  to  carpenters, 
holds  the  fracture  firmly  in  place,  results  in 
a  minimum  of  disturbance  to  the  periosteum, 
and  leaves  but  a  small  amount  of  foreign 
material  in  the  wound.  The  distal  end  of 
the  wire  should  penetrate  the  cortex  of  the 
second  fragment  of  bone.    There  is  no  need 
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Fig.  3.  (A  and  B)  Compound  fracture  of  the  tibia   and    tibula    with    much    destruction    of    the    soft 
tissues.   (C  and   I))    Fixation  with  one  Kirschner   wire;  a  window    is  left  in  the  cast  for  subsequent 


dressings. 


Fig.  4.  (A)  Spiral  oblique  fracture  of  the  humerus.  (15)  Open  reduction  performed  because  of 
symptoms  of  impingement  on  the  musculo-spiral  nerve.  Fixation  by  two  Kirschner  wires;  hanging 
cast    applied. 
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5.    (A)    Comminuted    fracture   of   the   lower  end  of  the  femur.  (B)  Open  reduction  and  fixation 
fragments  with  five  Kirschner  wires. 


to  pass  the  tip  out  into  the  soft  tissues  for 
any  distance,  and  it  should  not  be  allowed 
to  penetrate  the  skin  on  the  opposite  side  of 
the  extremity.  The  proximal  end  of  the  wire 
should  extend  to  the  outer  part  of  the  sup- 
porting cast;  it  is  bent  and  incorporated  in 
the  last  plaster  roll.  This  procedure  firmly 
fixes  it  and  prevents  its  extrusion,  its  fur- 
ther entrance  into  the  tissue,  and  its  possible 
migration  to  distant  parts. 

After  union  has  become  firm,  the  wires 
are  readily  removed  by  simply  nicking  the 
plaster  and  pulling  them  out.  This  is  done 
without  discomfort  to  the  patient  and  with- 
out disturbing  or  weakening  the  cast.  Thus 
early  removal  of  all  foreign  material  is  pos- 
sible, and  the  supporting  cast  is  left  undis- 
turbed until  firm  bony  union  has  been  ac- 
complished. A  second  incision  for  the  re- 
moval of  the  fixation  apparatus  is  not  neces- 
sary. Since  the  distal  end  of  the  wire  has 
not  passed  through  the  skin  on  the  opposite 
side,  there  is  no  danger  of  dragging  infec- 
tion into  the  tissue  as  the  wire  is  removed. 

Fracture  fixation  by  the  simple  use  of  the 
Kirschner  wire  is  not  new.  It  has  been  em- 
ployed in  the  reduction  of  factures  of  prac- 
tically all  bones  of  the  extremities  and  in 


fractures  of  the  clavicle'-1.  More  recently  a 
case  was  reported  in  which  it  was  used  to 
reduce  a  fractured  sternum131.  Unfortunate 
results  have  occurred  when  the  wire  was  ex- 
truded before  the  fracture  became  firmly 
fixed  or  when  it  worked  its  way  deeper  into 
the  tissues  and  even  migrated  to  other  parts 
of  the  body.  Glocker141,  in  a  recent  issue  of 
the  Military  Surgeon,  reports  an  instance  in 
which  the  wire  migrated  into  the  abdomen 
following  fixation  of  a  fractured  femur,  and 
Mazet'""  reports  from  the  National  Naval 
Medical  Center  a  case  in  which,  following 
blind  wiring  of  an  acromioclavicular  joint, 
one  wire  backed  out  through  the  deltoid 
muscle  and  the  other  migrated  into  the  lung, 
from  which  it  was  successfully  removed. 
Bending  the  end  of  the  wire  and  fixing  it  in 
the  plaster  will  make  impossible  the  occur- 
rence of  such  catastrophies. 

Summary 
Having  used  this  method  in  treating  frac- 
tures of  most  of  the  bones  of  the  extremities, 

2.  Murray.  Gordon :  A  Method  of  Fixation  for  Fracture  of 
the  Clavicle,  J.   Bone  8.-  Joint  Surg.  22:616-620   (July)   19411. 

3.  McKim,  L.  H.:  A  Method  of  Fixation  for  Fractures  of  the 
Sternum.   Ann.   Surg.    118:158-160    (Julv)    1943. 

4.  Glocker,  R.  K. :  Migration  of  Kirschner  Wire  Into  Abdo- 
men  Following  Fixation  of  Fractured  Femur.  Mi!.  Sur- 
geon.  92:315-317    (Marchl    1018. 

3.  Mazet.  Robert.  Jr.:  Migration  of  a  Kirschner  Wire  From 
ttie  Shoulder  Region  Into  the  Lung.  J.  Bone  &  Joint  Surg. 
25:177-18!    (April)    1943. 
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we  believe  it  has  the  following  advantages: 

1.  The  technique  is  simple. 

2.  It  disturbs  the  periosteum  less  than 
any  other  method  of  internal  fixation. 

3.  It  leaves  a  minimum  amount  of  foreign 
material  in  the  wound. 

4.  The  presence  of  the  wires  does  not  in- 
terfere with  the  application  of  a  supporting 
cast. 

5.  Bending  the  outer  end  of  the  wire  and 
incorporating  it  in  the  cast  prevent  it  from 
becoming  displaced. 

6.  The  wires  can  be  removed  as  soon  as 
the  fracture  has  become  firmly  fixed  and 
need  not  be  left  in  place  until  complete  bony 
union  has  taken  place.  It  is  a  surgical  max- 
im that  any  foreign  material  that  is  not  in- 
tended to  be  permanent  should  be  removed 
as  soon  as  practicable. 

7.  Removal  of  the  wires  can  be  accom- 
plished without  discomfort  to  the  patient, 
without  disturbing  the  strength  of  the  sup- 
porting cast,  without  a  second  incision,  and 
without  any  danger  of  introducing  infection 
into  the  wound. 


NARCOLEPSY 

With  Report  of  Four  Cases 

F.  T.  Harper.  M.D. 
Graham 

Narcolepsy  is  a  syndrome  characterized 
by  diurnal  somnolence  and  cataplexy.  The 
latter  term  refers  to  a  loss  of  muscle  tonus, 
involving  sometimes  a  small  group  of  mus- 
cles, and  sometimes  all  the  muscles  of  the 
body,  and  causing  spontaneous  attacks  of 
powerlessness,  sometimes  referred  to  as  hyp- 
nagogic cataplexy.  Sometimes  associated 
with  this  condition  are  amnesic  states,  tran- 
sient ptosis,  terrifying  dreams,  various  de- 
grees of  irritability,  and  "sleep  paralysis." 
This  "paralysis"  may  be  pre-dormitial  or 
post-dormitial. 

History 

The  majority  of  the  cases  of  this  disease 
have  been  reported  in  the  past  ten  years. 
Rushton'1'  reported  2  cases  of  "sleep  paraly- 
sis" not  associated  with  true  narcolepsy. 
Westphal  -   gets  credit  for  the  first  descrip- 

1.    Rushton.  J.  G.:  Sleep  Paralysis;   Report  of  2  Case-.  Proc. 

Staff   Meet..    Mayo   (link-    19:51-91    (Jan.    56>    19U. 
■_'.    Westphal,  C.:  Eisrenthuemliche  tnit  Einsehlafen  verhundene 

tnfaelle,  Arch,  r.  Psyctuat  7:«si-es5.  1877. 


tion  of  narcolepsy  in  1877.  Fischer'3'  re- 
ported a  case  in  1878,  and  in  1880  Gelineau'41 
published  a  report  and  proposed  the  term 
"narcolepsy."  The  significance  of  cataplexy 
as  a  symptom  was  first  recognized  by  Loew- 
enfeld""  in  1902.  Camp's  contribution"'",  pub- 
lished in  1907,  was  the  first  description  of 
the  complete  syndrome  to  appear  in  Ameri- 
can literature.  In  1931  Cave'7'  reported  a 
series  of  42  cases  observed  at  the  Mayo 
Clinic.  The  most  detailed  report  was  an  ex- 
cellent monograph  by  Daniels'"'  reviewing 
the  literature  on  narcolepsy  up  to  1934,  and 
presenting  147  cases  from  the  Mayo  Clinic. 

Incidence  and  Age  of  Onset 

The  disease  seems  to  occur  about  three 
times  as  often  in  males  as  in  females.  Most 
cases  apparently  have  their  onset  in  the 
second  and  third  decades  of  life. 

Pathogenesis 

The  pathogenesis  is  still  obscure.  Much 
uncertainty  still  exists  as  to  the  pathology, 
but  it  is  generally  agreed  that  the  disturb- 
ance is  located  in  the  cortex  in  the  region 
of  the  third  ventricle.  Levin'-"  has  shown 
that  there  seems  to  be  a  sleep  center  located 
in  this  area.  No  autopsy  has  been  performed 
except  on  one  questionable  case,  that  re- 
ported by  Richard  Bright  in  1836.  This  was 
probably  a  tumor  of  the  dura.  Encephalo- 
grams on  22  patients  with  narcolepsy 
showed  no  definite  abnormalities. 

Diagnosis 

The  diagnosis  of  this  disease  is  usually 
perfectly  obvious  from  the  history  of  un- 
timely sleep  and  cataplexy,  usually  precipi- 
tated by  strong  emotion.  When  some  under- 
lying disturbance,  such  as  organic  brain  dis- 
ease, psychosis,  endocrine  disturbances,  en- 
cephalitis, epilepsy  or  trauma,  is  associated 
with  this  syndrome,  it  is  classed  as  symp- 
tomatic narcolepsy,  in  contrast  with  the 
idiopathic  type. 

3.  Fischer.    Franz.    Jr.:    Epileptoide    Schlafsustaende,     Arch. 
f.    P-ychiat.    -:i"i'-L"ii.    1878. 

4.  flelineau:  De  la  narcolepsie.  Oa2.  d  hop.  5S:8SS-8Sfl    (July) 
l  B80. 

5.  l.oewenfeld.    L. :      I'eber     NarWolepsie.      Muenchen.     Med. 
Wdmschr.   M:1041-1045   'June*   190*. 

6.  Tamp.  C.  D. :  Morbid  Sleepiness  with  Report  of  a  Case  of 
Narcolepsy    and    a    Review    of    Some    Recent    Hieoi 
Sleep.  J.  Abnorm.  Psychol.  2:9 -si.  1907. 

7.  Ca\e.  H.  A.:  Narcolepsy.  Arch.   Neurol.  &  Psyctuat  26:50- 
1*1    <.luly>    1931. 

B.    Daniels*.     1-.    E.:      Narcolepsy.     Medicine    13:1-1?-' 

1931. 
9.    I.evin.     Max :     Mental     Symptoms     in     Narcolepsy,     Am.     J. 

l-v.hint.    9r-:673  675.    (March)    19»S. 
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Course 

This  disease  does  not  appear  to  be  pro- 
gressive. Occasionally  cases  have  been  re- 
ported in  which  the  patient  apparently  com- 
pletely recovered.  Seale  Harris11"1  reported 
a  case  associated  with  hyperinsulinism  and 
cured  by  partial  resection  of  the  pancreas. 
Palmer"11  recorded  a  case  showing  spon- 
taneous remission  of  the  sleep  component 
after  eighteen  months,  but  persistence  of  the 
cataplectic  component. 

Treatment 

The  first  drug  used  in  the  treatment  of 
narcolepsy  was  ephedrine  sulfate.  Effective 
doses,  however,  caused  unfavorable  side  re- 
actions. No  further  progress  in  treatment 
was  made  until  the  advent  of  amphetamine 
sulfate  (benzedrine)  in  December,  1935. 
This  drug  acts  as  a  specific  in  relieving  the 
symptoms11-'.  The  daily  dose  varies  from  20 
to  110  mg.  The  only  untoward  side  effects 
observed  have  been  tachycardia  and,  rarely, 
skin  eruptions.  Dextro-amphetamine  sulfate 
apparently  gives  fewer  dermatologic  reac- 
tions. In  July,  1943,  Eaton113'  of  the  Mayo 
Clinic  reported  15  cases  of  narcolepsy 
treated  with  another  drug,  desoxyephedrine 
hydrochloride,  for  nine  months.  All  but  3 
patients  expressed  preference  for  this  new 
drug  over  amphetamine  sulfate. 

Case  Reports 

I  have  had  4  cases  of  narcolepsy  since 
1936 ;  all  were  treated  with  amphetamine, 
and  in  1  case  desoxyephedrine  hydrochloride 
was  used  for  six  months. 

Cose  1. 

G.D.,  a  white  married  female,  began  hav- 
ing terrifying  dreams  when  she  was  20 
years  of  age.  Her  past  history  was  noncon- 
tributory  and  physical  examination  was  es- 
sentially normal.  Associated  with  these 
dreams  were  attacks  of  "sleep  paralysis," 
which  occurred  as  soon  as  she  lay  down  for 

10.  Harris*.  Seale:  Epilepsy  and  Narcolepsy  Associated  with 
Hyperinsulinism.    J. A.M. A.    100:321-328    (Feb.    4)    1933. 

11.  Palmer.   H.   A.:   Narcolepsy  Brit.   M.   J.   2:478    (Oct.)    1911. 

12.  (a)   Myers.    John    W.:    Narcolepsy    (Case    Report),    South- 

western  Med.    24:372-373    (Nov.)    1940. 

(b)  Bloomberg,  Wilfred:  End  Results  of  Use  of  Large 
Doses  of  Amphetamine  Sulfate  over  Prolonged  Periods, 
New  England  .1.  Med.  222:946-94*    (June   6)    1940. 

(c)  Ulrich,  H. :  Narcolepsy  and  Its  Treatment  With  Ben- 
zedrine Sulfate,  New  England  J.  Med.  217:000-701 
(Oct.)    1937. 

(d)  Prinzmetal.  M.  and  Bloomberg.  W. :  Use  of  Benzed- 
rine for  Treatment  of  Narcolepsy,  J. A.M. A.  195:2051- 
2054    (Dec.    21)    1935. 

13.  Eaton,  L.  M. :  Treatment  of  Narcolepsy  with  Desoxy- 
ephedrine Hydrochloride,  Proc.  Staff  Meet.,  Mayo  Clinic. 
18:230-230    (July    28)     1943. 


a  nap.  During  these  attacks  she  was  con- 
scious and  would  moan  and  struggle,  but 
was  unable  to  move.  An  attack  would  even- 
tually be  dispelled  spontaneously,  or  merely 
by  shaking  her.  At  times  she  would  have 
several  attacks  of  "sleep  paralysis"  before 
finally  going  into  a  normal  sleep.  About  a 
year  after  the  onset  of  these  attacks  she 
found  herself  unable  to  stay  awake  while 
riding,  attending  the  theatre,  or  playing 
bridge;  a  short  nap  was  inevitable.  After 
about  six  months  the  cataplexy  component 
entered.  Her  knees  would  buckle  under  her, 
and  she  would  drop  anything  she  had  in  her 
hand.  These  attacks  were  precipitated  by 
such  trivial  stimuli  as  an  amusing  joke  or 
a  good  hand  of  cards. 

When  I  saw  her  in  1936  this  patient  had 
been  under  observation  for  nine  years  and 
had  run  the  gamut  of  treatment.  In  spite 
of  a  normal  basal  metabolic  reading  she  was 
given  thyroid  for  a  period  of  one  year  with 
no  apparent  results.  Ephedrine  caused 
tachycardia  and  extreme  nervousness,  and 
its  effectiveness  in  keeping  her  awake  was 
doubtful.  Since  1936  she  has  taken  10  to 
30  mg.  of  amphetamine  sulfate  daily,  with 
complete  relief  of  symptoms.  For  six  months 
desoxyephedrine  hydrochloride  was  used.  It 
was  observed  that  this  latter  drug  relieved 
the  symptoms  but  did  not  give  the  euphoria 
experienced  with  amphetamine.  At  the 
present  time  dextro-amphetamine  is  used 
very  satisfactorily. 

Case  2. 

J.W.,  a  white  male  now  36  years  of  age, 
was  24  when  he  found  himself  unable  to 
stay  awake  at  work,  particularly  after 
lunch.  At  night  he  had  terrifying  dreams 
and  much  difficulty  in  going  into  a  normal 
sleep.  Upon  hearing  a  joke  or  being  amused 
he  would  sometimes  have  to  sit  down  because 
his  knees  would  buckle.  This  condition  con- 
tinued for  two  and  a  half  years  with  no  re- 
lief or  diagnosis.  Then  he  was  put  on 
amphetamine  sulfate  and  his  symptoms  en- 
tirely disappeared.  When  the  drug  was  dis- 
continued for  one  day  all  symptoms  recurred. 
Complete  relief  of  symptoms  is  obtained  by 
40  mg.  of  amphetamine  sulfate  daily. 

Case  3. 

B.W.,  a  white  male  28  years  of  age,  gave 
a  history  of  a  rather  indefinite  onset  of  nar- 
colepsy, but  his  symptoms  when  he  consulted 
me  were  typical.    He  frequently  had  to  stop 
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his  car  for  short  naps,  and  at  times  could 
not  remain  awake  in  spite  of  cold  air,  loud 
noises,  or  incessant  smoking.  At  night,  upon 
going  to  bed,  he  would  think  that  people 
were  in  the  room  while  he,  although  per- 
fectly conscious,  was  unable  to  move.  Short- 
ly afterwards  he  would  wake  up  in  a  cold 
sweat.  When  he  was  amused  he  would  some- 
times drop  anything  in  his  hand.  Amphet- 
amine entirely  relieved  his  symptoms,  allow- 
ing him  to  continue  his  work  as  a  salesman 
and  to  sleep  normally  at  night. 

Case  4. 

L.J.,  a  white  male  of  28  years  of  age,  be- 
gan dropping  books  or  falling  down  when 
he  was  amused.  During  these  attacks  he 
could  not  focus  his  eyes  and  would  see 
double.  In  movies  he  would  fall  asleep,  no 
matter  how  interested  he  was.  Usually  after 
a  heavy  meal  he  was  obliged  to  take  a  short 
nap,  waking  refreshed.  These  symptoms 
were  entirely  relieved  by  amphetamine. 


Discission 


Following  prolonged  use  of  amphetamine 
sulfate  in  these  4  cases  there  has  been  no 
abnormality  of  temperature,  pulse,  respir- 
ation, basal  metabolic  rate,  blood  pressure, 
blood,  kidneys,  or  liver.  Further,  there  is 
no  evidence  of  addiction  or  habit  formation, 
although  some  tolerance  is  developed.  Al- 
though I  have  used  desoxyephedrine  hydro- 
chloride in  only  1  case,  for  a  period  of  six 
months,  no  untoward  reactions  were  ob- 
served during  that  period.  Amphetamine 
was  preferred  by  this  patient,  however,  be- 
cause of  the  increased  sense  of  well  being 
which  it  afforded. 

Summary 

1.  A  brief  review  of  the  history,  symp- 
toms and  course  of  narcolepsy  has  been  pre- 
sented. 

2.  Four  cases  in  my  own  practice  have 
been  reported  and  their  treatment  has  been 
described. 


THUMBNAIL  SKETCHES  OF  EMINENT  PHYSICIANS 


Josiah  C.  Trent,  M.D.,  Editor 
Durham 


THE  EVOLUTION  OF  THE   ASEPTIC 
PRINCIPLE  IN  SURGERY 

II 

ANTONY  VAN  LEEUWENHOEK 

(1632-1723) 

"Father  of  Bacteriology" 

The  discovery  of  bacteria,  another  mile- 
stone in  the  advance  toward  the  aseptic  prin- 
ciple in  surgery,  was  preceded  by  numerous 
theories  and  hypotheses  as  to  the  cause  of 
contagions  and  infections.  Some  suggested 
that  the  air  contained  floating  bodies  or  evil 
vapors  capable  of  producing  disease. 
Fracastoro  (1483-1553)  propounded  some 
remarkable  theories  of  contagion.  His  hy- 
pothetical "seminaria"  suggest  our  own  bac- 
teria. Athanasius  Kircher  (1602-1680)  ac- 
tually saw  "worms"  in  the  blood  of  plague 
victims.  But  the  credit  for  first  seeing  and 
describing  bacteria  and  thus  reducing  pre- 
vious theories  and  speculations  to  actuality 
belongs   to   Antony    van    Leeuwenhoek111,    a 

l.  Much  of  the  following  Information  was  taken  from  Clif- 
ford  Dobell's  book,  Antony  van  Lefitwinhot'k  and  his 
Little  Animals,  New  York,  Harcourt,  Bnu'e  and  Co.,   1932. 


draper  of  Delft,  Holland,  who  ground  his 
own  lenses,  constructed  his  own  microscopes, 
mounted  his  own  specimens  and  subsequent- 
ly made  countless  highly  original  observa- 
tions on  everything  from  teeth  scrapings  to 
the  chalk  cliffs  of  Dover. 

This  extraordinary  man,  born  the  son  of 
a  basket  maker,  learned  the  draper's  trade 
in  Amsterdam  and  subsequently  returned  to 
Delft,  where  he  practiced  his  trade. 

During  a  life  of  91  years  he  was  married 
twice,  had  six  children — only  one  of  whom 
outlived  him — held  several  municipal  offices, 
and  was  in  general  a  good,  respectable  and 
respected  citizen  of  the  community.  He  be- 
came an  expert  lens  grinder  but  never  dis- 
closed his  technique.  He  constructed  hundreds 
of  microscopes  during  his  lifetime  but  rarely 
gave  one  away  and  never  sold  one.  At  the 
time  of  his  death  he  had  257  completed 
microscopes  and  172  mounted  lenses.  Today, 
however,  only  eight  authentic  examples  sur- 
vive and  none  is  in  the  United  States  or  Eng- 
land. All  his  microscopes  were  made  with 
simple  lenses,  although  the  compound  micro- 
scope had  been  known  since  1608.  Leeuwen- 
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hoek's  microscope  consisted  of  a  single  bi- 
convex lens  of  short  focal  length  (9  mm.) 
with  a  maximum  magnification  of  200-300 
times,  mounted  between  two  metal  plates, 
usually  brass,  measuring  approximately  2  by 
4  cm.  Fixed  to  the  plates  was  a  simple 
"mechanical  stage."  The  object  to  be  exam- 
ined was  glued  to  the  "stage"  (a  sharp  pin 
or  screw),  and  by  manipulation  of  the 
thumbscrews  was  adjusted  to  the  focal  point 
of  the  fixed  lens.  The  lens  was  placed  close 
to  the  eye  and  the  whole  held  over  a  natural 
or  artificial  source  of  light.  Leeuwenhoek 
had  remarkable  eyesight  and  unbounded  pa- 
tience, but  many  of  his  observations  were 
so  unique  that  this  method  fails  to  account 
for  them.  He  states  frequently  in  his  letters 
that  he  had  a  "special  method"  of  observing, 
a  secret  which  he  carried  to  his  grave.  Dobell 
thinks,  however,  that  he  must  have  hit  upon 
some  method  of  dark  field  illumination  to 
have  seen  motile  bacteria  as  clearly  as  he 
did. 

Using  this  simple  but  highly  effective  mi- 
croscope Leeuwenhoek  made  many  impor- 
tant discoveries.  All  his  findings  he  com- 
municated to  the  Royal  Society  of  London, 
of  which  he  was  a  member,  in  some  three 
hundred  and  seventy-five  letters  spaced  over 
a  period  of  sixty-five  years.  These  he  wrote 
in  old  fashioned  Dutch,  since  he  knew  no 
other  language. 

Leeuwenhoek  was  the  first  to  describe  the 
spermatozoa  . . .  ;  gave  the  first  complete  account 
of  the  red  blood  corpuscles  .  . .;  discovered  the 
striped  character  of  voluntary  muscle  and  the 
structure  of  the  crystalline  lens;  was  the  first 
to  see  protozoa  under  the  microscope  .  .  .;  found 
microorganisms  in  the  teeth,  giving,  for  the  first 
time,  accurate  figurations  of  bacterial  chains 
and  clumps,  as  well  as  of  individual  spirilla  and 
bacilli;  and  demonstrated  the  capillary  anasto- 
mosis between  the  arteries  and  veins,  which 
Malpighi  had  already  seen  in  1660  without  at- 
taching much   importance  to   it.'2) 

Leeuwenhoek  in  his  later  years  had  num- 
jrous  visitors,  among  them  rulers  and  po- 
;entates  of  many  countries.  He  disliked  hav- 
ing his  work  interrupted  by  the  merely  curi- 
)us  but  received  kindly  those  who  were  genu- 
inely interested.  He  jealously  guarded  his 
nstruments  and  took  measures  to  prevent 
;heir  loss.  One  contemporary  visitor's  ac- 
count, while  revealing  something  of  Leeu- 
wenhoek's  character,  also  indicated  that  all 
was  not  well  between  the  Dutch  and  Ger- 
mans even  then:  "When  he  had  shown  two 


Garrison.     F.    H.:    An    Introduction     to    the    History    of 
Medicine,  ed.   t,  Philadelphia,  W.  B.  Saunders,  1929,  p.  254. 


Fig.  1.  Title  page  of  the  last  volume  of  the 
Dutch  collective  edition  of  Leeuwenhoek's  Let- 
ters (1718)  containing  an  inset  portrait  of  the 
author  from  a  miniature  by  J.  Goeree.  (Author's 
collection) 

or  three  of  his  microscopes  he  took  them 
away  and  went  to  look  for  as  many  others ; 
saying  that  he  did  this  for  fear  lest  any  of 
them  might  get  mislaid  among  the  beholders 
because  he  didn't  trust  people,  especially 
Germans ;  and  he  repeated  this  two  or  three 
times." 

Leeuwenhoek  was  an  extremely  accurate 
observer  and  never  spoiled  his  observations 
with  speculations — a  fact  which  probably 
saved  him  from  oblivion.  In  a  letter  to  a 
friend  Leeuwenhoek  beautifully  set  down 
his  "articles  of  faith,"  which  might  well 
serve  as  a  guide  for  us  today! 

I  must  say  to  you  as  I  oft-times  said  already 
that  'tis  not  my  intention  to  stick  stubbornly  to 
my  opinions,  but  as  soon  as  people  urge  against 
them  any  reasonable  objections,  whereof  I  can 
form  a  just  idea,  I'll  give  mine  up  and  go  over 
to  the  other  side:  especially  because  my  efforts 
are  ever  striving  towards  no  other  end  than  as 
far  as  in  me  lieth  to  set  the  Truth  before  my 
eyes,  to  embrace  and  to  lay  out  to  good  account 
the  small  Talent  that  I've  received;  in  order  to 
draw  the  world  away  from  its  Old-Heathenish 
superstition;  to  go  over  to  Truth,  and  to  cleave 
unto  it. 

J.C.T. 
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STATE  SOCIETY  MEETING 
POSTPONED 

Secretary  Roscoe  McMillan's  message  in 
this  issue  is  brief,  but  very  important.  For 
the  first  time  since  the  Civil  War,  the  annual 
meeting  of  the  Medical  Society  of  the  State 
of  North  Carolina  has  been  postponed  in- 
definitely. "All  officers  and  committees  are 
continued  in  office  until  such  time  as  it  will 
seem  practicable  to  have  our  next  meeting." 
This  action  was  taken  by  unanimous  vote 
of  the  Executive  Committee  "after  very 
careful  consideration  of  all  factors  involved," 
in  the  interest  of  the  nation's  war  effort. 
Doubtless  the  members  of  the  Committee  felt 
that  while  the  Allies  are  engaged  in  the  su- 
preme effort  to  crush  Hitlerism,  the  least 
we  at  home  can  do  is  to  cooperate  to  the 
fullest  extent  in  saving  every  possible  drop 
of  gasoline. 


One  of  the  most  deeply  ingrained  traits 
of  human  nature  is  to  look  for  a  scapegoat 
to  take  the  blame  for  unpleasant  events.  We 
have  no  difficulty  on  this  score.  If  his  Satanic 
Submajesty.  Herr  Schickelgruber,  had  re- 
mained content  with  his  humble  career  as  a 
paperhanger,  think  how  much  suffering  the 
world  would  have  been  spared !  Let  us  hope 
that  his  mad  career  will  soon  come  to  an 
end,  and  once  more  peace  will  come  to  the 
world. 

*     *     *     * 

HAVE  THE  ARMED  FORCES  CRIPPLED 
MEDICAL  EDUCATION? 

The  Saturday  Evening  Post  for  January 
27  carries  a  thought-provoking  article  by 
Dr.  Evarts  Graham,  Professor  of  Surgery  at 
Washington  University,  asking — and  fully 
answering — the  above  question.  It  should  be 
read  by  every  doctor  in  the  country,  and — 
more  important — by  those  who  determine 
the  policies  of  our  army  and  navy. 

Dr.  Graham  recalls  the  lack  of  adequate 
preparation  for  war  when  Pearl  Harbor  was 
bombed,  but  says  that  "in  at  least  one  re- 
spect . .  .  we  were  very  well  prepared.  We 
had  the  largest  group  of  the  most  splendidly 
educated  medical  specialists  in  our  whole  his- 
tory." These  men  were  rapidly  mobilized, 
and  went  to  work  without  needing  any  fur- 
ther medical  training.  The  medical  profes- 
sion is  the  only  large  group,  except  profes- 
sional soldiers,  that  did  not  have  to  be 
drafted  into  service.  The  work  of  our  medi- 
cal officers  has  had  much  favorable  comment 
ever  since  our  entrance  into  the  war. 

As  Dr.  Graham  says,  the  record  made  by 
American  medicine  in  this  war  is  only  what 
was  to  be  expected,  for  it  is  generally  ac- 
cepted that  American  doctors  are  the  best 
trained  in  the  world.  It  is  all  the  more  amaz- 
ing, then,  that  "the  Army  and  Navy  have 
adopted  policies  which  have  already  effect- 
ively prevented  our  medical  schools  and  hos- 
pitals from  continuing  the  supply  of  trained 
doctors  for  the  armed  services." 

Dr.  Graham  briefly  reveiws  the  revolution 
in  medical  education  that  has  taken  place 
since  1904,  when  the  American  Medical  As- 
sociation created  its  permanent  Council  on 
Medical  Education  to  inspect  and  grade 
medical  schools  (and  later,  hospitals).  This 
step  was  followed  by  the  formation  of  the 
American  Colleges  of  Surgeons,  Physicians, 
Roentgenologists  and  Chest  Physicians,  and 
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of  other  organizations  designed  to  stimulate 
better  professional  work;  then  by  the  crea- 
tion of  the  fifteen  specialty  boards  for  the 
certification  of  specialists.  This  revolution 
was  accomplished  by  the  medical  profession 
itself,  without  legal  compulsion.  Not  only 
were  the  standards  of  medical  schools  raised 
immeasurably,  but  hospital  training  was 
likewise  made  more  and  more  worth  while. 

The  Army  and  Navy  now  are  reaping  the 
benefits  of  this  educational  program.  Do 
they  appreciate  this  fact?  Judging  from 
their  actions,  they  are  so  far  from  appreci- 
ating the  type  of  medical  service  they  are 
getting  that  they  are  apparently  doing  their 
utmost  to  sabotage  our  medical  schools  and 
hospitals.  Not  content  with  cutting  the  pre- 
medical  requirements  to  a  dangerously  low 
level,  reducing  medical  school  faculties  by 
40  per  cent,  and  rushing  the  stripling  stu- 
dents through  their  medical  course  at  a  dizzy 
speed,  they  have  reduced  to  a  ridiculous  min- 
imum the  hospital  training  so  essential  to 
produce  the  highly  trained  doctors  who  now 
make  up  the  bulk  of  our  profession  in  serv- 
ice. 

"Few  would  believe  that  the  Army,  in 
need  of  well-trained  surgeons,  would  destroy 
the  only  plan  of  producing  them  that  has 
been  found  to  work  efficiently  ...  It  is  these 
eager  but  inadequately  trained  young  offi- 
cers who  will  serve  . .  .  where  expert  surgi- 
cal judgment  is  often  needed."  What  is  true 
of  surgeons  is  equally  true  of  medical  men. 

Still  another  way  in  which  medical  edu- 
cation is  being  sabotaged  is  by  the  decision 
not  to  defer  any  more  medical  students  who 
are  fit  for  military  service.  "The  only  re- 
placements for  the  doctors  who  are  dying 
out  are  the  insufficient  number  of  men  re- 
jected because  of  physical  defects,  and 
women." 

In  Dr.  Graham's  words.  "We  have  been 
spending  our  capital ...  If  the  war  proves  to 
be  a  long  one,  the  need  of  the  armed  services 
for  well-trained  medical  officers  will  become 
urgent .  .  .  The  health  of  the  home  front .  .  . 
is  now  seriously  jeopardized  by  the  virtual 
destruction  of  graduate  medical  education." 

This  article  strengthens  the  position  taken 
by  the  North  Carolina  Medical  Journal 
more  than  three  years  ago1" — that  the  ratio 
between  the  physicians  allotted  to  the  de- 
fense forces  and  those  left  in  the  civilian  pop- 
ulation is  altogether  disproportionate.  Al- 
though about  40  per  cent  of  our  doctors  are 
in  service,  there  have  been,  thus  far,  approx- 


imately 32  civilian  deaths  to  one  in  the  serv- 
ices. Deaths  from  accident  in  the  civilian 
population  have  been  two  and  one  half  times 
as  many  as  deaths  from  combat  in  the  armed 
forces. 

Another  point  which  Dr.  Graham  might 
well  have  made  is  that  when  the  health  of 
the  people  begins  to  suffer  because  of  the 
shortage  of  doctors  brought  about  by  the 
present  program,  we  may  expect  the  politi- 
cians to  step  in  and  demand  that  the  control 
of  medical  practice  be  taken  over  by  the  gov- 
ernment. 

1.    Medical    Care   for   Military    and    Civilian    Population,    Edi- 
torial,  North  Carolina   M.  J.   2:500    (Oct.)    1941. 


BRITISH  DOCTORS  AND 
COMPULSORY  INSURANCE 

In  Collier's  for  January  27  appears  an 
article  by  Miss  Amy  Porter,  entitled  "Do 
We  Want  Compulsory  Health  Insurance?" 
In  the  concluding  paragraph  of  this  strongly 
biased  and  frequently  misrepresentative 
article  are  found  these  two  sentences :  "No 
country  which  has  tried  compulsory  insur- 
ance has  ever  abandoned  it.  The  organized 
doctors  of  Great  Britain  strongly  favor 
more,  rather  than  less,  compulsory  insur- 
ance." 

The  reason  for  the  truth  of  the  first  state- 
ment was  given  by  Grover  Cleveland  many 
years  ago :  "The  cohesive  force  of  public 
plunder."  One  wonders  where  Miss  Porter 
gets  her  authority  for  the  second  sentence. 
Certainly  not  from  British  medical  journals. 
These  have  been  filled  with  discussions  of 
state  medicine  pro  and  con,  but  mostly  con. 
An  example  of  the  attitude  of  the  average 
British  doctor  is  to  be  found  in  the  South 
African  Medical  Journal  for  October  14,  in 
an  article  by  G.  H.  Alabaster,  M.D.,  F.R.C.S. 
(Ed.),  M.R.C.O.G.,  entitled  "A  State  Service 
Criticism."  Dr.  Alabaster  says :  "Events  are 
moving  too  fast  for  us  to  be  blind  to  the 
fact  that  an  attempt  is  being  made  to  rush 
through  'catch-vote'  legislation  with  a  haste 
rather  political  than  health-searching  .  .  . 

"The  concern  of  people  in  general,  in  so 
far  as  they  are  aware  of  the  issues,  is  for 
their  own  welfare,  quite  irrespective  of 
ours.  They  have  been  told  by  the  physician 
novelists,  such  as  Cronin,  that  our  treatment 
is  expensive  but  not  good,  and  to  that  out- 
cry there  has  been,  unfortunately,  no  ade- 
quate reply.  In  consequence  we  have  fallen 
from  grace  in  the  opinion  of  the  public.  As 
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a  profession  we  know  all  is  not  perfect  in 
our  work :  we  know,  indeed,  it  never  can  be ; 
we  have  acknowledged  the  fact  so  ardently 
that  our  self-questionings  have  been  inter- 
preted as  self-accusation.  But  our  worse  mis- 
take has  been  that  we  have  allowed  it  to  be 
taken  for  granted  that  State  Medical  Service 
is  a  certain  road  to  perfection  in  our  work." 

And  a  report  from  the  British  Medical 
Association  on  the  White  Paper  proposition 
includes  these  observations : 

"The  medical  profession  will  resist  any 
control  by  the  State,  either  political  or  ad- 
ministrative, which  is  inconsistent  with 
their  intellectual  and  professional  freedom. 
They  fear  political  influence  on  medical  mat- 
ters. They  fear  bureaucracy  and  red-tape. 
They  fear  subservience  of  the  clinical  to  the 
administrative." 

Do  these  quotations  support  Miss  Porter's 
statement  that  '"The  organized  doctors  of 
Great  Britain  strongly  favor  more,  rather 
than  less,  compulsory  insurance'"? 


A  LAYMAN  LOOKS  AT  DOCTORS 

This  Journal  has  had  occasion  in  the  past 
to  quote  from  Winston-Salem's  printer-phil- 
osopher. Mr.  John  Wesley  Clay,  whose  syn- 
dicated column.  "My  Notions,"  appears  in  a 
number  of  daily  papers.  His  column  for  Jan- 
uary 19  paid  a  splendid  tribute  to  the  medi- 
cal profession : 

"Time  was  when  typhoid  fever  was  an  an- 
nual scourge  in  these  parts.  Hardly  a  family 
escaped  its  ravages.  The  victim  would  lan- 
guish for  days  with  a  burning  fever,  his 
strength  would  ebb  away,  and  after  suffer- 
ing from  one  to  two  weeks  would  either  die 
or  recover,  sometimes  remaining  a  semi- 
invalid  for  a  long  time.  The  disease  was  no 
respecter  of  persons.  It  attacked  the  robust 
and  strong  as  well  as  the  physically  weak. 

"But  thanks  to  the  modern  doctor  typhoid 
fever  has  been  put  to  rout.  One  of  the  great- 
est sources  of  income  to  the  old-fashioned 
family  physician  has  been  done  away  with, 
by  the  doctors  themselves,  in  the  elimination 
of  typhoid  fever. 

"That  is  one  of  the  reasons  why  we  hold 
the  medical  profession  in  such  high  esteem. 
Disease  is  bread  and  butter  to  the  physician, 
yet  he  deliberately  kills  his  source  of  income. 
They  are  among  God's  noblemen.  We  would 
hate  to  see  government  or  politics  interfere 
with  this  brilliant  and  noble  class  of  men." 


DIAMOND  ANNIVERSARY  OF  THE 
RALEIGH  ACADEMY  OF  MEDICINE 

On  February  2  the  Raleigh  Academy  of 
Medicine  celebrated  its  seventy-fifth  anni- 
versary with  a  dinner  meeting  at  the  Hotel 
Sir  Walter.  Dr.  Hubert  Royster,  who  is  the 
oldest  living  Fellow  of  the  Academy,  both 
in  years  and  in  length  of  fellowship,  pre- 
pared the  program  and  acted  as  toastmaster. 
After  Dr.  V.  M.  Hicks,  president  of  the 
Academy,  had  welcomed  the  guests,  Govern- 
or R.  Gregg  Cherry  brought  greetings  from 
the  state.  Mayor  Graham  H.  Andrews,  from 
the  city,  and  President  Paul  Whitaker,  from 
the  State  Medical  Society.  Dr.  Charles  P.  El- 
dridge  then  spoke  on  "Our  Past  Twenty-Five 
Years."  and  the  guest  speaker.  Major  Gen- 
eral George  F.  Lull,  reviewed  "Some  War- 
time Problems  of  the  Medical  Department 
and  Some  of  Its  Accomplishments." 

The  Raleigh  Academy  of  Medicine  is  the 
oldest  local  medical  organization  in  North 
Carolina  which  has  preserved  its  continuous 
existence.  It  has  furnished  twelve  presidents 
to  the  State  Medical  Society:  five  of  these 
were  founders  of  the  Academy. 

*     *     *     * 

MAJOR  EDWARD  HARRISON 

To  the  long  and  constantly  growing  list 
of  medical  men  who  have  given  their  lives 
in  the  service  of  their  country  must  be  added 
the  name  of  Major  Edward  T.  Harrison  of 
High  Point,  who  died  at  the  Moore  General 
Hospital  on  December  18. 

Dr.  Harrison  did  not  have  to  go  into  serv- 
ice, for  he  had  reached  an  age  that  would 
have  allowed  him  to  stay  at  home  and  care 
for  his  large  and  loyal  practice  without  fear 
of  criticism.  The  call  of  duty  was  so  strong, 
however,  that  he  volunteered  in  July,  1942, 
and  was  at  once  commissioned  a  major.  He 
left  this  country  in  December,  1943,  and 
spent  a  year  in  the  Pacific  as  Chief  of  Surgi- 
cal Service,  37th  Station  Hospital.  While  in 
New  Guinea  he  contracted  dysentery,  from 
which  he  never  fully  recovered.  He  continued 
at  his  post  of  duty  until  it  was  evident  to 
his  fellows  that  he  was  mortally  stricken, 
and  died  within  a  few  days  after  being  flown 
to  the  Moore  General  Hospital.  The  final 
cause  of  his  death  was  given  as  aplastic 
anemia,  but  Major  Harrison  was  as  truly  a 
casualty  of  the  war  as  if  he  had  been  killed 
by  a  bullet  or  bayonet. 

"Greater  love  hath  no  man  than  this,  that 
a  man  lav  down  his  life  for  his  friends." 
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CLINICO-PATHOLOGICAL 
CONFERENCE 

Duke  Hospital 
Durham 

David  Cayer.  M.D. 

and 
I.  N.  Dubin,  M.D. 

Dr.  Cayer:  A  59  year  old  white,  married 
male  was  admitted  complaining  of  "inability 
to  eat  anything"  for  the  past  two  years, 
weight  loss,  weakness,  and  jaundice. 

The  family  and  marital  histories  were 
non-contributory.  Approximately  thirty 
years  ago  the  patient  had  had  jaundice ; 
otherwise  he  had  always  been  well. 

The  patient  stated  that  two  years  before 
entry,  following  the  extraction  of  all  his 
teeth  because  of  dental  caries,  he  began  to 
lose  his  appetite.  He  experienced  nausea 
and  vomiting  on  occasions,  but  no  abdominal 
pain.  He  became  gradually  weaker  over  the 
period  of  two  years,  and  his  weight  dropped 
from  175  to  153  pounds.  Several  weeks  be- 
fore entry  icterus  was  noted,  and  at  approxi- 
mately the  same  time  the  stools  became 
light  in  color.  The  jaundice  increased  until 
the  time  of  admission.  The  patient  had  al- 
ways been  constipated  and  had  had  no  diar- 
rhea or  bloody  stools.  At  another  hospital, 
one  week  prior  to  entry  here,  he  received 
three  transfusions  because  of  "low  blood," 
and  a  rather  large  amount  of  quinine,  al- 
though no  history  of  malaria  was  obtainable. 

Physical  examination  showed  his  tempera- 
ture to  be  38.5  C,  his  pulse  88,  respiration 
20,  and  blood  pressure  120  systolic,  70  dias- 
tolic. 

The  patient  was  an  obviously  ill,  toxic, 
drowsy,  nauseated,  weak,  cachectic,  deeply 
icteric  white  male  with  extremely  pale  mu- 
cous membranes.  No  spider  angiomas  or 
purpuric  spots  were  noted. 

The  eyegrounds  were  not  remarkable-.  The 
tongue  was  dry,  red  and  smooth.  Complete 
edentia  was  present.  Soft,  enlarged  lymph 
nodes  were  present  in  both  superior  cervical 
triangles  and  in  the  left  axilla.  A  hard  node 
2  to  3  cm.  in  diameter  was  present  in  the 
left  supraclavicular  region. 

The  lungs  were  not  remarkable.  The  heart 
was  moderately  enlarged  to  the  left  and  an 


apical  systolic  murmur  was  present.  The 
abdomen  was  distended  and  there  was  a 
questionable  fluid  wave.  No  prominence  of 
the  superficial  veins  was  noted.  The  liver 
was  moderately  tender  and  extended  6  cm. 
below  the  costal  margin  into  the  midepigas- 
trium,  but  no  mass  was  palpable.  The  spleen 
was  hard  and  extended  8  cm.  below  the  costal 
margin  in  the  anterior  axillary  line.  Exami- 
nation of  the  abdomen  three  days  after 
entry,  when  the  patient  was  much  more  re- 
laxed, revealed  several  hard  nodules  easily 
palpable  in  the  abdomen ;  their  exact  location 
was  not  given  in  the  record.  There  was  no 
edema. 

The  hemoglobin  was  9.5  Gm.  or  61  per 
cent,  red  blood  cells  2,980,000,  white  blood 
cells  5850,  with  59  per  cent  segmented  poly- 
morphonuclears, 16  per  cent  nonsegmented 
polymorphonuclears,  2  per  cent  juveniles,  4 
per  cent  small  lymphocytes,  5  per  cent  large 
lymphocytes,  and  14  per  cent  monocytes.  The 
color  index  was  1.05,  the  mean  corpuscular 
hemoglobin  content  13,  the  mean  corpuscular 
volume  93,  reticulocytes  2.5  per  cent,  plate- 
lets 250,000.  Bone  marrow  studies  showed  a 
total  nucleated  cell  count  of  15,000,  with 
10,000  white  blood  cells  and  4  per  cent  retic- 
ulocytes. A  differential  bone  marrow  white 
cell  count  showed  43  per  cent  segmented 
polymorphonuclears,  22  per  cent  nonseg- 
mented polymorphonuclears,  11  per  cent 
juveniles,  2  per  cent  myeloblasts,  1  per  cent 
undifferentiated  myelocytes,  6  per  cent  neu- 
trophilic myelocytes,  2  per  cent  small  lymph- 
ocytes, 2  per  cent  large  lymphocytes,  1  per 
cent  plasma  cells  and  1  per  cent  monocytes. 
Four  normoblasts  and  41  erythroblasts  were 
found  per  100  white  blood  cells.  Hemato- 
logic study  indicated  a  relatively  empty  bone 
marrow  and  an  elevated  monocyte  count  in 
the  peripheral  blood. 

The  stool  was  soft  and  light  brown;  the 
benzidine  test  and  microscopic  examination 
were  negative ;  no  bile  pigment  test  was 
done.  The  urine  showed  a  specific  gravity 
of  1.013  and  no  sugar  or  albumin;  it  was 
negative  microscopically,  except  for  several 
granular  casts,  and  the  benzidine  test  was 
negative.  No  urobilinogen  or  bile  pigment 
test  was  recorded. 

Serological  studies  of  the  peripheral  blood 
were  negative.  Blood  chemistry  studies  were 
as  follows:  nonprotein  nitrogen  56  mg.  per 
100  cc.  on  admission,  Van  den  Bergh  reac- 
tion direct,  bilirubin  16  mg.  per  100  cc, 
phosphorus  3  mg.  per  100  cc,  phosphatase 


104 


NORTH    CAROLINA    MEDICAL  JOURNAL 


February,   1945 


17  Bodansky  units  per  100  cc,  vitamin  A 
37  international  units  per  100  cc.  (normal), 
carotene  221  international  units  per  100  cc. ; 
total  proteins  5.8  Gm.  per  100  cc. — albumin 
2.4,  globulin  3.4  Gm.  Blood  cultures  showed 
no  growth. 

An  x-ray  of  the  chest  revealed  some  cloud- 
ing in  the  right  mid-lung  field.  The  dia- 
phragms were  smooth.  The  heart  was  slight- 
ly enlarged  to  the  left.  A  flat  plate  of  the 
abdomen  showed  a  large  amount  of  gas  in 
the  stomach.  The  liver  and  spleen  appeared 
enlarged;  no  other  changes  were  visible. 

The  nonprotein  nitrogen  one  day  before 
death  was  213  mg.  per  100  cc.  A  blood  count 
made  one  day  before  death  showed  a  hemo- 
globin of  47  per  cent,  2,250,000  red  blood 
cells  and  9500  white  blood  cells,  with  58 
per  cent  segmented  polymorphonuclears,  18 
per  cent  nonsegmented,  4  per  cent  juveniles, 
1  per  cent  undifferentiated  myelocytes,  10 
per  cent  small  lymphocytes,  1  per  cent  large 
lymphocytes,  and  8  monocytes.  There  were 
1  normoblast  and  2  erythroblasts  per  100 
white  blood  cells.  The  platelet  count  was 
150,000. 

Course  in  Hospital:  The  patient's  temper- 
ature varied  between  37.4  and  39  C.,  with 
a  rather  slow  swing  and  a  corresponding 
pulse  rate  throughout  his  first  hospital  week. 
During  the  second  week  his  temperature 
dropped  below  the  base  line  for  several  days, 
but  during  the  few  days  immediately  prior 
to  death  averaged  37.2  C,  the  pulse  still  in 
proportion.  A  biopsy  of  the  hard  node  in 
the  left  supraclavicular  region  was  obtained, 
and  the  report  is  being  purposely  withheld 
by  the  pathologist.  The  patient  at  no  time 
roused  from  the  stuporous,  drowsy  state, 
which  progressed  to  coma.  He  expired 
quietly  in  coma  on  his  thirteenth  hospital 
day.  Therapy  consisted  of  supportive  meas- 
ures, including  parenteral  sodium  chloride, 
dextrose  and  vitamins. 

Discussion 

Dr.  Cayer  :  The  problem  is  that  of  a  grad- 
ually progressive  illness  of  approximately 
two  years'  duration  in  a  59  year  old  white 
man.  That  the  patient  dates  his  loss  of  ap- 
petite to  the  period  following  the  removal 
of  his  teeth  does  not  mean  that  the  two  facts 
are  necessarily  related.  Removal  of  teeth — 
unfortunately  all  too  common — would  hard- 
ly account  for  persistent  anorexia.  In  grad- 
ual sequence  nausea,  vomiting,  weakness, 
weight  loss  and  jaundice  developed.    While 


there  is  a  previous  history  of  jaundice  thirty 
years  ago,  the  complete  absence  of  any  other 
history  of  colic,  intolerance  to  fats,  or  digest- 
ive complaints  in  the  interim  rather  indi- 
cates that  this  was  probably  catarrhal  jaun- 
dice. One  week  before  admission  to  this  hos- 
pital he  received  three  blood  transfusions 
and  was  given  large  amounts  of  quinine,  al- 
though there  is  nothing  to  suggest  that  he 
had  malaria.  We  may  assume  that  he  was 
anemic  and  febrile  at  this  time.  Throughout 
the  history  the  absence  of  any  mention  of 
pain  is  striking.  The  physical  findings  of 
semi-coma,  icterus,  pallor,  and  enlargement 
of  peripheral  nodes,  liver  and  spleen  bring 
us  to  a  consideration  of  the  conditions  which 
might  produce  this  picture,  some  of  which 
may  be  ruled  out  quite  easily. 

Multiple  myeloma  can  be  passed  over  be- 
cause of  the  absence  of  pain  or  skeletal  in- 
volvement, auto-agglutination.  Bence-Jones 
protein,  elevated  serum  globulin,  or  plasma 
cells  in  the  sternal  marrow. 

Lymphosarcoma  originates  usually  in  the 
mediastinal  and  cervical  nodes  and  is  rarely 
a  cause  of  splenomegaly.  Cachexia  is  not  a 
part  of  the  clinical  picture  but  occurs  only 
as  a  terminal  event. 

Primary  carcinoma  of  the  liver  is  relative- 
ly uncommon.  Enlargement  of  the  spleen 
and  peripheral  nodes  usually  does  not  occur, 
and  the  average  duration  in  untreated  cases 
is  three  to  twelve  months.  The  history  of 
two  years'  duration,  if  correct,  would  rule 
out  this  diagnosis. 

Secondary  carcinoma  of  the  liver  is  a  far 
more  likely  possibility;  the  most  frequent 
primary  sites  are  the  colon,  gallbladder  and 
bile  passages,  and  the  stomach.  The  com- 
plete absence  of  changes  in  bowel  habits  or 
in  stools,  and  the  absence  of  bleeding  or  ob- 
struction over  a  period  of  two  years  would 
probably  eliminate  the  colon  as  a  primary 
site.  With  primary  carcinoma  of  the  gall- 
bladder or  ducts,  a  history  of  previous  gall- 
bladder infection  or  colic  is  the  rule,  while 
marked  splenomegaly  is  not.  Also,  jaundice 
occurs  early  and  is  usually  accompanied  by 
pain.  Severe  and  rapidly  progressive  jaun- 
dice characterizes  carcinoma  of  the  head  of 
the  pancreas,  and  the  picture  of  anemia, 
with  splenic  and  lymph  node  enlargement 
does  not  fit  this  diagnosis  at  all.  Contrary 
to  what  is  generally  written,  about  40  per 
cent  of  such  patients  give  a  history  of  pain 
at  some  time. 
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Carcinoma  of  the  stomach  is  a  distinct 
possibility.  The  insidious  onset  of  anorexia, 
followed  by  nausea  and  vomiting,  is  highly 
suggestive.  Anemia  secondary  to  an  infil- 
trative lesion  of  the  stomach  is  well  recog- 
nized, and  the  hepatomegaly  and  jaundice 
could  result  from  metastases.  Fever  is  a  fre- 
quent finding  in  abdominal  malignancies.  In 
carcinoma  of  the  stomach  it  is  uncommon  ex- 
cept when  metastases  have  occurred.  Against 
this  diagnosis  are  the  following  facts :  It  is 
specifically  stated  that  no  epigastric  mass 
was  felt.  While  untreated  carcinoma  of  the 
stomach  might  have  a  duration  of  two  years, 
it  would  be  unlikely.  Marked  splenomegaly 
is  uncommon,  and  it  is  reasonable  to  expect 
pain,  at  least  during  the  last  few  months. 
We  have  no  information  as  to  the  amount 
and  character  of  the  vomitus,  both  of  which 
are  of  extreme  importance  in  diagnosis.  It 
is  stated,  however,  that  the  stool  benzidine 
test  was  negative.  If  this  statement  is  the 
result  of  more  than  one  test  it  is  highly  sig- 
nificant, since  90  to  95  per  cent  of  the  pa- 
tients with  advanced  carcinomas  of  the 
stomach  have  occult  blood  in  the  stools,  with 
a  positive  benzidine  test.  Bleeding  may  also 
occur  as  an  early  symptom. 

The  entire  sequence  of  events  in  this  case 
can  be  adequately  explained  by  one  clinical 
entity — namely,  Hodgkin's  disease.  While 
it  is  true  that  this  diagnosis  is  most  fre- 
quently brought  to  mind  by  painless  enlarge- 
ment of  the  cervical  nodes,  the  abdominal 
form  is  not  uncommon.  It  is  in  this  partic- 
ular type  that  the  fever  is  most  prominent, 
along  with  enlargement  of  the  liver  and 
spleen. 

The  statement  is  made  in  some  texts  of 
pathology  that  the  spleen  is  always  enlarged, 
and  in  probably  60  per  cent  of  the  cases  can 
be  palpated.  Constitutional  symptoms  are 
often  lacking  in  the  early  phase  of  the  dis- 
ease, but  once  the  disorder  is  well  developed, 
weight  loss  and  cachexia  usually  are  marked. 
Pain  is  not  usually  pronounced  unless  it  is 
due  to  pressure  or  to  bone  lesions.  The  blood 
picture,  while  not  diagnostic,  may  be  help- 
ful. A  low  white  blood  cell  count  is  fre- 
quently found  in  patients  with  abdominal 
Hodgkin's  disease.  Monocytosis  is  suggest- 
ive of  Hodgkin's,  as  is  eosinophilia.  The  re- 
sistant anemia  probably  represents  an  in- 
vasion of  the  bone  marrow.  In  untreated 
cases  the  average  duration  is  two  or  three 
years,  which  is  entirely  compatible  with  this 
history.    Jaundice  mav  result  from  obstruc- 


tion caused  by  enlarged  nodes  at  the  liver 
hilus  or  from  actual  invasion  of  the  liver 
by  Hodgkin's  tissue,  with  compression  of  the 
bile  canaliculi.  The  rapidly  rising  nonprotein 
nitrogen  is  of  interest  in  this  case.  We  do 
not  know  from  the  history  whether  anuria 
developed  before  death.  Possible  explana- 
tions for  the  rising  nonprotein  nitrogen 
would  include  obstruction  of  the  ureters  by 
tumor  masses,  actual  infiltration  of  the  renal 
substance,  extra-renal  azotemia  due  to  fall 
in  blood  pressure,  anoxemia,  and  the  possi- 
bility that  owing  to  the  extensive  liver  de- 
struction, the  nonprotein  nitrogen  as  meas- 
ured represented  primarily  amino  acids.  A 
urea  ratio  might  have  been  helpful. 

Dr.  Cayer's  Diagnosis 

1.  Hodgkin's  disease  with  involvement  of 
abdominal  and  peripheral  nodes,  liver,  spleen 
and  bone  marrow. 

Anatomical  Discussion 

_Dr.  Dubin  :  The  left  supraclavicular  node 
removed  for  biopsy  showed  the  typical  pic- 
ture of  Hodgkin's  disease.  At  autopsy  the 
main  findings  were  an  infiltration  of  the 
liver,  spleen,  bone  marrow  and  lymph  nodes 
by  Hodgkin's  tissue.  The  periaortic  lymph 
nodes  were  especially  enlarged.  The  spleen 
weighed  750  Gm.  (normal  weight  160  Gm.) 
and  the  liver  2,350  Gm.  (normal  weight 
1550  Gm.).  The  jaundice  was  due  to  the  ob- 
struction of  the  intrahepatic  bile  ducts  by 
the  diffusely  proliferating  Hodgkin's  tissue. 
The  lymph  nodes  around  the  extrahepatic 
bile  ducts  were  not  particularly  enlarged  and 
did  not  play  a  part  in  the  production  of  the 
jaundice.  There  was  a  fresh  terminal  lobu- 
lar pneumonia. 

I  cannot  explain  the  elevation  of  the  non- 
protein nitrogen,  for  although  there  were 
bile  casts  in  the  renal  tubules  there  was  no 
demonstrable  damage  to  the  glomeruli, 
the  tubular  epithelium  or  the  interstitial  tis- 
sues ;  therefore,  I  have  no  basis  for  saying 
that  the  elevated  nonprotein  nitrogen  was 
of  renal  origin. 

Anatomical  Diagnosis 

1.  Hodgkin's  disease  with  involvement  of 
the  liver,  spleen,  bone  marrow,  and  lymph 
nodes. 

2.  Jaundice  due  to  obstruction  of  the  in- 
trahepatic bile  ducts  by  proliferating  Hodg- 
kin's tissue. 
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Tuberculosis  Abstracts 

A  Review  for  Physicians 

ISSUED  MONTHLY  BY  THE  NATIONAL  TUBERCULOSIS  ASSOCIATION 

Vol.  XVIII  February,  1945  No.  2 

TUBERCULOSIS  among  older  people  remains  one  of  the  stubborn  pockets  of  resistance 
in  the  general  campaign  aimed  at  the  eradication  of  the  disease.  For  the  most  part  we 
must  rely  upon  the  general  practitioner  to  carry  out  this  phase  of  the  struggle,  for  the  indi- 
viduals concerned  are  usually  among  his  patients  and  outside  the  range  of  the  present 
"mass"  control  measures. 


TUBERCULOSIS  IN  ELDERLY  PEOPLE 


The  importance  of  tuberculosis  in  elderly 
people,  especially  pulmonary  tuberculosis, 
has  been  generally  underestimated.  One  rea- 
son for  this  is  that  few  of  us  have  any  con- 
ception of  the  number  of  older  people  among 
us.  There  are  in  the  United  States  nearly 
four  thousand  persons  over  100  years  old ; 
over  87  thousand  who  are  past  90;  more 
than  one  million  who  are  over  80 ;  more  than 
five  million  over  70;  and  13.5  million  over 
60.  These,  with  13  million  in  their  fifties, 
make  a  total  of  over  26.5  million  persons 
over  50,  more  than  20  per  cent  of  the  whole 
population. 

The  U.  S.  Census  figures  for  1870  showed 
only  about  11  per  cent  of  the  population  over 
50  at  that  time.  A  reduction  in  mortality 
from  infectious  disease,  increased  applica- 
tion of  sanitary  science,  better  housing  and 
nutrition  are  all  contributing  to  the  longer 
life  of  the  present  day.  How  permanent  the 
present  large  percentage  of  older  people  in 
the  population  will  be.  we  cannot  tell.  Con- 
tinued wars  followed  by  widespread  epidem- 
ics, may  again  reduce  life  expectancy  to  that 
of  the  middle  ages. 

Now,  however,  when  about  one  fifth  of 
our  population  is  elderly,  it  is  important  that 
we  know  how  much  of  it  harbors  tuberculo- 
sis, and  how  much  of  a  menace  to  the  com- 
munity this  represents.  Is  tuberculosis  in  the 
later  decades  of  life  increasing? 

Figures  from  the  U.  S.  Census  Bureau 
show  that  the  mortality  rates  from  tuber- 
culosis in  the  United  States  in  1940  were 
much  higher  in  the  later  decades  of  life  than 
among  young  people.  The  highest  rate  in 
1940  at  any  age  period,  that  of  males  be- 
tween 55  and  65,  was  110  per  100,000.  In 
1900  the  highest  rate  for  males,  362  per  100,- 
000,  was  in  the  age  period  35  to  39. 


The  death  rate  from  tuberculosis  is  still 
relatively  high  in  persons  over  50,  and  since 
this  group  forms  about  20  per  cent  of  the 
population,  there  are  many  elderly  tuber- 
culous persons  in  the  country.  Using  the  very 
conservative  factor  of  five  active  cases  for 
every  death,  the  active  cases,  many  of  which 
are  spreading  infection,  may  be  estimated 
as  at  least  100,000.  Not  all  of  these  cases  are 
in  sanatoria. 

Pathology 

There  has  been  a  great  deal  of  controversy 
regarding  the  seriousness  of  tuberculosis  in 
old  people.  Some  have  considered  it  relative- 
ly benign,  while  others  have  thought  it  rap- 
idly progressive.  In  one  report  of  a  series 
of  142  cases  over  55  years  of  age  admitted 
to  a  sanatorium,  many  of  the  patients  had 
active  tuberculosis  with  positive  sputum  for 
periods  of  from  10  to  40  years.  The  number 
of  tubercle  bacilli  eliminated  by  sputum- 
positive  cases  which  remain  positive  for 
periods  as  long  as  10,  20,  30  or  40  years,  can 
only  be  faintly  realized  or  comprehended,  in 
this  respect  being  comparable  only  to  nation- 
al expenditures  for  war  and  other  purposes. 

The  patients  in  sanatoria  are  for  the  most 
part  those  with  active  or  progressive  lesions. 
Probably  a  large  proportion  of  the  fibrotic 
cases  with  few  symptoms  are  at  home.  This 
circumstance  makes  it  difficult  to  determine 
the  typical  characteristics  of  pulmonary  tu- 
berculosis as  it  affects  elderly  people. 

Aging  tissues  are  said  to  be  less  suscep- 
tible to  inflammatory  processes  than  growing 
ones,  and  tend  to  develop  fibrous  change.  Ob- 
literation of  lymphatic  channels  and  involu- 
tional changes  take  place  which  may  render 
the  body  resistant  to  the  spread  of  tubercu- 
losis. On  the  other  hand  there  is  probably 
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concomitant  Atrophy,  decalcification  and  de- 
hydration. A  few  individuals  may  reach  old 
age  without  previous  infection  and  develop 
primary  tuberculosis,  not  always  distin- 
guishable clinically  from  reinfection  tuber- 
culosis. 

Many  elderly  persons  who  have  definitely 
recognizable  tuberculous  lesions  with  posi- 
tive sputum  have  become  somewhat  immune 
to  the  toxic  effects  of  their  disease,  and  make 
up  a  highly  infectious  class.  In  this  group 
are  included  the  so-called  "good  chronics" 
with  positive  sputum  who  do  not  consider 
themselves  ill.  Some  of  them  care  for  young 
children  or  are  otherwise  in  close  contact 
with  susceptible  persons. 

The  course  of  events  in  any  individual  case 
is  dependent  not  only  on  exposure  to  fresh 
infection  or  on  the  reactivation  of  old  qui- 
escent foci,  but  also  on  the  endowment  of 
the  individual  with  more  or  less  resistant  tis- 
sues. Although  tuberculosis  may  only  become 
manifest  and  troublesome  in  later  life,  its 
origin  usually  is  to  be  sought  in  an  earlier 
period. 

Differential  Diagnosis 

While  tuberculosis  is  relatively  common 
in  later  life,  its  detection  is  frequently  diffi- 
cult. Diseases  likely  to  cause  confusion  are 
frequently  met.  Included  among  them  are 
cancer,  cardiovascular  disease,  chronic  bron- 
chitis, emphysema,  bronchiectasis,  asthma 
and  silicosis.  If  the  sputum  does  not  con- 
tain tubercle  bacilli,  the  differentiation  be- 
comes increasingly  difficult.  Cough,  weak- 
ness, loss  of  weight,  hemoptysis  and  other 
symptoms  found  in  tuberculosis  may  be  pres- 
ent in  other  conditions  with  consequent  diffi- 
culty in  differential  diagnosis. 

Many  cases  of  tuberculosis  in  older  people 
are  not  detected  because  few  of  them  have 
had  chest  X-rays.  Most  of  the  surveys  have 
been  among  children  and  young  people  who 
are  much  more  easily  persuaded  to  cooperate. 
It  has  been  difficult  to  secure  the  consent  of 
older  people  for  examination.  They  pay  less 
attention  than  young  people  to  declining 
health,  which  they  feel  is  to  some  extent  in- 
evitable. Their  tired  feeling  they  consider 
a  normal  accompaniment  of  old  age.  They 
do  not  like  to  change  their  environment  and 
are  fearful  lest  there  may  have  to  be  radical 
alterations  in  their  way  of  living.  Inertia  and 
dread  of  loss  of  security  make  them  hesitate. 

Methods  of  search  for  unsuspected  cases 
of  tuberculosis,  however,  are  changing.  The 


'  ray,  our  most  valuable  resource  for  this 
p.  rpose,  is  being  used  more  freely  since  it  is 
becoming  less  expensive.  An  X-ray  of  the 
chest  will  soon  be  part  of  the  routine  exami- 
nation of  all  patients  seen  by  physicians  in 
their  offices,  just  as  it  is  now  becoming  a 
part  of  up-to-date  clinic  practice. 

Treatment 

The  treatment  of  tuberculosis  in  old  people 
is  in  many  respects  the  same  as  it  is  for 
those  in  early  life.  Rest  of  the  inflamed  area 
is  the  keynote  and  will  probably  be  necessary 
even  if  some  day  some  form  of  chemotherapy 
is  found.  Certain  difficulties  in  the  rest  treat- 
ment of  elderly  patients  are  apparent.  Com- 
plete immobilization  is  not  well  borne  by  the 
aged  and  mechanical  measures  to  secure  lung 
rest  are  less  applicable  for  them.  Sympto- 
matic treatment  and  good  nursing  may  bring 
good  results  where  mechanical  adjuncts  to 
bed  rest  are  not  advisable.  Exceptional  cases 
will  doubtless  have  to  remain  at  home.  The 
physician  should,  however,  not  accede  to 
such  a  plan  without  a  full  realization  of  the 
risks  involved,  and  the  possibility  of  infect- 
ing an  entire  family  and  a  new  generation. 

The  entire  population  needs  and  deserves 
good  medical  supervision.  Persons  with  ar- 
rested tuberculosis,  in  order  that  they  may 
be  kept  from  reactivating  their  lesions  and 
becoming  spreaders  of  tubercle  bacilli  need 
more  than  the  average  medical  attention. 
Older  persons  in  this  category  will  require 
as  much  consideration  and  follow-up  as 
younger  patients. 

Tuberculosis  in  Elderly  People,  A.  T. 
Laird,  M.D.,  The  Journal-Lancet,  June,  1944. 


New  Guinea 
Members  of  the  Editorial  Board  and 
Medical  Society  of  the  State  of  North  Caro- 
lina 
Gentlemen : 

For  more  than  a  year  it  has  been  appro- 
priate that  I  express  my  gratitude  for  re- 
ceiving the  Medical  Journal  so  regularly.  It 
is  indeed  a  great  help  and  I  find  it  more  in- 
teresting here  than  when  I  was  in  the  States. 
Of  the  medical  men  whom  I  know  from  so 
many  states,  none  receive  their  state  journal 
gratis,  as  we  do.   Thanks. 

(Signed)  Creighton  Wrenn 

Captain,  Medical  Corps 
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J.  F.  Owen,  M.D.,  LL.B. 
Raleigh 

Evidence:  A  medical  expert  may 
base  his  opinion  upon  the  clinical 
history,  his  observations,  and  the  pa- 
tient's description  of  his  symptoms. 

The  plaintiff  in  this  case  sustained  in- 
juries while  riding  on  a  passenger  train 
which  collided  with  a  freight  train. 

In  Superior  Court  it  was  brought  out  by 
testimony  that  there  had  been  no  objective 
findings  such  as  broken  bones  or  abrasions 
of  the  skin.  Despite  this  fact  the  plaintiff's 
physicians  were  allowed  to  testify  concern- 
ing the  patient's  exclamations  and  other 
verbal  indications  of  pain,  and  his  inability 
to  handle  himself  normally,  and  they  were 
also  permitted  to  give  opinions  based  upon 
those  facts  as  well  as  upon  the  appearance 
of  the  plaintiff  at  the  time  of  their  exami- 
nations. One  of  the  physicians  was  al- 
lowed to  state  that  when  he  examined  the 
plaintiff  shortly  after  the  injury,  the  latter 
was  unable  to  draw  up  one  of  his  legs  ex- 
cept very  slowly,  and  complained  of  pain 
whenever  he  moved.  Other  physicians  who 
examined  the  plaintiff  at  the  time  of  the 
trial,  and  immediately  before  that  time, 
testified  about  tests  that  were  made  to  de- 
termine whether  the  legs  of  the  plaintiff 
were  paralyzed.  They  all  gave  opinions  based 
upon  what  may  be  termed  a  clinical  history 
of  the  case,  their  own  observations,  and  the 
results  of  the  tests  which  they  performed. 

The  judgment  in  Superior  Court  was  for 
the  plaintiff.  The  defendant  appealed  to  the 
Supreme  Court,  and  among  other  errors  al- 
leged, objected  to  the  testimony  of  the  physi- 
cians concerning  the  extent  of  the  plaintiff's 
injuries. 

When  this  case  was  considered  by  the 
Supreme  Court,  this  tribunal  stated  in  sub- 
stance that  a  medical  expert  may  base  his 
opinion  on  the  clinical  history  of  a  case 
under  consideration,  and  in  order  to  make 
his  testimony  intelligible,  may  testify  as  to 
the  observations  that  he  made,  and  also  as 
to  what  his  patient  said  to  him  in  describing 
his  bodily  condition  and  the  character  and 
manifestations  of  his  sickness.  The  reason 
for  this  rule  is  that,  of  necessity,  the  physi- 
cian must  often  take  such  statements  into 
consideration  in  reaching  a  conclusion  as  to 


the  physical  condition  of  the  patient,  and 
the  nature  and  extent  of  his  malady  or  in- 
jury. The  rule  being  founded  on  such  neces- 
sity, it  has  been  declared  that  it  must  be 
applied  with  caution,  and  not  extended  be- 
yond the  reason  of  necessity  upon  which  it 
rests.  The  Court  further  stated  that  the 
mere  statement  made  by  a  patient  for  the 
sole  purpose  of  furnishing  the  expert  with 
information  on  which  to  base  an  opinion  is 
not  admissible,  and  that  the  witness  in  tes- 
tifying to  what  he  has  heard  and  observed 
is  confined  to  exclamations,  shrinkings,  and 
other  expressions  which  appear  instinctive, 
involuntary,  and  spontaneous.  (Arkansas 
Supreme  Court,  Spring  Term,  1915,  Vol.  176 
S.  W.  134.) 


BULLETIN  BOARD 


SECRETARY'S  MESSAGE 

The  Executive  Committee  of  the  Medical 
Society  of  the  State  of  North  Carolina,  after 
very  careful  consideration  of  all  factors  in- 
volved, voted  unanimously  to  postpone  the 
Ninety-Second  Annual  Session,  which  was 
scheduled  to  be  held  at  Pinehurst  April  30, 
May  1  and  2,  until  the  ban  for  conventions  is  j 
lifted. 

This  action  was  taken  voluntarily  in  or- 
der to  cooperate  to  the  fullest  possible  extent 
with  the  request  of  the  Office  of  Defense 
Transportation  and  in  the  interest  of  the 
nation's  war  effort. 

All  officers  and  committees  are  continued 
in  office  until  such  time  as  it  will  seem  prac- 
ticable to  have  our  next  meeting. 

Roscoe  D.  McMillan,  M.D. 
Secretary-Treasurer 


Minutes  of  Meetings  of  the  Executive 
Committee,  Legislative  Committee,  and 
Committee  to  Advise  with  Members  of 
the  Governor's  Commission  to  Extend 
Medical  and  Hospital  Care 
in  North  Carolina 

December  31.   1944 

A  joint  meeting  of  the  Executive  Committee,  the 
Legislative  Committee,  and  the  Committee  to  Ad- 
vise with  Members  of  the  Governor's  Commission  to 
Extend  Medical  and  Hospital  Care  in  North  Caro- 
lina was  held  with  the  Governor's  Commission  to 
Extend  Medical  and  Hospital  Care  in  North  Caro- 
lina at  the  Governor's  Mansion  on  Sunday  after- 
noon, December  31,  1944,  at  2:30  o'clock. 
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The  following  were  present: 
Executive  Committee: 

Dr.  Paul  F.  Whitaker,  President 
Dr.  Zack  D.  Owens,  Second  Vice  President 
Dr.  Roscoe  D.  McMillan,  Secretary-Treasurer 
Dr.  John   Gotten   Tayloe,   Councilor    Second 

District 
Dr.   Newsom   P.   Battle,   Councilor   Fourth 

District 
Dr.  F.  L.  Knight,  Councilor  Fifth  District 
Dr.  M.  D.  Hill,  Councilor  Sixth  District 
Dr.   Fred   M.   Patterson,   Councilor   Eighth 

District 
Dr.  I.  E.  Shafer,  Councilor  Ninth  District 
Legislative  Committee: 

Dr.  Hubert  B.  Haywood,  Chairman 
Dr.  Ben  F.  Royal 
Dr.  P.  P.  McCain 
Dr.  W.  M.  Coppridge 
Dr.  Donnell   B.  Cobb 
Committee  to  Advise  with  Members  of  the  Gov- 
ernor's Commission  to  Extend  Medical  and  Hos- 
pital Care  in  North  Carolina: 
Dr.  George  L.  Carrington 
Dr.  V.  M.  Hicks 
Dr.  T.  L.  Carter 
Dr.  Erick  Bell 
Dr.  G.  G.  Dixon 
Dr.  Fred  M.  Patterson 
Dr.  Julian  Moore 
Dr.  M.  D.  Hill 
Dr.  I.  E.  Shafer 
Dr.  W.  Raney  Stanford 
Governor   Broughton  called  the  meeting  to   order 
at  2:30  p.m.,  stating  that  the  purpose  of  the  meeting 
was  to  draft  a  bill  to  be  introduced  in  the  1945  legis- 
lature to  extend  medical  and  hospital  care  in  North 
Carolina  and  increase  the  facilities  for  the  education 
of  medical  personnel  at  the  University. 

The  meeting  was  then  turned  over  to  Mr.  Clarence 
Poe,  Chairman  of  the  Governor's  Commission,  who 
read  the  bill.  After  much  discussion  and  several 
changes  in  the  bill,  it  was  unanimously  approved 
by  the  Executive  Committee  of  the  State  Medical 
Society. 
The  meeting  thereupon  adjourned  at  5:30  o'clock. 


This  meeting  was  immediately  followed  by  a 
meeting  of  the  members  of  the  Executive  Commit- 
tee, which  was  called  to  order  by  President  Whitaker 
at  5:30  o'clock,  in  executive  session. 

Dr.  Hubert  B.  Haywood,  Chairman  of  the  Legis- 
lative Committee,  stated  that  the  48  osteopaths  in 
North  Carolina  are  demanding  recognition  from  the 
1945  legislature  and  asking  that  they  be  allowed  to 
prescribe  drugs  in  an  emergency.  It  was  the  unani- 
mous opinion  of  the  Executive  Committee  that  this 
is  an  entering  wedge  for  the  osteopaths  to  practice 
medicine  in  North  Carolina,  and  inasmuch  as  they 
are  demanding  recognition  on  the  Board  of  Medical 
Examiners  the  Executive  Committee  felt  that  there 
should  be  some  change  in  the  Medical  Practice  Act, 
certainly  in  regard  to  this  phase  of  it. 

Dr.  M.  D.  Hill  made  a  motion  that  the  Secretary- 
Treasurer  confer  with  the  American  Medical  Associ- 
ation regarding  the  draft  of  a  proposed  law  that 
will  be  suitable  to  North  Carolina  for  the  1945  leg- 
islature, this  draft  to  be  mailed  for  study  to  the 
members  of  the  Executive  Committee,  Legislative 
Committee,  and  Board  of  Medical  Examiners.  After 
this  study  has  been  made,  President  Whitaker  is  to 
call  a  meeting  of  the  Executive  Committee,  the  Leg- 
islative Committee,  and  the  Board  of  Medical  Ex- 
aminers to  discuss  the  proposed  bill  to  be  presented 


to  the  1945  legislature.    This  motion  was  seconded 
by  Dr.  I.  E.  Shafer  and  unanimously  carried. 

Dr.  Haywood  also  stated  to  the  Executive  Com- 
mittee that  the  North  Carolina  Board  of  Nurse 
Examiners  desires  to  eliminate  the  two  physicians 
on  the  Board — namely,  the  one  elected  from  the 
Medical  Society  and  the  one  elected  from  the  North 
Carolina  Hospital  Association.  Motion  was  made  by 
Dr.  I.  E.  Shafer  that  the  physician  members  of  the 
Board  of  Nurse  Examiners  be  retained.  This  motion 
was  duly  seconded  and  unanimously  carried. 

There  being  no  further  business,  the  meeting 
adjourned  at  6:30  o'clock. 

Roscoe  D.  McMillan,  M.D. 
Secretary 
January   28,   1945 
The    Executive    Committee    and    the    Legislative 
Committee  of  the  Medical   Society  of  the   State  of 
North  Carolina,  at  the  call  of  the  President  of  the 
Society,   held   a   meeting   at  the   Sir   Walter   Hotel, 
Raleigh,    North    Carolina,    on    Sunday,    January    28, 
1945,  with  the  Society's  Committee  to  Advise  with 
Members  of  the  North  Carolina  Hospital  and  Medi- 
cal   Care    Commission    and   with    the    chairman    and 
medical    members    of   the    North    Carolina    Hospital 
and  Medical  Care  Commission. 

The  President  of  the  Society,  Dr.  Paul  F.  Whit- 
aker, presided.  The  meeting  was  called  to  order  at 
2  p.m.,  the  following  persons  being  present: 
Members    of    Executive    Committee: 

Dr.  Paul  F.  Whitaker,  President,  Kinston 
Dr.  Zack  D.   Owens,   Second   Vice   President, 

Elizabeth  City 
Dr.  Roscoe  D.   McMillan,   Secretary-Treasurer, 

Red  Springs 
Dr.  Paul  Grumpier,  Councilor  Third  District, 

Clinton 
Dr.  F.  L.  Knight,  Councilor  Fifth  District, 

Sanford 
Dr.  M.  D.  Hill,  Councilor  Sixth  District,  Raleigh 
Dr.   I.   E.   Shafer,  Councilor  Ninth   District, 
Salisbury 
Members  of  Legislative  Committee: 

Dr.  Hubert  B.  Haywood,  Chairman,  Raleigh 
Dr.  W.  M.  Coppridge,  Durham 
Dr.  Donnell  B.  Cobb,  Goldsboro 
Members  of  Committee  to  Advise  with   Members 
of  the  North  Carolina  Hospital  and  Medical  Care 
Commission: 

Dr.  George  L.   Carrington,   Burlington 
Dr.  V.  M.  Hicks,  Raleigh 
Dr.  C.  T.  Smith,  Rocky  Mount 
Dr.  T.  L.  Carter,  Gatesville 
Dr.  Erick   Bell,  Wilson 
Dr.  Grady  G.  Dixon,  Ayden 
Dr.  C.  F.  Strosnider,  Goldsboro 
Dr.  M.  D.  Hill,  Raleigh* 
Dr.  I.  E.  Shafer,  Salisbury* 
Members  of  North  Carolina  Hospital  and  Medical 
Care  Commission: 

Clarence  Poe,  D.S.,  Chairman,  Raleigh 

Dr.  Paul  F.  Whitaker,  Kinston* 

Dr.  Roscoe  D.  McMillan,  Red  Springs* 

Dr.  W.  Reece  Berryhill,  Chapel  Hill 

Dr.   Carl   V.   Reynolds,   Raleigh 

Dr.  G.  M.  Cooper,  Raleigh 

Dr.  Hubert  B.  Haywood,  Raleighf 

Dr.  Donnell  B.  Cobb,  Goldsborof 

Dr.  J.  Buren  Sidbury,  Wilmington 

Dr.  W.  M.  Coppridge,  Durhamf 

Dr.  W.  R.  Stanford,  Durham 

Hon.  John  W.  Umstead,  Jr.,  Chapel   Hill 

(Member  of  North  Carolina  General  Assembly) 

*  Also   listed   as  member  of   Executive   Committee. 
t  Also   listed   as   memher  of   Legislative    Committee. 
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Others: 

Hon.   Frank  P.  Graham,  President,   University 

of  North  Carolina,  Chapel  Hill 
Mr.  W.  D.  Carmichael,  Comptroller,  University 

of  North  Carolina,  Chapel  Hill 
Dr.  W.  H.  Moore,  Wilmington 
President  Whitaker  stated  that  the  object  of  the 
meeting  was  to  consider  certain  proposals  for  ad- 
justment of  the  legislative  program  of  the  North 
Carolina  Hospital  and  Medical  Care  Commission 
and  asked  Dr.  Poe,  the  Chairman  of  the  Commission, 
to  present  the  proposals. 

Dr.  Poe  said  that,  because  of  the  great  demand 
for  increased  appropriations  for  nearly  all  depart- 
ments of  the  state  government,  it  had  become  neces- 
sary to  reduce  the  amount  which  the  Commission 
will  request  the  General  Assembly  to  appropriate 
for  carrying  out  the  Commission's  program  for  the 
establishment  of  hospitals,  the  extension  of  hospital 
and  medical  care,  and  the  expansion  of  the  Medical 
School  of  the  University  of  North  Carolina  from  a 
two-year  to  a  four-year  school.  The  original  pro- 
posals of  the  Hospital  and  Medical  Care  Commission 
and  the  new  proposals  were  summarized  by  Dr.  Poe 
as  follows: 

Original  New 

Proposals  Proposal 

A.  Amounts  for  enlarged  hospital 
facilities  in  North  Carolina 

1.  Central  hospital 

at   U.   N.   C $3,660,000         $2,325,000 

2.  Other  hospitals  $5,000,000         $2,500,000 


$8,660,000         $4,825,000 

B.  Policies  to  encourage 
hospital  building — 

Grants  of  10  to       No  grants  of 
50   per   cent  to       principal 
needy  counties,        Complete  grant 
varying   with  of  all  interest 

need  Repayments  of  5 

per  cent  a  year 
for  twenty  years 
(with  extensions 
for  cause) 

C.  Policies  to  help  both  hos- 
pitals and  indigent  patients — 

State  to  provide 
$1    a   day $500,000  $500,000 

D.  Additional  building  for 
four-year  medical 

school    $175,000  $175,000 

E.  Support  of  four-year 

medical  school — 

Adequate  amount  Adequate  amount 

F.  Funds  to  help  medical 
students  to  serve  rural 

areas  $250,000  $150,000 

G.  Health  in  schools $300,000(?)      $300,000(?) 

Dr.  Poe  stated  that  the  amount  of  the  new  pro- 
posal for  the  central  hospital  would  provide  for  400 
beds  instead  of  the  600  originally  recommended  by 
the  Commission.  He  quoted  Dr.  W.  Reece  Berryhill, 
Dean  of  the  University  Medical  School,  as  saying 
that  a  400-bed  hospital  can  provide  50  beds  for  psy- 
chiatric patients  and  that  it  would  be  possible  to 
have  a  first-class  medical  school  with  a  hospital  of 
this  size. 

Dr.  Poe  discussed  the  question  as  to  whether  the 
$2,500,000  now  proposed  for  other  hospitals  would 
be  adequate  and  voiced  his  belief  that,  with  this  as 
a  beginning,  the  benefits  realized  in  the  counties  in 
which  hospitals  are  built  will  be  so  great  as  to  cause 
the  people  of  the  other  counties  themselves  to  seek 
further  appropriations  from  the  General   Assembly 


for  establishing  other  hospitals. 

Dr.  Poe  then  took  up  the  matter  of  policies  to 
encourage  the  building  of  hospitals  and,  while  ex- 
pressing his  personal  belief  that  there  should  be 
grants  of  principal  to  needy  counties  and  that  the 
Commission  should  try  to  get  this  part  of  the  pro- 
gram through,  made  the  point  that  a  grant  of  all 
interest  on  a  loan  which  is  to  be  repaid  at  the  rate 
of  5  per  cent  a  year  for  twenty  years  is  really 
grant  of  83%  per  cent  of  the  total.  He  suggested 
that  if  the  amount  of  $2,500,000  is  allowed  for  in- 
terest-free loans  it  might  be  possible  to  include  a 
stipulation  that  the  Commission  might,  with  the  ap- 
proval of  the  Governor  and  the  Council  of  State, 
make  grants  in  cases  of  extreme  need. 

Dr.  Poe  closed  his  remarks  by  expressing  his  feel- 
ing that,  through  the  work  of  the  Medical  Society 
and  the  Commission,  the  time  has  now  come  when 
a  real  advance  can  be  made  and  that,  beginning  with 
the  reduced  program  now,  the  state  can  continue  to 
go  forward  until  the  whole  of  the  original  program 
is  realized. 

Dr.  Hubert  B.  Haywood,  Chairman  of  the  Legisla- 
tive Committee,  said  that  his  committee  had  been 
working  with  the  Hospital  and  Medical  Care  Com- 
mission and  that,  in  his  opinion,  the  figures  as  given 
by  Dr.  Poe  in  the  new  proposal  are  the  highest  that 
it  can  be  hoped  will  be  approved  by  the  state  author- 
ities at  the  present  time. 

President  Whitaker,  after  thanking  Dr.  Poe  for 
his  report,  said  that  probably  the  most  important 
part  of  this  program  is  the  fact  that  the  state  is 
recognizing  its  responsibility  for  the  care  of  the 
indigent  sick  in  North  Carolina. 

Dr.  C.  T.  Smith  quoted  Mr.  J.  Lyman  Melvin, 
Superintendent  of  the  Parkview  Hospital,  Rocky 
Mount,  and  a  member  of  the  Board  of  Trustees  of 
the  North  Carolina  Hospital  Association,  as  saying 
that  he  had  communicated  with  enough  of  the  trus- 
tees of  the  Hospital  Association  to  be  able  to  say 
that  they  will  accept  the  new  plan. 

Dr.  Carl  V.  Reynolds,  State  Health  Officer,  stated 
that  a  bill  now  before  Congress  provides  $100,000,- 
000  for  aid  to  the  states  and  counties  in  the  erection 
of  hospitals,  the  minimum  grant  being  25  per  cent 
and  the  maximum  75;  and  he  expressed  his  belief 
that  the  bill  will  shortly  be  enacted  into  law  and 
that  thus  Federal  funds  will   soon  be  available. 

The   following   motion   was   offered   by   Dr.    I.    E. . 
Shafer:   "Resolved,   that   we   reiterate   our  endorse- 
ment  of   the   full   program   of   the   North    Carolina  j 
Hospital  and  Medical  Care  Commission  but  that,  in 
view  of  the  conditions  reported  by  Dr.  Poe,  we  ac- 
cept and  endorse,  as  a  beginning,  the  adjusted  pro- 
gram set  forth  by  him;  provided  that,  in  counties  I 
or    communities    where    especially    serious    need    of  ] 
hospital  facilities  is  found  to  exist,  the  State  Hos- 
pital  Commission   may  make   grants   in   lieu  of  in- 
terest-free loans  for  hospital  construction,  provided 
the  reasons  for  such  action  are  reported  to  and  ex- 
amined  by  the  Governor  and  the  Council  of  State 
and   approved   by   them;    and   provided   that   in    no 
case  shall  such  a  grant  exceed  50  per  cent  of  the 
cost  of  constructing  the  hospital  involved;  and  pro- 
vided further  that  not  more  than  $1,000,000  of  the 
$2,500,000  authorized  for  interest-free  loans  may  be 
converted  into  grants  as  herein  set  forth;  and 

"Resolved,  further,  that  our  leaders  be  authorized 
to  accept  incidental  adjustments  or  changes  that  do 
not  materially  affect  the  program  in  its  broader 
principles." 

This  motion  was  seconded  by  Dr.  Strosnider  and 
Dr.  Dixon,  and  was  carried  by  a  vote  of  eighteen  to 
one. 

Dr.  T.  L.  Carter,  who  voted  in  opposition  to  the 
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motion,  took  the  floor  to  explain  his  position  and 
outlined  his  views  as  set  forth  in  his  article  in  the 
January  issue  of  the  North  Carolina  Medical  Journal, 
stating  that  his  opposition  is  to  the  proposed  four- 
year  medical  school  at  the  University.  At  the  re- 
quest of  President  Whitaker,  Dr.  Haywood  gave  the 
figures  as  to  the  number  of  doctors  graduated  each 
year  from  the  two  medical  schools  in  North  Caro- 
lina, stating  that  there  is  an  annual  deficit  of  doc- 
tors in  the  state,  due  to  death  and  other  causes. 
There  was  some  further  discussion  by  Dr.  W.  M. 
Coppridge,  Dr.  G.  M.  Cooper,  and  Dr.  Carter. 
The  meeting  then  adjourned,  at  5  p.m. 


After  the  close  of  the  meeting  Secretary-Treasur- 
er McMillan  communicated  with  the  following  mem- 
bers of  the  Executive  Committee  by  long-distance 
telephone,  presenting  to  them  the  proposition  as 
I  outlined  by  Dr.  Poe;  and  each  of  them  expressed 
|  himself  as  being  in  favor  of  accepting  the  new  pro- 
posal: 

W.  H.  Smith,  M.D.,  First  Vice  President,  Goldsboro 
J.  G.  Matheson,  M.D.,  Councilor  First  District, 

Ahoskie 
John  Cotten  Tayloe,  M.D.,  Councilor  Second  Dis- 
trict, Washington 
Newsom   P.   Battle,   M.D.,   Councilor   Fourth   Dis- 
trict, Rocky  Mount 
C.  C.  Orr,   M.D.,   Councilor  Tenth  District, 
Asheville. 


News  Notes  from  the  State  Board 
of  Health 

Dr.  T.  F.  Vestal,  who  for  the  past  five  years  has 
been  director  of  the  Division  of  Industrial  Hygiene 
of  the  State  Board  of  Health,  recently  was  made 
director  of  the  Division  of  Tuberculosis  Control — a 
new  and  much  needed  division  of  the  State  Board 
of  Health. 

Dr.  Vestal  now  is  in  the  process  of  setting  up  this 
division  and  its  program.  As  director  of  tuberculo- 
sis control,  he  will  be  in  charge  of  all  tuberculosis 
case-finding  work  and  will  administer  Federal  funds 
appropriated  recently  for  this  purpose  by  the  Bul- 
winkle  Bill — a  bill  passed  by  Congress  to  set  up  a 
division  of  tuberculosis  control  in  the  United  States 
Public  Health  Service.  This  new  Federal  division 
will  deal  not  only  with  tuberculosis  control  on  a 
national  scale,  but  will  give  all  possible  aid  to  the 
states,  both  financially  and  otherwise. 

Dr.  Vestal  will  also  administer  any  funds  which 
may  be  appropriated  later  by  the  North  Carolina 
General  Assembly  for  tuberculosis  control  work  in 
this  state. 

Dr.  Vestal  was  succeeded  as  director  of  the  Divi- 
sion of  Industrial  Hygiene  by  Dr.  C.  B.  Davis,  a  na- 
tive North  Carolinian,  who  for  some  time  has  been 
in  charge  of  the  industrial  hygiene  program  of  the 
North  Carolina  Shipbuilding  Company  in  Wilming- 
ton. 

Dr.  Davis  was  graduated  from  Wake  Forest  and 
from  the  University  of  Pennsylvania  Medical  School. 
After  an  internship  in  Philadelphia  he  became 
engaged  in  private  practice  in  Wilmington  and  later 
in  industrial  hygiene  work  with  the  North  Carolina 
Shipbuilding  Company. 


News  Notes  from  the  North  Carolina 
Tuberculosis  Association 

North  Carolina  has  led  the  way  not  only  in  the 
number  of  member  institutions  in  the  National  Stu- 
dent Health  Association,  but  also  in  establishing  the 
first  state-wide  student  health  association.  Leader 
in  these  developments  has  been  Miss  Jennie  L. 
Douglass   who   is   Secretary   and   a   member   of   the 


Executive  Council  of  the  National  Student  Health 
Association.  A  two-day  conference  was  recently 
held  in  Durham  under  the  auspices  of  the  North 
Carolina  State  College  for  Negroes  and  representa- 
tives came  from  a  number  of  colleges,  discussed  a 
number  of  problems  and  formed  this  statewide  stu- 
dent health  association. 

The  next  meeting  of  the  National  Student  Health 
Association  will  be  held  at  the  North  Carolina  State 
College  for  Negroes  in  Durham  sometime  in  April. 

The  National  Social  Hygiene  Day  Project,  spon- 
sored by  this  and  other  associations,  was  a  success. 
Seven  North  Carolina  Negro  Colleges  took  part.  St. 
Augustine's  College  won  the  fourth  national  prize 
and  Johnson  C.  Smith  University  was  given  honor- 
able  mention. 

The  North  Carolina  Tuberculosis  Association  is 
vitally  interested  in  the  promotion  of  the  work  of 
this  Association  in  North  Carolina,  having  given 
both  advisory  service  and  financial  aid  to  some  of 
its  projects. 

*     *     *     * 

For  the  information  and  guidance  of  tuberculosis 
associations  and  as  a  service  to  health  officers,  sana- 
torium superintendents,  physicians,  social  welfare 
and  rehabilitation  workers,  lawyers  and  business 
heads  concerned  with  workmen's  compensation  prob- 
lems, the  National  Tuberculosis  Association  has 
undertaken  the  publication,  state  by  state,  of  the 
full  text  of  all  the  laws,  rules  and  regulations  re- 
lating to  tuberculosis. 

The  task  is  a  formidable  one,  involving  the  publi- 
cation throughout  the  nation  of  approximately  fifty 
volumes  averaging  eighty  pages  each. 

When  the  North  Carolina  volume  is  completed,  it 
will  be  made  available  through  the  North  Carolina 
Tuberculosis  Association  to  all  those  expressing  a 
desire  to  have  it. 

The  volume  will  be  inexpensive  and  can  be  used 
as  a  reference  for  existing  laws  and  as  a  basis  in 
the  formulation  of  model  laws  covering  such  prob- 
lems as  isolation  and  quarantine,  sanatorium  admis- 
sions, re-admissions  and  settlements,  public  health 
nursing  services,  and  workmen's  compensation  and 
rehabilitation. 


Moore  County  Medical  Society 

A  meeting  of  the  Moore  County  Medical  Society 
was  held  on  January  22.  The  treatment  of  venereal 
diseases  was  discussed,  and  it  was  decided  to  send 
all  acutely  infectious  cases,  so  far  as  possible,  to 
one  of  the  Rapid  Treatment  Centers  in  order  to  cut 
down  the  spread  of  infection  to  men  in  the  armed 
forces. 


News  Notes 

Dr.  V.  L.  Bigler  of  Albemarle  died  in  the  Medical 
College  Hospital  in  Richmond  on  January  21. 

*  *     *     * 

Dr.  J.  R.  Gamble  of  Lincolnton  died  on  January 
26  in  the  Reeves  Gamble  Hospital,  of  which  he  was 
the  founder  and  owner. 

*  *     *     * 

Major  Barnes  Woodhall,  MC,  has  been  appointed 
as  Consultant  in  Neurosurgery  to  The  Surgeon  Gen- 
eral. He  is  now  on  duty  at  Walter  Reed  General  Hos- 
pital in  Washington,  D.  C.  Major  Woodhall  received 
his  M.D.  degree  from  Johns  Hopkins  University.  He 
was  an  assistant  professor  of  surgery  at  the  Duke 
University  Medical  School  and  Hospital,  and  prior 
to  his  entrance  on  active  duty  with  the  Army,  he 
was  chief  of  the  neurological  section,  Ashford  Gen- 
eral Hospital,  W.  Va. 
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The  Auxiliary  is  now  sponsoring  three 
beds,  one  in  each  of  the  North  Carolina  Tu- 
berculosis Sanatoria.  As  our  "guests"  we 
have  three  nurses,  girls  who  are  most  grate- 
ful for  the  privilege  of  occupying  an  Auxil- 
ary  bed. 

The  Eastern  Sanatorium  patient  writes. 
"I  wish  to  express  my  deep  appreciation  to 
the  Auxiliary  for  their  kindness  in  making 
me  a  guest  during  my  stay  at  the  Sanator- 
ium. Already  the  rest  I  have  received  has 
helped  me  considerably." 

Our  Sanatorium  guest  writes,  "The  cour- 
tesy extended  me  by  the  Auxiliary  is  one 
of  the  nicest  things  that  has  ever  happened 
to  me.  Financially  it  has  been  a  life  saver 
and  morally  it  has  helped  to  keep  my  spirits 
high,  to  know  there  are  people  like  the 
Auxiliary  members  who  care  for  our  welfare 
and  are  doing  such  a  wonderful  thing  by 
giving  the  'Free  Beds'." 

From  Black  Mountain  our  patient  writes, 
"Thank  you  all  for  what  you  are  doing  for 
me.  You  don't  know  how  much  I  appreciate 
it  and  I  hope  the  Society  will  receive  a  bless- 
ing from  the  Lord  by  so  doing." 

A  Christmas  card  from  a  former  patient 
proudly  announces  that  she  is  again  work- 
ing. 

All  of  these  girls  would  like  to  write  each 
Auxiliary  member,  but  that  is  impossible. 
They  want,  particularly  at  this  time,  to  say 
"thank  you"  for  the  lovely  Christmas  pro- 
vided them.  Our  nurse  at  Black  Mountain 
had  her  room  festooned  with  cards,  the  chair 
piled  with  gifts  and  several  checks  to  com- 
plete the  picture.  May  I  thank  each  one  of 
you  for  your  thoughtfulness  and  generosity 
in  helping  these  girls  and  in  continuing  the 
spirit  of  Christmas. 

Thelma  S.  Saunders 


Vitamin    Advertising    and   the 
Mead  Johnson  Policy 

The  present  spectacle  of  vitamin  advertising  run- 
ning riot  in  newspapers  and  magazines  and  via  radio 
emphasizes  the  importance  of  the  physician  as  a 
controlling  agent  in  the  use  of  vitamin  products. 

Mead  Johnson  &  Company  feel  that  vitamin  ther- 
apy, like  infant  feeding,  should  be  in  the  hands  of 
the  medical  profession,  and  consequently  refrain 
from  exploiting  vitamins  to  the  public. 


Atlas  of  the  Blood  in  Children.  By  Ken- 
neth D.  Blackfan,  M.D.,  Late  Thomas  Rotch 
Professor  of  Pediatrics,  Harvard  Medical 
School;  Late  Physician-in-Chief,  Infant's 
and  Children's  Hospital,  Boston:  and  Louis 
K.  Diamond,  M.D.,  Assistant  Professor  of 
Pediatrics,  Harvard  Medical  School;  Visit- 
ing Physician  and  Hematologist,  Infant's 
and  Children's  Hospital,  Boston.  With  illus- 
trations by  C.  Merrill  Leister.  M.D..  Asso- 
ciate Pediatrician,  St.  Luke's  Hospital, 
Bethlehem,  Pa.  320  pages.  Price.  $12.00. 
New  York:  The  Commonwealth  Fund,  1944. 

This  is  truly  a  magnificent  volume.  Although  the 
authors  have  confined  their  work  to  children,  many 
of  the  cases  were  followed  into  adulthood,  and  the 
book  is  equally  valuable  for  the  study  of  blood 
dyscrasias  in  adults.  The  variations  from  normal 
at  different  ages  and  the  great  lability  of  the  blood 
picture  in  children  under  the  influence  of  intercur- 
rent diseases  are  stressed. 

The  illustrations  are  superb.  The  colors  are  un- 
usually accurate  and  can  be  compared  with  stained 
slides  in  the  laboratory  more  easily  than  can  the 
majority  of  plates  describing  the  blood.  The  authors 
have  wisely  chosen  Wright's  stained  smears,  since 
this  is  the  stain  commonly  used  in  most  laboratories. 
The  text  has  been  confined  to  a  minimum.  Case  re- 
ports and  charts  of  illustrative  cases  are  freely  used. 
An  adequate  bibliography  is  appended. 

The  volume  should  prove  indispensable  to  intern- 
ists as  well  as  to  pediatricians.  This  book  could  be 
reproduced  only  at  many  times  its  present  cost 
except  for  the  generous  subsidization  of  the  Com- 
monwealth Fund.  This  Foundation  should  be  warm- 
ly commended  for  enabling  this  contribution  to  be 
made  widely  available. 


Military  Medical  Manuals.  Manual  of  Clini- 
cal Mycology.  By  Norman  F.  Conant,  Ph.D., 
Donald  S.  Martin.  M.D.,  David  T.  Smith, 
M.D.,  Roger  D.  Baker.  M.D..  and  J.  Lamar 
Callaway,  M.D..  Duke  University  School 
of  Medicine.  Durham,  N.  C.  348  pages,  with 
148  illustrations.  Price,  §3.50.  Philadelphia: 
W.   B.   Saunders   Co.,   1944. 

This  pocket-size  volume  of  the  series  prepared 
under  the  auspices  of  the  National  Research  Coun- 
cil is  the  best  in  its  field.  It  is  very  practical  in  its 
approach.  The  clinical  picture,  pathology,  immun- 
ology, and  mycology  of  each  disease  are  described 
by  an  expert  in  his  field.  The  illustrations  are 
superb  and  show  the  clinical  lesions  in  patients  and 
the  fungi  as  isolated  from  the  patients  with  the 
morphologic  variations  after  culturing.  Many  of  the 
diseases  described  may  not  now  occur  in  this  coun- 
try, but  this  volume  is  written  primarily  for  mili- 
tary use  throughout  the  entire  world.  It  is  strongly 
recommended  for  all  physicians  who  may  come  in 
contact  with  fungus  diseases.  The  volume  is  very 
fittingly  dedicated  to  the  memory  of  Archie  S. 
Woods  of  the  John  and  Mary  R.  Markle  Founda- 
tion, whose  unusual  interest  as  a  layman  has  led 
to  wide  dissemination  of  knowledge  concerning 
tropical  and  fungus  diseases. 
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Textbook   of   General    Surgery.     By    W.    H. 

Cole  and  Robert  Elman,  in  association  with 
eighteen  consulting  authors.  Ed.  4.  1118 
pages.  Price,  $10.00.  New  York:  D.  Apple- 
ton-Century  Company,  Inc.,  1944. 

This  text  of  thirty-three  chapters  accomplishes  in 
a  splendid  way  the  object  which  its  authors  had  in 
mind:  to  present  a  systematic  survey  of  the  field  of 
surgery.  General  surgery,  as  well  as  gynecologic, 
urologic,  thoracic,  and  war  and  catastrophe  surgery, 
is  very  well  covered  in  a  concise  manner.  The  book 
in  general  adheres  to  fundamental  surgical  princi- 
ples, and  is  admirably  suited  as  a  text  for  the  use 
of  medical  students,  house  officers,  and  men  en- 
gaged in  general  practice.  The  opinions  set  forth 
in  the  text  are  all  basically  sound,  and  where  a 
controversial  subject  is  discussed  the  authors  pre- 
sent several  sides  of  the  question  with  admirable 
lack  of  bias.  Not  the  least  virtue  found  in  this  text 
is  the  splendid  bibliography  at  the  end  of  each 
chapter. 


Hydronephrosis  and  Pyelitis  of  Pregnancy. 

By  H.  E.  Robertson,  M.D.,  Section  on  Path- 
ologic Anatomy,  Mayo  Clinic,  Rochester, 
Minnesota.  332  pages  with  11  illustrations. 
Price,  $4.50.  Philadelphia  and  London:  W. 
B.  Saunders  Company,  1944. 

In  this  monograph,  Dr.  Robertson  has  accom- 
plished the  monumental  task  of  reviewing  historic- 
ally this  extremely  important  subject.  His  purpose 
is  to  improve  our  understanding  of  this  basic  scien- 
tific problem  by  bringing  together  all  the  available 
information  on  the  subject  and  reviewing  the  ac- 
complishments of  the  past.  He  succeeds  admirably 
in  fulfilling  this  purpose,  and  this  volume  is  the 
most  complete  reference  work  which  has  appeared 
on  this  subject. 

The  observations  made  on  this  phenomenon  are 
presented  in  a  chronological  order,  from  those  of 
Morgagni  in  his  "Letters  on  the  Seats  and  Causes 
of  Diseases,"  published  in  1769,  to  the  most  recent 
literature  on  the  subject.  Dr.  Robertson's  editorial 
comments  in  the  form  of  footnotes  appear  through- 
out the  volume  and  add  immeasurably  to  its  value. 

The  force  of  medical  tradition  is  emphasized  to 
all  of  us  by  Dr.  Robertson's  quotation  of  a  state- 
ment from  the  first  edition  of  DeLee's  Principles 
and  Practice  of  Obstetrics,  which  appeared  in  1913: 
"The  ureters,  particularly  the  right,  have  been 
found  dilated  and  filled  with  urine  in  about  two- 
thirds  of  the  gravidae  coming  to  autopsy.  This  is 
caused  by  torsion,  stretching  or  kinking  of  the 
ureters,  due  to  the  enlargement  and  dislocation  of 
the  pelvic  organs,  but  not  to  compression,  since  the 
specific  gravity  of  the  pregnant  uterus  is  about 
equal  to  that  of  the  intestinal  mass."  This  state- 
ment also  appeared  in  the  1918,  1924,  and  1928 
editions  of  this  book,  with  a  reference  to  a  paper 
by  Luchs,  which  according  to  Dr.  Robertson  does 
not  mention  the  subject.  It  has  been  quoted  by  num- 
erous authors,  and  has  colored  our  thinking  in  this 
problem  during  three  decades. 

Dr.  Robertson  largely  permits  us  to  draw  our 
own  conclusions  from  the  mass  of  material  he  has 
brought  together,  and  points  out  the  need  for  fur- 
ther fundamental  studies  of  this  problem.  A  com- 
plete  bibliography   is   included. 

Dr.  Robertson's  monograph  may  well  become  the 
primary  source  book  in  this  field. 


A  Textbook  of  Histology.  By  E.  V.  Cowdry, 
Professor  of  Anatomy,  The  School  of  Medi- 
cine, Washington  University.  Third  edition. 
426  pages,  with  317  illustrations.  Price, 
$7.00.  Philadelphia:  Lea  and  Febiger,  1944. 

The  third  edition  of  Cowdry's  Histology  is  a  con- 
cise volume  of  information  on  physiological  his- 
tology. The  subject  matter  is  discussed  from  the 
point  of  view  of  blood  as  the  principal  integrator 
of  the  body.  All  of  the  cells  and  intercellular  sub- 
stances and  their  manifold  combinations  into  tis- 
sues and  organs  are  discussed  from  this  main  thesis. 

This  volume  may  well  serve  as  a  guide  for  the 
writers  of  all  textbooks  for  medical  students.  The 
subject  matter  is  approached  with  a  view  of  the 
over-all  picture  of  the  biology  of  a  human  being. 
Minutiae  of  technical  methods  and  other  detail  which 
research  men  might  desire  are  relegated  to  larger 
volumes  on  the  subject  and  to  the  original  experi- 
mental papers.  This  results  in  elimination  of  much 
subject  matter  and  permits  the  continuity  of  vital- 
istic  processes  to  permeate  throughout  the  book. 
The  correlation  of  the  function  and  the  structural 
composition  of  tissue  is  constantly  emphasized  to 
advantage  in  portraying  the  dynamic  conception  of 
living  tissue. 

The  selection  of  material  for  illustrations  is  ex- 
cellent. Photomicrographs  of  tissues  in  many  dis- 
eases are  used  in  pointing  out  cellular  activity. 
Variations  in  tissue  in  different  age  group  periods 
are  shown  clearly.  The  manner  of  reproduction  of 
the  fine  photographs  is  a  tribute  to  the  artistry  of 
the  publisher. 


Case  Studies  in  the  Psychopathology  of 
Crime.  Vol.  2.  By  Ben  Karpman,  M.D., 
Senior  Physician  and  Psychotherapist,  St. 
Elizabeth's  Hospital,  Washington,  D.  C.  738 
pages.  Price,  $16.00.  Washington,  D.  C: 
Medical   Science  Press,  1944. 

This  book  represents  the  second  volume  of  a  series 
of  case  studies  of  criminal  psychopaths  who  were 
admitted  for  treatment  to  St.  Elizabeth's  Hospital 
in  Washington,  D.  C,  from  federal  penitentiaries. 
The  sale  of  the  book  is  restricted  to  those  having 
a  direct  professional  interest  in  medicolegal  or  so- 
cial problems.  It  contains  four  intensive  and  detailed 
personality  studies.  The  psychiatric  approach  is  pri- 
marily an  analytical  one.  However,  it  is  distin- 
guished from  usual  analytic  literature  by  the  fact 
that  very  little  or  no  interpretation  is  offered  by 
the  psychiatrist,  and  the  developmental  difficulties 
are  made  clear  through  the  patient's  own  history. 
The  details  are  rarely  brought  in  such  intimacy  to 
the  average  physician  or  social  worker  anywhere 
else  in  the  literature  and  are  of  great  importance 
in  the  understanding  of  behavior  abnormalities.  The 
cases  dealt  with  in  this  book  pertain  to  drug  ad- 
diction, violation  of  the  Mann  Act,  rape,  and  rob- 
bery. Although  these  difficulties  are  eventually  dealt 
with  in  one  way  or  another  by  the  law,  it  must  be 
obvious  to  every  physician  that  these  problems  also 
belong  in  the  field  of  medicine  and  frequently  con- 
front the  physician. 

The  book  is  quite  voluminous  and  hardly  designed 
for  quick  reading  by  the  general  practitioner.  To 
the  psychiatrist,  to  the  physician  who  is  interested 
in  underlying  personality  difficulties  in  connection 
with  his  treatment  of  patients,  and  to  the  social 
worker  who  frequently  has  to  deal  with  the  families 
of  these  patients,  the  book  will  be  of  great  interest. 
The  reader  will  be  well  repaid  in  terms  of  knowl- 
edge for  the  time  invested  in  reading  this  book. 
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Etiology.  Diagnosis  and  Treatment  of  Am- 
ebiasis. By  Charles  F.  Craig.  M.D..  Colonel 
U.  S.  Array,  retired.  332  pages.  Price,  $4.50. 
Baltimore:    Williams   &    Wilkins    Co.,    1944. 

The  presence  of  American  troops  in  regions 
where  amebiasis  is  extremely  common,  and  also  the 
increasing  realization  that  this  disease  is  by  no 
means  confined  to  the  tropics  make  Dr.  Craig's  new 
authoritative   publication   particularly  timely. 

The  entire  subject  of  amebiasis  is  brought  up  to 
date,  with  comprehensive,  well  written  sections  cov- 
ering pathology,  symptomatology,  complications, 
diagnostic  methods,  and  therapy;  also  included  are 
the  results  of  laboratory  and  animal  experimenta- 
tions. 

There  are  many  excellent  illustrations  and  a  val- 
uable bibliography. 

This  book  is  of  value  to  all  students  and  practi- 
tioners of  medicine,  particularly  to  those  of  jis  in 
the  South. 


Ventures  in  Science  of  a  Country  Surgeon. 
Bv  Arthur  E.  Hertzler.  M.D.  304  pages. 
Price,  $4.00.  Halstead,  Kansas,  1944. 

Those  doctors  who  enjoyed  Dr.  Hertzler's  The 
Horse  and  Buggy  Doctor  will  enjoy  still  more  his 
latest  venture  into  literature.  The  first  book  was 
written  for  the  general  public,  the  latter  for  doctors; 
and  as  Logan  Clendening  once  said,  doctor  talk  is 
the  best  talk  there  is.  Here  Dr.  Hertzler  reviews 
his  life's  work  and  is  apparently  well  satisfied  with 
it.  He  has  every  right  to  be,  for  he  has  accomplished 
far  more  than  is  given  to  most  medical  mortals  to  do. 
One  wonders  how  one  man  could  carry  on  the  tre- 
mendous practice  he  has  had,  interest  himself  in 
research,  and  also  find  time  to  write. 

Dr.  Hertzler's  writing  reminds  one  much  of  Ber- 
nard Shaw.  It  is  purposely  egotistic — provocatively 
so.  For  example,  in  discussing  his  long  crusade 
against  the  erroneous  diagnosis  of  chronic  appendi- 
citis, he  said  that  "Over  a  period  of  years  every 
medical  meeting  was  marked  by  papers  dealing  with 
chronic  appendicitis.  The  pros  and  cons  were  equally 
divided,  myself  on  one  side  and  the  rest  on  the 
other." 

The  temptation  is  to  quote  much  of  the  book,  for 
it  is  studded  with  most  quotable  phrases  and  sen- 
tences. It  is  not  listed  for  the  market,  but  informa- 
tion received  by  this  reviewer  is  that  a  check  for 
four  dollars  sent  to  Dr.  Hertzler  at  Halstead.  Kan- 
sas, will  be  sufficient  to  insure  a  copy. 


Seventeenth    Anniversary    Issue   of   the 
Harofe   Haivri 

Volume  II,  1944.  seventeenth  anniversary  issue  of 
the  Harofe  Haivri,  edited  by  Moses  Einhorn,  M.D., 
has  just  made  its  appearance.  Its  contents  are  not 
confined  to  technical  medical  topics,  but  are  divided 
into  several  sections  covering  a  variety  of  related 
subjects. 

In  the  medical  section,  the  following  subjects  are 
discussed:  "Cesarean  Section  (Its  Uses  and 
Abuses)"  bv  Dr.  H.  J.  Epstein  and  a  discussion  by 
Dr.  A.  J.  Rongy,  "Malaria  in  Public  Health"  by  Dr. 
A.  J.  Levy,  "Stricture  of  the  Rectum"  by  Dr.  E. 
Rapaport,  "Cancer  of  the  Skin"  by  Dr.  O.  L.  Levin 
and  Dr.  H.  T.  Behrman  and  "The  Painless  and  Blood- 
less Treatment  of  Calcified  Bursitis"  by  Dr.  J.  Echt- 
man. 

Under  the  heading  of  Jews  and  Health.  Dr.  L. 
Wulman,  organizer  of  the  American  branch  of  the 
OSE.  presents  a  timely  article  entitled  OSE — Its 
Achievement    and    Plans    for    the    Post-War    Period. 


The  OSE  originated  in  Russia,  in  the  year  1912,  and 
derives  its   name  from  the  initials  of  the   Russian  t 
words,    Oschestvo    Zdravoochranenia    Evreev,    which! 
mean  "Society  for  Safeguarding  the  Health  of  the 
Jews." 

In    the    section    on    Personalia,    Dr.    Solomon    R. 
Kagan   offers   an   article    entitled   "Jews   as   Nobel 
Prize  Winners  in  Medicine",  among  whom  are  dis-i 
cussed     such     outstanding     physicians     as     Ehrlich,  j 
Metchnikoff,  Barany,  Willstaetter,   Meyerhof,  Land- 1 
steiner,  Warburg,  Loewi  and  Erlanger. 

For  further   information,    you    may   communicate 
with  the  editorial  office   of  the   Harofe   Haivri,   9831 
Park  Avenue,  New  York  28,  New  York. 
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OPHTHALMOLOGICS  SEMINAR 
An  Ophthalmological  Seminar  sponsored  by  Emory 
University  and  honoring  the  memory  of  Dr.  Abner 
Wellborn  Calhoun,  first  professor  of  ophthalmology 
of  Emory  University,  will  be  held  in  Atlanta  April 
19-21.  The  guest  speakers  will  be  Dr.  W.  L.  Bene- 
dict. Dr.  John  Dunnington,  Dr.  Harry  Gradle,  Dr. 
Parker  Heath.  Dr.  Walter  I.  Lillie,  Colonel  Derrick 
Vail,  and  Dr.  Frank  Walsh.  All  those  interested  in 
ophthalmology  are  invited  to  attend  as  guests  of 
Emory  University. 


American  College  of  Surgeons 
Defers  War  Sessions 

The  American  College  of  Surgeons  has  deferred 
for  the  time  being  its  1945  series  of  War  Sessions, 
four  of  which  were  to  have  been  held  in  February, 
according  to  an  announcement  by  Dr.  Irvin  Abell, 
Chairman  of  the  Board  of  Regents. 


cancellation  of  nineteenth  annual 
Conference  on  Medical  Service 

The  nineteenth  annual  session  of  the  National 
Conference  on  Medical  Service,  scheduled  for  Sun- 
day. February  11,  1945,  at  the  Palmer  House,  Chi- 
cago, will  not  be  held.  This  action  is  taken  in  com- 
pliance with  a  request  received  from  the  Office  of 
Defense  Transportation. 


Spring  Refresher  Course  in 
Otolaryngology 

The  fifth  semi-annual  refresher  course  in  laryn- 
gology, rhinology  and  otology  will  be  conducted  by 
the  University  of  Illinois,  College  of  Medicine  at 
the  College  in  Chicago,  March  26  to  31  inclusive, 
1945.  While  the  course  will  be  largely  didactic,  some 
clinical  instruction  will  be  included.  This  course  is 
intended  primarily  for  ear,  nose  and  throat  special- 
ists. As  the  registration  is  limited  to  thirty,  appli- 
cations will  be  considered  in  the  order  in  which  they 
are  received.  The  fee  is  $50.00.  When  writing  for 
application  please  give  details  concerning  school 
and  year  of  graduation,  and  past  training  and  ex- 
perience. 

Address — Dr.  A.  R.  Hollender,  Chairman,  Refresh- 
er Course  Committee.  Department  of  Otolaryngol- 
ogy, University  of  Illinois,  College  of  Medicine,  1853 
West   Polk  Street,  Chicago  12,  Illinois. 
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Meharry  Medical  College 

The  Board  of  Trustees  of  Meharry  Medical  Col- 
lege announces  the  appointment  of  Dr.  M.  Don 
Clawson  as  president  of  Meharry  Medical  College 
succeeding  Dr.  Edward  L.  Turner.  The  Board  of 
Trustees  also  announces  the  appointment  of  Dr. 
Murray  C.  Brown  as  Director  of  Medical  Education. 


Russian  War  Relief,  Inc. 

Since  the  start  of  the  war  there  have  been  few 
cases  of  polio  in  the  Soviet  Union,  Dr.  Sofia  Mar- 
kina,  director  of  the  Dzerzhinsky  Children's  Hos- 
pital in  Moscow,  told  Leo  Gruliow,  Russian  War  Re- 
lief representative,  and  Lillian  Hellman,  American 
author  and  playwright,  who  made  a  tour  of  this  400- 
bed  hospital,  outfitted  with  American  blankets, 
sheets,  pajamas  and  medical  supplies  sent  by  the 
relief  agency. 

The  virtual  disappearance  of  poliomyelitis  among 
Russian  children  was  attributed  by  Dr.  Markina  to 
the  wide  dispersal  of  these  children  during  the 
evacuation  which  took  place  early  in  the  war. 

The  relief  representative,  who  cabled  this  infor- 
mation to  the  agency's  headquarters  in  New  York 
City  also  reported  a  decline  of  rheumatic  fever 
among  children,  a  decrease  which  Dr.  Markina  feels 
is  due  to  the  lack  of  protein  content  in  Russia's  war- 
time diet.  This  dietary  insufficiency,  Dr.  Markina 
pointed  out,  has,  however,  created  other  serious 
nutritional  cases  requiring  sanatorium  treatment. 
Citing  an  absence  of  epidemics  as  a  whole,  she  in- 
dicated as  a  special  wartime  problem  the  rise  in 
malaria  carried  by  children  who  returned  from  evac- 
uation points  in  Central  Asia. 

The  staff  of  the  Dzerzhinsky  Children's  Hospital, 
under  Dr.   Markina's   supervision,  is   now  making  a 
study  of  wartime  effects  on  the  health  of  children. 
*     *     *     * 

The  American  people  in  1944  contributed  almost 
$23,000,000  in  cash  and  goods  to  Russian  War  Re- 
lief, making  a  total  of  $42,246,240  received  by  the 
agency  since  its  inception  a  little  over  three  years 
ago. 


MEDICAL  AND  SURGICAL  RELIEF  COMMITTEE 
Mr.  Arthur  Kunzinger,  treasurer  of  the  Medical 
and  Surgical  Relief  Committee  recently  announced 
that  for  the  six  month  period  ending  December  31, 
1944,  the  Committee's  donations  to  21  countries  in- 
cluding the  United  States,  amounted  to  $43,669.87. 
The  territory  covered  by  the  Medical  and  Surgical 
Relief  Committee  has  increased  as  the  number  of 
liberated  countries  has  increased,  and  contributions 
now  reach  France  and  Italy.  United  States  tops  the 
list  of  beneficiaries  with  $16,386.13,  the  U.S.  Army 
$1,025.40,  and  various  civilian  hospitals  and  wel- 
fare agencies  the  balance  of  $11,818.95.  The  great- 
est number  of  shipments  for  this  period  went  to 
China  and  India,  while  the  most  valuable  single  con- 
tribution amounting  to  $4,951.76  went  to  L'Entre 
Aide  Francaise  for  the  relief  of  French  children. 

The  Medical  and  Surgical  Relief  Committee  is 
distinguished  by  its  adherence  to  two  principles:  (1) 
No  authentic  appeal  is  ever  turned  down,  and  (2) 
medical  aid  is  the  only  form  in  which  aid  is  given. 
Contributions  of  medical,  surgical  and  dental  sup- 
plies and  instruments  will  soon  reach  the  $700,000 
mark.  The  exact  figure  to  date  is  $690,715.60. 


American  Foundation  for  Tropical 
Medicine 

A  gold  medal  and  an  honorarium  of  $500  for  out- 
standing service  in  the  field  of  tropical  medicine 
were  presented  to  Rear  Admiral  Edward  R.  Stitt 
(retired),  former  Surgeon  General  of  the  United 
States  Navy,  by  the  American  Foundation  for  Trop- 
ical  Medicine. 

The  presentation  was  made  on  behalf  of  the  Foun- 
dation by  Col.  Richard  Pearson  Strong  (M.C.),  di- 
rector of  tropical  medicine  at  the  Army  Medical 
School,  Washington,  D.  C,  and  recipient  of  last 
year's  award. 

The  medal  and  honorarium  were  established  in 
1944  through  a  gift  by  the  Winthrop  Chemical  Com- 
pany. Known  as  the  Richard  Pearson  Medal  and 
bearing  a  profile  of  Dr.  Strong  on  its  face,  it  is  to 
be  awarded  annually  for  distinguished  service  in 
tropical  medicine. 
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Mary  Loveless  Wins  First 
Marcelle  Award 

Dr.  Jonathan  Forman,  Executive  Director  of  the 
Seventh  Annual  Forum  on  Allergy,  announced  that 
the  Marcelle  Award  with  its  cash  prize  of  three 
hundred  fifty  dollars  has  been  won  by  Mary  Love- 
less, M.D.,  New  York  City,  for  her  attempt  to  cor- 
relate thermo-stabile  antibodies  with  clinical  results 
and  the  consequent  use  of  "Booster-doses"  which 
may  well  shorten  and  simplify  our  treatment  of  hay 
fever.  The  second  prize  in  the  Marcelle  Award  went 
to  Charles  F.  Code.  M.D.,  of  the  Section  on  Clinical 
Physiology  of  the  Mayo  Foundation  at  Rochester. 
Minnesota.  This  prize  of  one  hundred  fifty  dollars 
was  awarded  for  his  studies  of  the  role  of  histamine 
in  the  production  of  anaphylactic  and  allergic  re- 
actions. A.  R.  Rich,  M.D.,  of  the  Johns  Hopkins  Uni- 
versity and  his  associates  received  honorable  men- 
tion for  their  work  on  serum  sickness  and  periarter- 
itis, as  did  Frank  Simon,  M.D.,  of  Louisville.  Ken- 
tucky, for  his  studies  of  the  allergens  in  human 
dander. 

For  several  years  now  the  Annual  Forums  On 
Allergy  have  given  a  gold  medal  in  recognition  of 
a  life's  work  in  the  field.  This  year  the  Gold  Medal 
went  to  Milton  J.  Rosenau,  Chapel  Hill,  North  Caro- 
lina, Charles  Wilder  Professor  nf  Preventive  Medi- 
cine and  Hygiene.  Emeritus,  Harvard  University, 
and  Professor  of  Epidemiology.  School  of  Medicine. 
University  of  North  Carolina.  Through  the  gener- 
osity of  Marcelle's  Cosmetics,  Inc.,  the  Forum  was 
able  to  give  a  first  prize  this  year  of  three  hundred 
fifty  dollars  and  a  second  prize  of  one  hundred  fifty 
dollars  in  recognition  of  the  most  meritorious  con- 
tributions to  Clinical  Allergy  during  the  past  year. 


Dr.  Richard  Pierson,  one  of  New  York's  leading 
obstetricians  and  chairman  of  the  Federation's  Med- 
ical Committee  presented  the  cash  prizes,  with  a 
plaque  and  scroll  to  the  two  men.  The  award  was 
given  to  Dr.  MacLeod  for  his  scientific  research  in 
the  motility  of  human  sperm  cells — which  should 
prove  valuable,  after  further  study,  in  the  correction 
of  infertility  and  the  control  of  fertility  in  human 
beings.  Dr.  Underwood  was  cited  for  his  state's  ex- 
panded maternal  health  program  which  includes 
planned  parenthood  as  an  integral  part  of  its  public 
health  service. 


Proteins  in  Soy  Milk  Approximate 
Utilization  of  Egg  Protein 

Investigations  recently  conducted  at  Wayne  Uni- 
versity in  Detroit  have  shown  the  soy  proteins  in 
Mull-Soy  to  have  an  average  true  digestibility  of 
89.6  per  cent  and  an  average  biological  value  for 
maintenance  of  95.6  per  cent,  compared  with  egg 
protein  as  100  per  cent. 

The  findings  of  this  study  using  adult  human  sub- 
jects were  published  in  a  recent  issue  of  the  Journal 
of  Nutrition,  28:209,1944.  The  method  of  Murlin  and 
associates  was  used  to  determine  biological  values. 

Mull-Soy.  a  product  of  The  Prescription  Products 
Division  of  the  Borden  Company,  has  been  used 
extensively  for  infant  feeding,  and  also  for  children 
and  adults,  as  a  palatable,  well-tolerated  and  easy- 
to-digest  milk  substitute. 


Medical  Men  Honored  for  Contribution 
to  Safe  Childbirth 

Two  medical  men,  from  diverse  fields,  have  been 
honored  bv  the  Planned  Parenthood  Federation  of 
America  for  their  part  in  making  childbirth  more 
healthful,  safe  and  secure  for  American  mothers. 

Two  $500  cash  awards  of  the  Albert  and  Mary 
Lasker  Foundation  were  presented  to  Dr.  John  Mac- 
Leod, of  the  Department  of  Anatomy,  Cornel!  Uni- 
versity Medical  College  and  to  Dr.  Felix  J.  Under- 
wood, executive  officer  of  the  Mississippi  State 
Board  of  Health,  at  the  24th  Annual  Meeting  Din- 
ner in  the  Waldorf-Astoria,  New  York,  on  January 
24. 


The  penicillin  laboratories  of  Wyeth  Incorporated, 
Reichel  Division,  at  West  Chester  and  Kimberton. 
Pa.,  have  been  selected  as  ideal  for  the  study  of 
penicillin  manufacturing  methods  by  Dr.  Jesuino 
de  Albuquerque,  Secretary  of  Public  Health  of  the 
Federal  District  of  Rio  de  Janeiro,  Brazil,  who  is  in 
this  country  gathering  data  for  the  establishment 
of  a  municipal  penicillin  laboratory  in  Rio. 

In  cooperation  with  the  Wyeth  staff,  arrange- 
ments have  been  made  for  a  group  of  Brazilian 
chemists  and  bacteriologists  to  study  the  production 
and  standardization  of  penicillin  at  Wyeth.  The 
Wyeth  organization  has  made  the  facilities  of  its 
Philadelphia,  West  Chester  and  Kimberton  labora- 
tories available  to  the  Brazilian  scientists  for  this 
purpose. 


£jcJ    lor  jhv,   ^Nervous,   Retarded  Children  t^r^  ' 

Year  round  private  home  and  school  for 
girls  and  boys  of  any  age  on  pleasant  150       ', 
acre  farm  near  Charlottesville. 

Individual    training    and    care,    expert       ' 
teachers.    Limited  enrollment,  amusements, 
special    diets,    medical    care    if    necessary. 
Entrance    made    at   any   time.      Write    for       ' 
Booklet. 

Afn.  J.  Batcem  Thompson,   Principal  , 

THE  THOMPSON 
HOMESTEAD  SCHOOL 

/  \  Free  Union,  Virginia  /\ 


ATTENTION!! 

Physicians    desiring    an    inexpensive    nursing 
home   with   graduate   experienced  nursing 
service    for    senile    dementia    patients    rather 
than   the  larger  institutions — contact 
C.  B.  HOWE 

Banner  Elk  Rest  Home 

BANNER  ELK,  N.  C. 


North  Carolina  Medical  Journal 

Owned  and  Published  by 
The  Medical  Society  of  the  State  of  North  Carolina 


Volume  6 


March,  1945 


Number  3 


COMPENSATION  OF  RENAL  METABOLIC  DYSFUNCTION 

Treatment  of  Kidney  Disease  and  Hypertensive 
Vascular  Disease  with  Rice  Diet,  III 

Walter  Kempner,  M.D. 
Durham 

Part  2* 


Cholesterol 

The  relation  of  hypercholesterolemia  to 
generalized  arteriosclerosis,  coronary  dis- 
ease, and  vascular  retinopathy  has  been  a 
subject  of  extensive  study.  High  carbohy- 
drate— low  calorie  diets  have  been  shown 
to  reduce  the  serum  cholesterol  level  in  pa- 
tients with  diabetes  mellitus'121. 

The  effect  of  the  strict  or  modified  rice 
diet  on  the  serum  total  cholesterol  concen- 
tration was  determined  in  82  patients  (table 
9).  Three  of  the  patients  had  acute  glomeru- 
lonephritis ;  32  patients  had  chronic  glomeru- 
lonephritis, chronic  pyelonephritis,  or  neph- 
rolithiasis ;  47  patients  had  "hypertensive 
vascular  disease"  with  or  without  apparent 
renal  excretory  dysfunction.  Hypercholes- 
terolemia (220  to  840  mg.  of  cholesterol  per 
100  cc.  of  serum)  was  present  in  53  of  the 
82  patients  before  the  rice  diet  was  started, 
the  average  cholesterol  concentration  in 
these  53  patients  being 

Before  rice  diet  294  mg.  per  100  ce.  of  serum 

After  91  days  (average) 

of  rice  diet  198  mg.  per  100  cc.  of  serum 

In  the  remaining  29  patients  the  serum 
cholesterol  concentration  ranged  from  135 
to  218  mg.  per  100  cc.  before  the  rice  diet 
was  started,  the  average  concentration  being 

*  Part  1   was  published  in  the  February  issue  of  the  Jourx.u  . 

12.  Rabinowitch.  I.  M.:  Experiences  with  a  High  Carbohy- 
drate— Low  Calorie  Diet  for  the  Treatment  of  Diabetes 
Mellitus.   Canad.   M.   A.   J.  28:488-408    (Oct.)    1930. 


Before  rice  diet  185  mg.  per  100  cc.  of  serum 

After  89  days  (average) 

of  rice  diet  158  mg.  per  100  cc.  of  serum 

In  9  of  the  82  patients  there  was  an  in- 
crease in  the  cholesterol  concentration  of 
from  2  to  38  mg.  per  100  cc.  of  serum,  the 
average  cholesterol  concentration  being 

Before  rice  diet  173  mg.  per  100  cc.  of  serum 

After  91  days  (average) 

of  rice  diet  190  mg.  per  100  cc.  of  serum 

TABLE  9 

SERUM   CHOLESTEROL  OF   PATIENTS  ON 

RICE  DIET 

(Mg.  per  100  cc.  of  serum) 

Acute  glomerulonephritis 

Case  Before After  Days 


1. 

168 

100 

150 

2. 

220 

176 

300 

3. 

142 

155 

180 

Aver. 

177 

144 

210 

Chronic  glomerulonephritis, 

chronic  p\ 

elonephritis. 

nephrolithiasis. 

Case 

Before 

After 

Dcii/s 

Case     Before 
18.   175 

After 

150 

Days 

1. 

220 

185 

24 

77 

2. 

210 

186 

28 

19. 

151 

110 

169 

3. 

236 

152 

34 

20. 

160 

172 

10 

4. 

338 

244 

18 

21. 

440 

285 

71 

5. 

158 

145 

16 

22. 

212 

110 

240 

6. 

368 

230 

167 

23. 

208 

162 

42 

7. 

840 

410 

14 

24. 

237 

185 

28 

8. 

230 

150 

31 

25. 

640 

225 

212 

9. 

180 

205 

40 

26. 

211 

93 

74 

10. 

310 

142 

309 

27. 

185 

170 

350 

11. 

296 

148 

50 

28. 

240 

177 

288 

12. 

225 

156 

346 

29. 

178 

180 

9 

13. 

150 

142 

42 

30. 

315 

185 

78 

14. 

135 

160 

18 

31. 

320 

260 

150 

15. 

270 

140 

180 

32. 

315 

190 

83 

16. 

272 

210 

21 

17. 

274 

183 

202 

Aver 

.272 

183 

107 

118 


NORTH   CAROLINA   MEDICAL  JOURNAL 


March.  1945 


"Hypertensive  vascular 

disease" 

Case 

Before 
205 

After 

178 

Dayg 
67 

Case 

Before 

After 

Dnus 

1. 

26. 

137 

175 

28 

2. 

168 

175 

240 

27. 

238 

210 

84 

3. 

225 

177 

143 

28. 

333 

270 

28 

4. 

238 

200 

61 

29. 

266 

154 

112 

5. 

255 

215 

47 

30. 

345 

258 

74 

6. 

354 

275 

134 

31. 

293 

200 

20 

7. 

242 

172 

72 

32. 

222 

70 

99 

8. 

292 

237 

212 

33. 

210 

190 

109 

9. 

234 

173 

73 

34. 

300 

225 

166 

10. 

325 

226 

31 

35. 

318 

235 

9 

11. 

217 

190 

125 

36. 

220 

187 

53 

12. 

317 

186 

52 

37. 

210 

205 

24 

13. 

224 

155 

32 

38. 

225 

200 

16 

14. 

172 

160 

35 

39. 

273 

230 

9 

15. 

218 

135 

90 

40. 

292 

168 

78 

16. 

255 

146 

139 

41. 

215 

110 

76 

17. 

210 

225 

228 

42. 

239 

149 

60 

18. 

230 

164 

35 

43. 

258 

175 

41 

19. 

300 

198 

6 

44. 

193 

153 

16 

20. 

250 

260 

65 

45. 

260 

170 

178 

21. 

252 

161 

14 

46. 

200 

175 

6 

22. 

23. 

185 
188 

108 
150 

14 
83 

47. 

304 

169 

66 

24. 

284 

235 

18 

25. 

332 

246 

14 

Aver.  249 

188 

72 

In  the  remaining  73  patients  there  was  a 
decrease  of  from  5  to  430  mg.  per  100  cc. 
of  serum,  the  average  cholesterol  concentra- 
tion being 

Before  rice  diet  -266  mg.  per  100  cc.  of  serum 

After  91  days   (average) 

of  rice  diet  183  mg.  per  100  cc.  of  serum 

Vascular  Retinopathy 

Recovery  from  advanced  vascular  retin- 
opathy requires  a  period  of  months.  Thirty- 
three  patients  with  papilledema,  hemor- 
rhages, or  exudates  followed  the  rice  diet  for 
a  period  of  at  least  eight  weeks.  In  30  of 
these  patients  eyeground  photographs  were 
taken  before  and  after  treatment ;  in  3,  only 
after  treatment. 

In  1  patient,  the  retinopathy  became 
worse.  In  11  patients,  the  retinopathy  not 
only  came  to  a  standstill,  but  papilledema, 
hemorrhages,  and  exudates  partially  cleared 
up.  In  21  of  the  33  patients,  the  retinopathy 
improved  greatly  or  even  cleared  up  com- 
pletely under  the  rice  regime.  Five  patients 
who  had  not  been  able  to  recognize  objects 
regained  their  eyesight  to  such  an  extent 
that  they  were  able  to  read  fine  print.  As 
the  photographs  of  the  eyegrounds  show, 
papilledema,  hemorrhages,  and  exudates  dis- 
appeared, arteriovenous  compression  de- 
creased, the  arterioles  became  less  tortuous, 
and  the  previously  engorged  and  tortuous 
veins  became  delicate  and  straight. 

Histories  2-7,  9-10  and  figures  25-32,  39, 
43-44,  48,  54,  and  56  illustrate  the  response 
of  vascular  retinopathy  to  the  diet. 


Histories  of  Patients  Treated  with 
the  Rice  Diet* 

Patient  1.  Acute  glomerulonephritis.  Ex- 
ample of  decrease  of  high  blood  pressure  and 
nonprotein  nitrogen  to  normal  and  of  disap- 
pearance of  generalized  edema  and  heart 
enlargement. 

W.B.  (B4700),  a  17  year  old  farm  boy, 
came  to  the  outpatient  clinic  on  May  5,  1943, 
complaining  of  edema,  headache,  and  back- 
ache. He  was  admitted  to  the  hospital  on 
May  6  at  2  a.m. 

History :  The  patient  had  had  measles, 
whooping  cough,  chickenpox,  and  pneumonia 
in  early  childhood,  mumps  at  the  age  of  7, 
diphtheria  at  12,  malaria  at  13.  He  had  colds 
two  or  three  times  a  year,  associated  with 
frontal  headaches  and  sometimes  with  cough 
productive  of  yellow  mucoid  sputum. 

About  April  15,  1943,  the  patient  devel- 
oped a  sore  throat,  night  sweats,  dysphagia, 
and  swelling  under  the  right  jaw:  his  urine 
became  dark  and  smoky.  On  May  2,  he 
went  on  a  fishing  trip  and  got  his  "legs  wet 
up  to  the  thighs."  The  following  morning, 
he  noticed  fatigue  and  puffiness  of  the  face, 
but  in  spite  of  this,  took  part  in  a  ball  game. 
Next  day  the  edema  was  worse,  his  back 
ached  from  the  hips  to  the  shoulders,  and  he 
had  a  feeling  of  tightness  in  the  abdomen, 
and  marked  fatigue  (he  fell  asleep  in  class). 
He  complained  of  nocturia  and  generalized 
muscular  aching. 

Examination:  The  patient's  height  was 
168  cm.,  his  weight  73.1  Kg.,  his  tempera- 
ture 37  C,  pulse  50,  respiration  16,  blood 
pressure  176  systolic,  101  diastolic.  Gen- 
eralized pitting  edema,  especially  of  the  face 
and  extremities,  was  present;  the  knuckles 
of  the  hands  were  almost  invisible.  There 
was  generalized  lymph  node  enlargement. 
The  eyelids  were  puffy.  The  pupils  reacted 
well  to  light  and  accommodation,  and  there 
were  no  pathological  findings  in  the  eye- 
grounds.  The  teeth  were  in  good  repair.  The 
tonsils  were  red,  moderately  large  and  cryp- 
tic. The  lungs  were  clear  to  percussion  and 
auscultation.  The  heart  was  markedly  en- 
larged, the  rhythm  regular;  the  aortic  sec- 
ond sound  was  louder  than  the  pulmonic  sec- 
ond sound ;  no  murmurs  were  heard.  The 
liver  was  not  enlarged  and  the  spleen  was 
not  palpable;    there   was  no    tenderness    in 

*  The  histories  of  2  other  patients,  a  25  year  old 
man  with  chronic  nephritis,  and  a  36  year  old  man 
with  "hypertensive  vascular  disease,"  were  previ- 
ously published  in  this  Journal'49'. 
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JAN      28.     1944 


PR.     13.     1944 


RIGHT    DISC 


RIGHT    MACULA 


LEFT    DISC 


L.K.  (f.  3:0  Terminal  Stage  of  chronic  nephritis.  BP  hefore  treatment 
23R/139  nun.  Hg..  after  treatment  1 10 / ho  mm.  Hg. 


JAN.     15.     1945 


RIGHT    DISC 


LEFT    MACULA 


LEFT    DISC 


L.B.  (f.  24)   "Hypertensive  vascular  disease,"  first  noted  in  pregnancy.  BP  hefore 
treatment   233/151    mm.    lis:.,   after  treatment    ilmi/mt    mm.    Hg. 


Fig.  25.    Improvement  of  advanced  vascular  retinopathy  with  disappearance  of  papilledema,  hemor- 
rhages, and  exudates. 
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L.K.  (F).  33 


LEFT 


■6-44 


RIGHT 


4-13-44 


Fig.  26.  L.  K.  (f.,  33).  Terminal  uremic  stage  of  chronic  nephritis.  Phenolsulfonphthalein  excre- 
tion in  two  hours,  1.4  per  cent.  Rice  diet  started  January  fi,  1944.  See  figures  1,  13,  23,  25.  Dis- 
appearance of    papilledema,   hemorrhages,   exudates,  venous  engorgement,  both  eyes. 
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J.H.  (M)   22 


LEFT 


■ 


5-15-44 


RIGHT 


12-8-44 


Fig.  27.  J.H.  (m.,  22).  Chronic  glomerulonephritis.  Phenolsulfonphthalein  excretion  in  two  hours, 
27  per  cent.  Rice  diet  from  May  14  to  August  30,  1944.  Blood  pressure  on  May  15,  1944,  164  sys- 
tolic, 108  diastolic;  on  December  8,  1944,  134  systolic,  80  diastolic.  Disappearance  of  hemorrhages, 
right  eye.  Disappearance  of  papilledema,   marked  decrease  of  exudates,  both  eyes. 
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M.C.  (F)  25 


LEFT 


1-13-44 


RIGHT 


3-22-44 


Fig.  28.  M.C.  (f.,  25).  Chronic  pyelonephritis.  Phenolsulfonphthalein  excretion  in  two  hours,  12 
per  cent.  Rice  diet  started  January  18,  1944.  Before  rice  diet:  Blood  pressure  181  systolic,  131 
diastolic.  Transverse  diameter  of  heart  10.3  cm.,  nonprotein  nitrogen  60  nig.  per  100  cc.  of  blood, 
albumin  5.5  Gm.  per  1000  cc.  of  urine.  After  2%  months  of  rice  diet:  Blood  pressure  114  systolic, 
80  diastolic.  Transverse  diameter  of  heart  9.3  cm.,  nonprotein  nitrogen  40  mg.  per  100  cc.  of  blood, 
albumin  1.1  6m.  per  1000  CC.  of  urine.  Disappearance  of  hemorrhages,  left  eye.  Marked  decrease 
of  exudates,  both  eyes. 
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CH.C    (M).   67 


LEFT 


2-10-42 


RIGHT 


5-1-42 


Fig.  29.  Ch.C.  (m.,  67).  Arteriosclerosis,  "hypertensive  vascular  disease."  Phenolsulfonphthalein 
excretion  in  two  hours,  40  per  cent.  Rice  diet  started  February  9,  1942.  Before  rice  diet:  Blood 
pressure  218  systolic,  112  diastolic,  nonprotein  nitrogen  40  nig.  per  100  cc.  of  blood.  After  2Y2 
months  of  rice  diet:  Blood  pressure  168  systolic,  91  diastolic,  nonprotein  nitrogen  30  mg.  per  100 
cc.  of  blood.   Disappearance  of  exudates,  left  eye;  of  papilledema,  hemorrhages,  exudates,  right  eye. 
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I.C.  (F)   51 


LEFT 


5-8-43 


RIGHT 


4-28-44 


Fig.  30.  I.C.  (f.,  51).  "Hypertensive  vascular  disease."  Phenolsulfonphthalein  excretion  in  two 
hours  59  per  cent.  Rice  diet  started  April  21,  1943.  Before  rice  diet:  Blood  pressure  248  systolic, 
125  diastolic,  nonprotein  nitrogen  44  mg,  per  100  cc.  of  hlood,  cholesterol  292  mg.  per  100  cc.  of 
serum,  albumin  O.fi  Gm.  per  1000  cc.  of  urine:  After  11%  months  of  rice  diet:  Blood  pressure  176 
systolic,  100  diastolic,  nonprotein  nitrogen  30  mg.  per  100  cc.  of  blood,  cholesterol  178  mg.  per  100 
cc.  of  serum,  albumin  0.08  Gm.  per  1000  cc.  of  urine.  Disappearance  of  edema,  hemorrhages,  de- 
crease of  exudate,  left  eye.  Disappearance  of  "star  figure,"  right  eye. 
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IT.     CM),    38. 


7-28-43 


RIGHT 


7-28-43  10-12-43  3-7-44 

LEFT 

DIABETES  MELLITUS.  CHRONIC  NEPHRITIS 


Fig.  31.  I.T.  (m.,  38).  Diabetes  mellitus,  chronic  nephritis.  Phenolsulfonphthalein  excretion  in  two 
hours,  50  per  cent.  Rice  diet  started  April  23,  1943.  Before  rice  diet:  Blood  pressure  130  systolic, 
76  diastolic,  nonprotein  nitrogen  55  mg.  per  100  cc.  of  blood:  total  proteins  4.9  Gra.  per  100  cc.  of 
plasma;  cholesterol  315  mg.  per  100  cc.  of  serum;  blood  sugar  196  mg.  per  100  cc.  (35  units  of  in- 
sulin); albumin  3  Gm.  per  1000  cc.  of  urine.  After  7  months  of  rice  diet:  Blood  pressure  130 
systolic,  80  diastolic,  nonprotein  nitrogen  31  mg.  per  100  cc.  of  blood;  total  proteins  5.8  Gm.  per 
100  cc.  of  plasma;  cholesterol  230  mg.  per  100  cc.  of  serum:  blood  sugar  120  mg.  per  100  cc.  (40 
units  of  insulin);  albumin  0.5  Gm.  per  1000  cc.  of  urine.  Disappearance  of  exudate,  left  eye;  of 
exudates,   hemorrhages,   right   eye. 
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T.A.  (F).    20 


LEFT 


7-21-43 


RIGHT 


10-8-43 


Fig  3'  TA  (f..  20 1.  Lupus  erythematosus  disseminatus.  Phenolsulfonphthalem  excretion  in  two 
hour*  85  per  cent.  Rice  diet  started  July  19,  1943.  Before  rice  diet:  Albumin  2  Gm.  per  1000  cc.  of 
urine.  After  2>4  months  of  rice  diet:  Albumin  0.4  Gm.  per  1000  cc.  of  urine.  See  fig.  15.  Marked  de- 
crease  of   exudates   and    venous   tortuosity,   both  eyes. 
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5-6-43 


2-43 


98/60  MM.  HG. 


Fig.  33.    W.B.    Acute  glomerulonephritis.   Rice  diet  started  May  6,  1943.  No  digitalis.  Reduction  in 
heart  size  with  change  in  transverse  diameter  of  43  per  cent. 


either  kidney  region.  An  indirect  inguinal 
hernia,  descending  into  the  scrotum,  was 
present  on  the  right  side.  The  prostate  was 
small.  Neurological  examination  showed  left 
lower  facial  paralysis  ("birth  injury"). 

A  chest  film  showed  the  lungs  clear,  the 
heart  considerably  enlarged  (fig.  33).  A 
flat  plate  of  the  abdomen  showed  advanced 
arthritic  changes  in  both  sacro-iliac  joints ; 
the  kidneys  were  not  distinctly  seen ;  the 
liver  was  not  enlarged.  A  sinus  plate  showed 
old  infection  in  both  antra.  The  electrocardi- 
ogram showed  upright  T-waves  in  leads  1,  2, 
and  3,  a  diphasic  T-wave  in  lead  4,  and  no 
axis  deviation. 

Accessor')/  clinical  findings:  The  hemo- 
globin was  91  per  cent;  there  were  4,900,000 
red  blood  cells,  and  11,900  white  blood  cells 
with  2  per  cent  non-segmented  polymorpho- 
nuclears, 68  per  cent  segmented  polymorpho- 
nuclears, 2  per  cent  eosinophils,  3  per  cent 
monocytes,  12  per  cent  large  lymphocytes, 
and  13  per  cent  small  lymphocytes ;  the  cor- 
rected sedimentation  rate  was  5  mm.  in  one 
hour.  The  serological  tests  for  syphilis  were 
negative.  The  nonprotein  nitrogen  was  73 
mg.  per  100  cc.  of  blood.  The  total  proteins 
were  6.1  Gm.  per  100  cc.  of  plasma:  albumin 
2  Gm.,  globulin  4.1  Gm.,  albumin-globulin 
ratio  0.49.  Chlorides  (as  sodium  chloride) 
were  570  mg.  per  100  cc.  of  plasma.  The 
serum  cholesterol  concentration  was  168  mg. 


per  100  cc.  The  urine  had  a  specific  gravity 
of  1.010,  no  sugar;  there  were  4.5  Gm.  of 
albumin  per  1000  cc.  (6.3  Gm.  in  twenty-four 
hours),  30-35  red  blood  cells,  4-5  white  blood 
cells  per  high  power  field,  occasional  hyaline 
and  granular  casts,  and  a  4  plus  benzidine 
reaction.  The  urinary  total  nitrogen  excre- 
tion was  15.6  Gm.  in  twenty-four  hours,  the 
urea  excretion  18.4  Gm.  in  twenty-four 
hours.  The  results  of  the  phenolsulfonph- 
thalein  test  were  as  follows :  Appearance 
time,  ten  minutes ;  excretion  at  the  end  of 
the  first  half  hour  25  per  cent,  at  one  hour 
20  per  cent,  at  one  and  a  half  hours  18  per 
cent,  at  two  hours  12  per  cent;  total  excre- 
tion in  two  hours  75  per  cent.  Hookworm 
eggs  were  found  in  the  stool.  A  culture  from 
the  nose  and  throat  showed  Micrococcus 
catarrhalis  and  alpha  hemolytic  organisms. 

Impression:  Acute  glomerulonephritis 
with  edema,  hypertension,  cardiac  enlarge- 
ment, and  azotemia. 

Course:  The  patient  was  afebrile  except 
from  the  eighth  to  the  eleventh  hospital  day, 
when  his  temperature  went  up  to  38  C.  The 
rice  diet  (1800  calories)  was  started  on  the 
first  hospital  day;  fluid  intake  was  limited 
to  400  cc.  of  fruit  juices  daily.  During  the 
first  week,  the  weight  fell  from  73.1  Kg.  to 
63.25  Kg.  (fig.  34),  the  blood  pressure  de- 
creased from  176  systolic,  101  diastolic  to 
120  systolic,  80  diastolic,  remaining  at  a  level 
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Fig.  34.  W.B.  Acute  glomerulonephritis.  De- 
crease of  blood  pressure  to  normal  in  6  day-  mi 
rice  diet.  Thirty  pound  weight  loss  (edema)  in 
10  days.  Disappearance  of  albuminuria.  De- 
crease of  elevated  nonprotein  nitrogen  to  nor- 
mal. 

of  105  systolic.  68  diastolic  from  the  second 
week  on  (fig.  34).  The  headache  and  back- 
ache disappeared.  On  the  sixth  hospital  day 
the  right  antrum  was  irrigated.  After  four- 
teen days  on  the  rice  diet,  the  patient's  non- 
protein nitrogen  was  35  mg.  per  100  cc.  of 
blood  (fig.  34),  his  weight  58.3  Kg.  There 
were  many  red  blood  cells  in  the  urine  dur- 
ing the  first  four  weeks.  Average  albumin 
excretion  during  the  third  week  was  1  Gm. 
per  1000  cc.  (1.31  Gm.  per  twenty-four 
hours),  as  compared  to  an  average  excretion 
of  4.5  Gm.  per  1000  cc.  (6.49  Gm.  per 
twenty-four  hours)  during  the  first  week. 
During  the  fourth  and  fifth  hospital  weeks, 
the  albumin  excretion  decreased  to  an  aver- 
age of  0.4  Gm.  per  1000  cc.  of  urine  (0.51 
Gm.  per  twenty-four  hours).  Sulfadiazine 
(0.5  Gm.  twice  daily)  was  given  for  five  days 
in  the  fourth  week.  When  the  patient  was 
discharged  in  the  sixth  week,  his  hemoglobin 
was  91  per  cent,  total  proteins  per  100  cc. 
of  plasma  were  5.8  Gm.  (albumin  3.0  Gm., 
globulin    2.8    Gm..    albumin-globulin    ratio 


1.1).  His  nonprotein  nitrogen  was  38  mg. 
per  100  cc.  of  blood,  his  weight  56  Kg.  He 
had  lost  37  pounds  of  edema  fluid  and  his 
heart  size  had  decreased  to  normal  (fig.  33). 

The  patient  continued  the  strict  rice  diet 
at  home  and  was  readmitted  to  the  hospital 
one  month  later.  His  blood  pressure  at  that 
time  was  107  systolic.  72  diastolic,  his  non- 
protein nitrogen  28  mg.  per  100  cc  of  blood, 
urea  nitrogen  5.5  mg.,  urea  ratio  20.  The 
total  proteins  were  5.8  Gm.  per  100  cc.  of 
plasma:  albumin  3.2  Gm.,  globulin  2.6  Gm.. 
albumin-globulin  ratio  1.2.  Chlorides  (as 
sodium  chloride)  were  512  mg..  calcium  was 
9.6  mg..  phosphorus  3.4  mg..  cholesterol  80- 
115  mg.  per  100  cc.  of  serum.  The  patient's 
tonsils  and  adenoids  were  removed.  For  the 
next  two  and  a  half  months  he  remained  on 
the  rice  diet,  modified  by  the  addition  of  non- 
leguminous  vegetables.  The  urinary  total 
nitrogen  excretion  at  the  end  of  this  time 
was  1.66  Gm.  in  twenty-four  hours,  urea 
excretion  1.7  Gm.  in  twenty-four  hours 
(1160  cc.  of  urine).  There  was  no  albumin- 
uria, and  the  patient  was  completely  asymp- 
tomatic.   The  rice  diet  was  discontinued. 

Eight  months  after  his  first  hospitaliza- 
tion, the  patient's  blood  pressure  was  114 
systolic.  67  diastolic,  and  his  heart  size  was 
normal.  The  nonprotein  nitrogen  was  27  me. 
per  100  cc.  of  blood,  the  urea  nitrogen  10.2 
mg. :  chlorides  (as  sodium  chloride)  were 
604  mg.  per  100  cc.  of  serum.  No  albumin  or 
red  blood  cells  were  present  in  the  urine. 
Urea  clearance  was  86  per  cent  of  normal 
(on  a  diet  containing  50  Gm.  of  protein). 
Phenolsulfonphthalein  excretion  was  60  per 
cent  in  one  hour.  When  he  was  last  examiner'. 
on  July  24-27.  1944.  he  was  again  completely 
asymptomatic.  There  was  no  indication  of 
any  previous  kidney  disease.  The  blood  pres- 
sure was  110  systolic.  70  diastolic:  phenol- 
sulfonphthalein excretion  was  85  per  cent  in 
one  hour. 

Patient  2.  Chronic  glomerulonephritis 
(total  phenolsulfonphthalein  excretion  in 
two  hours  15-35  per  cent):  hypertension 
(182  systolic,  117  diastolic);  vascular  retin- 
opathy. Example  of  decrease  of  high  blood 
pressure  to  normal,  and  disappearance  of 
retinopathy,  heart  '   and  depres- 

of  RT-1. 

X.  McL.  (A90726).  a  33  year  old  white 
farmer's  widow,  was  admitted  to  the  hos- 
pital on  September  17.  1942.  complaining  of 
giddiness,  failing  vision,  substernal  oppres- 
sion, and  exertional  dyspnea. 
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Fig.  35.    N.  McL.    Chronic  glomerulonephritis.   Rice  diet  started  September  28,   1942 
Reduction   in   heart   size  with   change  in   transverse  diameter  of  39  per  cent. 


No  digitalis. 


History:  The  patient  had  had  measles  and 
pellagra  in  childhood,  and  "kidney  trouble" 
at  17.  She  had  received  blood  transfusions 
for  anemia  in  the  following  years.  At  22, 
she  was  treated  for  oliguria  and  dysuria ;  at 
25-26,  she  had  edema  of  the  ankles  and  face. 
She  had  malaria  and  erysipelas  of  the  leg 
when  she  was  27.  Between  28  and  29,  her 
vision  began  to  fail ;  her  physician  told  her 
that  this  was  due  to  kidney  disease.  At  30, 
she  had  "something  like  a  stroke,"  which 
cleared  up  after  two  or  three  weeks  of  bed 
rest.    The  patient  had  never  been  pregnant. 

One  year  before  admission,  she  was 
treated  with  "injections"  and  blood  trans- 
fusions for  anemia,  and  with  diuretics  and 
other  medication  for  hypertension  and  "kid- 
ney trouble."  Her  vision  was  poor;  she  com- 
plained of  diplopia  and  scotomata.  There 
was  edema  of  the  feet  and  legs.  She  had 
dyspnea  on  exertion,  paroxysmal  nocturnal 
dyspnea,  a  feeling  of  substernal  oppression, 
tachycardia  and  palpitation. 

On  examination,  her  height  was  156  cm., 
her  weight  82.2  Kg.,  temperature  37.5  C, 
pulse  88,  respiration  20,  blood  pressure  190 
systolic,  120  diastolic.  Slight  edema  of  the 
ankles  and  lower  legs  was  noted.  Extra- 
ocular movements  were  normal ;  the  pupils 
were  equal  and  reacted  well  to  light  and 
accommodation.  Both  discs  were  blurred  on 
the  nasal  and  temporal  sides;  the  arterioles 
were  silverish  and  moderately  tortuous.    A 


hemorrhage  was  present  in  the  lower  nasal 
region  of  the  left  eye.  The  teeth  were  carious, 
the  tonsils  enlarged.  The  lungs  showed  no 
pathological  findings  on  percussion  and  aus- 
cultation. The  heart  was  enlarged  to  the 
left  and  right ;  a  soft  systolic  aortic  murmur 
was  heard.  The  abdomen  was  obese ;  no 
masses  were  felt,  the  liver  was  not  enlarged, 
the  spleen  was  not  palpable,  and  no  tender- 
ness was  present  in  either  kidney  region. 
The  uterus  was  of  normal  size  with  a  second 
degree  retroversion.  Neurological  examina- 
tion did  not  show  any  pathological  findings. 

A  chest  film  (fig.  35)  was  read:  "Lungs 
clear.  Heart  enlarged."  The  transverse  diam- 
eter of  the  heart  was  16.7  cm.  A  flat  plate 
of  the  abdomen  and  a  retrograde  pyelogram 
were  reported  as  follows :  "Kidney  normal 
in  outline,  no  stones  seen.  Calices  and  pelves 
on  both  sides  normal.  Spleen  slightly  en- 
larged." The  electrocardiogram  (fig.  36) 
showed  a  depressed  RT  segment  in  lead  1, 
diphasic  Ti,  and  a  normal  sinus  rhythm.  The 
basal  metabolic  rate  was  —11  per  cent. 

Accessory  clinical  findings:  The  hemo- 
globin was  92  per  cent,  red  blood  cells  4,- 
410,000,  white  blood  cells  6,400  with  1  per 
cent  non-segmented  polymorphonuclears,  60 
per  cent  segmented  polymorphonuclears,  1 
per  cent  basophils,  5  per  cent  monocytes,  6 
per  cent  large  lymphocytes,  27  per  cent  small 
lymphocytes ;  the  corrected  sedimentation 
rate  was   18  mm.   in   one  hour.   Serological 


130 


NORTH   CAROLINA   MEDICAL  JOURNAL 


March.  1945 


Fig.  36.     N.  McL.     Chronic 
started  September  28,  1114:2 


glomerulonephritis.     Rice    diet 
No  digitalis.  Increase  in  angle 


of  electrical  axis.  Diphasic  T1  has  become  upright 

tests  for  syphilis  were  negative.  The  non- 
protein nitrogen  was  54  mg.  per  100  cc.  of 
blood.  Total  proteins  were  6.4  Gm.  per  100 
cc.  of  plasma :  albumin  3.6  Gm.,  globulin  2.8 
Gm.,  albumin-globulin  ratio  1.3.  The  urine 
had  a  specific  gravity  of  1.012.  no  sugar,  a 
3  plus  reaction  for  albumin.  10-15  white 
blood  cells  per  high  power  field,  no  red  blood 
cells,  no  casts,  a  negative  benzidine  reaction. 
The  results  of  a  phenolsulfonphthalein  test 
were  as  follows :  Appearance  time  five  min- 
utes; excretion  at  the  end  of  the  first  half 
hour  10  per  cent,  at  one  hour  7.5  per  cent, 
at  one  and  a  half  hours  5  per  cent,  at  two 
hours  2.5  per  cent ;  total  excretion  in  two 
hours  was  25  per  cent. 

Impression :  Chronic  glomerulonephritis 
with  hypertension,  heart  enlargement, 
diphasic  Tt,  vascular  retinopathy. 

Course:  For  the  first  eleven  days,  the  pa- 
tient received  a  1500  calorie,  salt-poor  diet 
containing  30  Gm.  of  protein  and  2000  cc.  of 
fluids.  Her  blood  pressure  during  this  time 
averaged  182  systolic,  117  diastolic.  The  non- 
protein nitrogen  remained  at  54  mg.  per  100 
cc.  of  blood.  On  the  twelfth  day,  the  rice 
diet  was  started  (800-1500  calories,  900- 
1000  cc.  of  fruit  juices).  After  six  days,  the 
nonprotein  nitrogen  had  decreased  to  42  mg. 
per  100  cc.  of  blood.  The  blood  pressure  at 
discharge  after  eleven  days  of  rice  diet  was 
162  systolic.  116  diastolic  (fig.  37).  The 
weight  was  77.7  Kg.,  hemoglobin  101  per 
cent,  red  blood  cells  5,100,000,  white  blood 
cells  5,150:  the  urine  gave  a  1  to  2  plus  re- 
action for  albumin.  The  patient  continued 
the  diet  strictly  at  home,  lying  down  most  of 
the  time.   She  returned  to  the  hospital  after 


eight  weeks,  feeling  much  im- 
proved. Her  blood  pressure  then 
was  124  systolic,  84  diastolic,  her 
weight  68.3  Kg.,  hemoglobin  84 
per  cent,  red  blood  cells  4,000,000. 
white  blood  cells  7,100.  The  total 
plasma  proteins  were  6.8  Gm.  per 
100  cc.  of  plasma :  albumin  3.6 
Gm..  globulin  3.2  Gm.,  albumin- 
globulin  ratio  1.1.  The  nonprotein 
nitrogen  was  51-64  mg.  per  100 
.••c.  of  blood.  Chlorides  (as  sodium 
chloride)  were  516  mg.  per  100  cc. 
of  serum,  calcium  was  10.2  mg., 
phosphorus  4.3  mg..  cholesterol 
208  mg.  There  was  a  2  plus  re- 
action for  albumin  in  the  urine 
and  10-15  white  blood  cells  per 
high  power  field.  The  results  of 
a  phenolsulfonphthalein  test  were  as  fol- 
lows :  Appearance  time  sixteen  minutes ; 
excretion  at  the  end  of  the  first  half 
hour  5  per  cent,  at  one  hour  4  per  cent, 
at  one  and  a  half  hours  4  per  cent,  at  two 
hours  3  per  cent;  total  excretion  in  two 
hours  16  per  cent.  The  electrocardiogram 
(fig.  36)  showed  a  diphasic  T,,  upright  Ta 
and  T:;.  Examination  of  the  eyegrounds 
showed  the  discs  more  sharply  outlined;  the 
hemorrhage  in  the  left  eye  had  been  ab- 
sorbed, leaving  a  small  area  of  pigmentation. 
The  patient  was  readmitted  on  February 
16,  1943,  after  another  two  months  of  strict 
rice  diet  at  home  (1200  calories,  1000  cc.  of 
fruit  juices).  She  felt  very  well  and  had  no 
complaints.  Her  nonprotein  nitrogen  was 
69  mg.  per  100  cc.  of  blood,  her  blood  pres- 
sure 120  systolic,  84  diastolic,  her  weight 
66.4  Kg.,  hemoglobin  78  per  cent,  total  pro- 
teins 6.7  Gm.  per  100  cc.  of  plasma,  albumin- 
globulin  ratio  0.81 ;  chlorides  (as  sodium 
chloride)  528  mg.  per  100  cc.  of  serum,  cal- 
cium 9.4  mg.,  phosphorus  3.2  mg.,  choles- 
terol 121  mg.  The  albumin  excretion  in  the 
urine  was  1.52  Gm.  in  twenty-four  hours 
(675  cc),  the  total  nitrogen  excretion  1.82 
Gm.  and  the  urea  excretion  2.52  Gm.  The 
total  phenolsulfonphthalein  excretion  in  two 
hours  was  15  per  cent.  There  was  marked 
reduction  in  the  size  of  the  heart  (fig.  35)  ; 
the  transverse  diameter  was  12.0  cm.  The 
electrocardiogram  (fig.  36)  showed  the  RTi 
segment  to  be  less  depressed.  The  basal 
metabolic  rate  was  —12  per  cent.  After 
twelve  days  in  the  hospital,  the  nonprotein 
nitrogen  was  40  mg.  per  100  cc.  of  blood. 


March,   1945 


RICE  DIET— KEMPNER 


131 


Hg      N.McL    *     AGE  33,  Chronic  glomerulonephritis 


RICE  DIET 


STRICT 


won-        .MQdrr       , 

Leguminousl  fied^  Mod.fied     (^    Modified    ^ 

,,„„„.,„     ,.  (h  tos  before)         (os  before 
vegeiobles     U  ID.  pius 

8  Po'otoes      meat  0II  vegetables) 

6  eggs 
weekly) 


""A r^ ( 


^M VWx 


n- 


j 1 


mmHg 
240 

r230 

220 

210 

200 

190 

ISO 

170 

160 

50 

40 

130 


17    21    25  29    3     7 
SEPT.  '42  OCT. 


I    II!    II 

2     6     10 

DEC 


16     20  24 
FEB  43 


I    II         I    II 
I   3         13 
JUNE     JULY 


120 
110 
100 
90 
80 
70 


I     5 
NOV 


15 
MAR  44 


Albumin  gm  /I0O0  cc  urine 

Fig.  37.    N.  McL.    Chronic  glomerulonephritis.    Decrease  of  blood   pres- 
sure to  normal  in  two  months  on  rice  diet. 


The  hemoglobin  at  discharge  was  84  per 
cent.  The  urine  contained  10-12  white  blood 
cells  per  high  power  field,  but  no  red  blood 
cells  and  no  casts.  The  weight  was  60.2  Kg. 
Non-leguminous  vegetables  and  small 
amounts  of  Irish  and  sweet  potatoes  were 
added  to  the  strict  rice  diet. 

The  patient  stayed  on  this  diet  for  the 
following  three  months  and  was  up  part  of 
the  day.  When  she  was  again  seen  in  the 
hospital  on  June  1,  1943,  she  said  that  she 
had  had  no  complaints  except  minimal  ankle 
edema.  Her  blood  pressure  was  120  systolic, 
70  diastolic,  her  weight  62.5  Kg.  The  non- 
protein nitrogen  was  36  mg.  per  100  cc.  of 
blood.  Total  proteins  were  5.8  Gm.  per  100 
1  cc.  of  plasma ;  the  albumin-globulin  ratio  was 
1.2.  Chlorides  (as  sodium  chloride)  were 
592  mg.  per  100  cc.  of  serum,  calcium  was 
8.7  mg.,  phosphorus  3.4  mg.,  cholesterol  110 
mg.  The  hemoglobin  was  48  per  cent,  red 
blood  cells  2,200,000,  white  blood  cells  5,440. 
After  five  days  in  the  hospital  she  was  dis- 
charged on  the  diet  which  was  started  Feb- 
ruary 27,  further  modified  by  the  addition 
of  one  egg  six  times  a  week  and  Vi  pound 
of  liver,  chicken,  or  lean  beef  four  times  a 
week. 


Examination  on  November  1-5,  1943,  gave 
the  following  findings :  Blood  pressure  124 
systolic,  86  diastolic ;  hemoglobin  97  per  cent, 
red  blood  cells  4,200,000 ;  nonprotein  nitro- 
gen 43  mg.,  urea  nitrogen  18  mg.  per  100  cc. 
of  blood ;  total  proteins  6.2  Gm.  per  100  cc. 
of  plasma  (albumin-globulin  ratio  2.0)  ; 
cholesterol  140  mg.  per  100  cc.  of  serum.  The 
urinary  total  nitrogen  excretion  was  3.4  Gm., 
the  urea  excretion  5.03  Gm.  in  twenty-four 
hours  (580  cc).  The  urea  clearance  was 
46.2  per  cent  of  normal.  Phenolsulfonph- 
thalein  excretion  in  two  hours  was  21  per 
cent.  The  transverse  diameter  of  the  heart 
was  10.7  cm.  The  patient  was  feeling  very 
well  and  had  been  doing  light  housework. 
Her  diet  was  further  modified  to  include 
corn,  beans,  and  peas,  besides  the  eggs,  meat, 
and  vegetables  allowed  before. 

On  March  13-16,  1944,  the  blood  pressure 
averaged  131  systolic,  85  diastolic ;  the 
weight  was  61.5  Kg.  The  transverse  diam- 
eter of  the  heart  was  11.0  cm.,  that  of  the 
great  vessels  5.3  cm.  The  nonprotein  nitro- 
gen was  46  mg.  p£r  100  cc.  of  blood ;  total 
proteins  were  6.1  Gm.  per  100  cc.  of  plasma 
(albumin  3.2  Gm.,  globulin  2.9  Gm.).  Two 
phenolsulfonphthalein  tests  showed  a  total 
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excretion  in  two  hours  of  35  and  28  per  cent. 
The  patient  had  been  completely  asympto- 
matic and  was  feeling  perfectly  well. 

When  last  seen.  September  4-8.  1944,  the 
patient  was  still  following  the  liberally  modi- 
fied rice  diet  and  feeling  "young  and  strong." 
She  had  married  again  in  April  and  was  do- 
ing her  housework  without  noticing  any 
fatigue.  She  was  advised,  however,  to  wait 
for  another  year  before  considering  having 
a  child. 

The  findings  on  the  latest  examination, 
compared  with  those  on  the  first  hospitaliza- 
tion, were : 


Blood  pressure  (mm.  Hg.) 
Hemoglobin   ('<    of  15.5  Gm.) 
RBC   (per  cubic  nim.l 
NPN    (mg.  per  100  cc.  of  blood  I 
Total  proteins 

( Gm.  per  100  cc.  of  plasma)        6.4 
PSP  ( '  <  excreted  in  two  hours)    25 


September, 

182/117 
92 

4.410.000 
54 


126  82 

85 

3.900,000 

38 

6.5 
25 

58.7 


Weight   (Kg.) 
Transverse  diameter 

of  heart  (cm.)  16.7  11.1 

Diameter  of  great  vessels  (cm.)    6.8  5.3 

T  wave  in  lead  1  Diphasic      Upright 

Retinal  hemorrhages  +  ° 

PATIENT  3.  Chronic  glomerulonephritis 
(total  phenolsulfonphthalein  excretion  in 
two  hours  17.5  per  cent);  hypertension  (  250 
systolic,  17U  diastolic):  uremia  (nonprotein 
nitrogen  87-1SS  mg.  per  100  cc.  of  blood). 
Example  of  decrease  of  high  blood  pressure 
and  nonprotein  nitrogen  to  normal  and  of 
recovery  of  eyesight  with  disappearance  of 
papilledema,  retinal  hemorrhages,  and  exu- 

C.A.  (A99483).  a  32  year  old  white  farm- 
er's wife,  was  admitted  to  the  hospital  in  a 
semi-comatose  condition,  very  acutely  ill. 
The  history  was  obtained  from  the  husband 
and,  after  recovery,  from  the  patient.  She 
had  had  ten  children,  of  whom  six  were  liv- 
ing. Her  blood  pressure  had  been  high  be- 
fore delivery  of  the  ninth  child.  One  week 
before  delivery  of  the  tenth  child — in  Feb- 
ruary. 1942 — she  developed  ankle  edema  and 
headache.  She  had  had  high  blood  pressure 
"ever  since."  Attacks  of  pain  in  both  flanks, 
radiating  into  the  lower  part  of  the  back, 
had  occurred  about  every  four  to  five  weeks 
since  July.  1942.  Her  vision  had  been  fail- 
ing since  August.  Since  Christmas,  1942, 
she  had  had  increasing  weakness,  intense 
headache,  and  vomiting;  she  had  become 
completely  blind,  except  for  light  perception. 
For  a  few  days  before  admission  she  had 
been  "out  of  her  mind."  and  unconscious 
part  of  the  time.    During  momentary  lucid 


intervals,  she  complained  of  headache  and 
vague  abdominal  pain. 

Upon  examination  on  February  2,  1943, 
her  temperature  was  36.5  C.  pulse  120,  res- 
piration 22,  blood  pressure  250  systolic,  174 
diastolic.  She  was  pale  and  stuporous.  There 
was  no  edema.  She  had  a  marked  nephritic 
stare  and  mydriasis.  The  eyegrounds  showed 
bilateral  papilledema,  engorgement  and  tor- 
tuosity of  the  veins,  and  numerous  large 
hemorrhages  and  exudates;  the  arterioles 
were  partly  invisible.  A  few  small  blood 
clots  were  seen  in  the  nose.  The  breath  was 
uremic.  She  had  moderate  gingivitis.  The 
neck  showed -no  venous  distention;  the  thy- 
roid was  slightly  enlarged.  There  were  no 
pathological  findings  in  the  lungs.  The  heart 
was  enlarged  to  the  left,  the  point  of  maxi- 
mum impulse  being  10  cm.  from  the  mid- 
sternal  line.  The  sounds  were  loud,  and  a 
slapping  aortic  second  sound,  a  soft  apical 
systolic  murmur,  and  a  loud,  harsh  aortic 
systolic  murmur  were  heard.  The  rhythm 
was  regular,  and  there  was  no  friction  rub. 
Moderate    tenderness    was    present    in    the 
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Fig.  38.  C.A.  Chronic  glomerulonephritis.  De- 
crease of  blood  pressure  to  normal  in  3  weeks 
on  rice  diet.  Decrease  of  nonprotein  nitrogen 
and  albuminuria. 
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right  lower  quadrant.  The  liver  was  not  en- 
larged. 

Accessory  clinical  findings:  The  hemo- 
globin was  80  per  cent,  red  blood  cells  4,000,- 
000,  white  blood  cells  14,350,  with  4  per  cent 
juveniles,  10  per  cent  non-segmented  poly- 
morphonuclears, 78  per  cent  segmented  poly- 
morphonuclears, 2  per  cent  eosinophils,  3  per 
cent  monocytes,  2  per  cent  large  lympho- 
cytes, 1  per  cent  small  lymphocytes.  The  cor- 
rected sedimentation  rate  was  40  mm.  in 
one  hour.  Serological  tests  for  syphilis  were 
negative.  The  nonprotein  nitrogen  was  87 
mg.  per  100  cc.  of  blood.  The  carbon  di- 
oxide combining  power  of  the  plasma  was 
41  volumes  per  cent.  Total  proteins  were 
6.9  Gm.  per  100  cc.  of  plasma :  albumin  4.0 
Gm„  globulin  2.9  Gm.,  albumin-globulin 
ratio  1.4.  Chlorides  (as  sodium  chloride) 
were  414  mg.  per  100  cc.  of  serum,  calcium 
9.6  mg.,  phosphorus  3.6  mg.  The  urine  gave 
a  3  plus  reaction  for  albumin  and  contained 
20-30  red  blood  cells  and  10-15  white  blood 
cells  per  high  power  field,  and  many  hyaline 
and  granular  casts ;  the  benzidine  reaction 
was  1  plus. 

Impression :  Terminal  stage  of  chronic 
glomerulonephritis ;  uremia ;  hypertension  ; 
vascular  retinopathy  with  papilledema, 
hemorrhages,  and  exudates. 

Course:  The  patient  was  started  on  the 
rice  diet  immediately,  but  during  the  first 
few  days  was  able  to  take  only  very  small 
amounts  of  it.  Four  hundred  and  fifty  to 
1300  cc.  of  fruit  juices  were  given  daily, 
but  partly  lost  by  vomiting.  Five  hundred 
to  2000  cc.  of  10  per  cent  glucose  in  water 
containing  nicotinic  acid,  thiamine  chloride, 
ascorbic  acid,  and  vitamin  K  were  given 
intravenously  during  the  first  two  weeks. 
The  only  other  medication  was  1  cc.  of  dilute 
hydrochloric  acid  three  times  daily  by  mouth. 
After  ten  to  fourteen  days  of  mental  con- 
fusion (excitation  state  alternating  with 
stupor),  with  the  nonprotein  nitrogen  rising 
to  153  mg.  per  100  cc.  of  blood  (fig.  38),  and 
the  hemoglobin  falling  to  52  per  cent  (red 
blood  cells  2,500,000,  benzidine  reaction  of 
the  stool  4  plus),  the  patient  was  definitely 
better  and  able  to  take  the  greater  part  of 
the  diet.  On  the  fourteenth  hospital  day,  the 
total  nitrogen  excretion  in  the  urine  was 
2.55  Gm.  in  twenty-four  hours.  By  that  time, 
the  blood  pressure  had  gradually  decreased 
to  156  systolic,  112  diastolic  (fig.  38).  The 
carbon  dioxide  combining  power  of  the  plas- 
ma was  57  volumes  per  cent.    Chlorides  (as 


sodium  chloride)  were  445  mg.  per  100  cc. 
of  plasma.  Intravenous  glucose  was  discon- 
tinued. The  average  daily  fluid  intake  in  the 
following  two  weeks  was  1260  cc.  of  fruit 
juices.  The  patient  was  rational  and  could 
answer  questions.  She  was  able  to  distin- 
guish light  and  dark,  but  was  unable  to  see 
objects.  On  the  fifteenth  hospital  day,  she 
was  strong  enough  to  sit  up  a  few  minutes  so 
that  photographs  of  the  eyegrounds  could 
be  taken  (fig.  39).  The  nonprotein  nitrogen 
fell  gradually  (fig.  38)  :  on  the  twentieth 
hospital  day,  it  was  136  mg.  per  100  cc.  of 
blood,  on  the  twenty-seventh  day  108  mg., 
on  the  thirty-fourth  day  66  mg.,  on  the  forty- 
second  day  42  mg.  The  blood  pressure  read- 
ings from  the  twentieth  to  the  fiftieth  day 
averaged  123  systolic,  97  diastolic.  Eight 
days  before  discharge,  the  phenolsulfonph- 
thalein  excretion  at  the  end  of  one-half  hour 
was  0,  at  one  hour  7.5  per  cent,  at  one  and 
a  half  hours  5  per  cent,  at  two  hours  5  per 
cent ;  the  total  excretion  in  two  hours  was 
17.5  per  cent.  The  urine  contained  0.1-0.2 
Gm.  of  albumin  in  1000  cc. ;  the  hemoglobin 
was  66  per  cent,  red  blood  cells  3,300,000 ; 
chlorides  (as  sodium  chloride)  were  508  mg. 
per  100  cc.  of  plasma.  The  patient  was  feel- 
ing completely  well  and  was  gradually  re- 
gaining her  eyesight.  The  eyegrounds  were 
very  much  improved;  the  engorgement  and 
tortuosity  of  the  veins  were  decreasing,  the 
papilledema  was  subsiding,  and  there  were 
no  new  hemorrhages  or  exudates. 

The  patient  was  discharged  on  the  fifty- 
second  day  on  the  strict  rice  regime.  She 
followed  this,  except  for  six  eggs  taken  in 
the  last  week,  until  her  readmission  on  April 
28.  At  this  time,  she  was  feeling  "well  and 
healthy,"  and  said  that  she  had  had  no  head- 
ache and  had  been  doing. all  her  housework 
without  getting  tired.  Her  eyesight  was 
fully  restored.  Her  heart  size  was  at  the 
upper  limits  of  normal.  The  rhythm  was 
regular  and  there  were  no  murmurs.  Her 
blood  pressure  (average  of  seven  days)  was 
130  systolic,  102  diastolic.  The  nonprotein 
nitrogen  was  38  mg.  per  100  cc.  of  blood, 
the  hemoglobin  67  per  cent.  The  urine  con- 
tained only  a  trace  of  albumin  and  no  red 
blood  cells ;  the  benzidine  reaction  was  nega- 
tive. The  phenolsulfonphthalein  excretion 
was  about  20  per  cent  in  two  hours.  The 
total  nitrogen  excretion  in  the  urine  was  1.17 
Gm.  in  twenty-four  hours.  Examination  of 
the  eyegrounds  (fig.  39)  showed  the  discs 
sharply  outlined ;  the  papilledema  had  com- 
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CHRONIC  GLOMERULONEPHRITIS 


Fig.  39.  C.A.  (f.,  32).  Chronic  glomerulonephritis.  Rice  diet  started  February  2,  1943.  Disappear- 
ance of  papilledema,  hemorrhages,  exudates;  marked  decrease  of  venous  tortuosity  and  engorge- 
ment,   both    eyes. 


pletely  disappeared ;  hemorrhages  and  exu- 
dates had  been  absorbed,  leaving  some  pig- 
mentation and  scarring;  previously  tortuous 
and  engorged  veins  had  become  delicate  and 
straight. 

Patient  4.  Chronic  pyelonephritis  (total 
phenolsulfonphthalein  excretion  in  tico 
hours  9-25  per  cent);  hypertension  (234  sys- 
tolic, 144  diastolic);  vascular  retinopathy. 
No  improvement  on  salt-poor,  meat-free  diet. 
Example  of  decrease  of  high  blood  pressure 
to  normal  and  disappearance  of  retinal 
hemorrhages  and  heart  enlargement  on 
strict  rice  diet.  Elevation  of  blood  pressure 
following  too  liberal  modification  of  diet. 

A.E.H.  (B3008),  a  36  year  old  white 
farmer's  wife,  was  admitted  to  the  hospital 
on  April  5,  1943,  with  the  chief  complaints 
of  headache,  weakness,  failing  vision,  sub- 
sternal oppression,  and  exertional  dyspnea. 

History:  The  patient  had  had  mumps  and 


pneumonia  in  childhood,  malaria  at  the  age 
of  17,  and  influenza  at  20  and  36.  She  had 
been  pregnant  six  times,  had  had  three 
abortions,  and  had  three  living  children.  Her 
last  pregnancy  had  terminated  in  an  abor- 
tion in  the  sixth  month — July,  1942.  In  June 
and  July,  1942,  she  had  severe  headache, 
failing  vision,  moderate  edema,  and  high 
blood  pressure.  After  the  abortion,  her  blood 
pressure  was  said  to  have  decreased.  The 
headache  was  milder  for  one  month,  but 
there  was  no  increase  in  visual  acuity,  and 
generalized  weakness  persisted.  In  August, 
1942,  a  curettage  was  performed  at  the  local 
hospital  because  of  excessive  vaginal  bleed- 
ing. Her  blood  pressure  at  that  time  was 
said  to  be  normal.  She  continued  to  have 
moderate  headache  and  progressive  visual 
disturbances  until  the  end  of  September, 
when  the  headache  increased  in  severity. 
The  physician  whom  the  patient  consulted 
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about  her  eyesight  found  her  blood  pres- 
sure high  and  suggested  a  salt-poor,  meat- 
free  diet,  which  she  followed  with  no  relief. 
Starting  in  December,  1942,  she  had  contin- 
uous severe  headache,  blurred  vision,  noc- 
turia (five  to  six  times  nightly),  tachycardia, 
substernal  oppression,  and  exertional  dysp- 
nea, but  she  had  no  edema.  Her  blood  pres- 
sure was  said  to  have  remained  high  in  spite 
of  diet,  sedatives,  laxatives,  and  rest.  The  pa- 
tient was  unable  to  do  her  housework  be- 
cause of  weakness  and  headache. 

E. ram i nation:  Her  height  was  157  cm., 
her  weight  57  Kg.,  temperature  36.8  C, 
pulse  96,  respiration  20,  blood  pressure  246 
systolic,  159  diastolic.  There  was  no  edema. 
Acne  was  present  over  the  anterior  chest. 
Examination  of  the  eyes  showed  mydriasis 
and  moderate  photophobia ;  the  pupils  re- 
acted equally  to  light  and  accommodation. 
The  disc  margins  in  both  eyes  were  not 
quite  distinct.  The  arterioles  were  markedly 
constricted  ("silver-wire"  arterioles),  the 
veins  moderately  engorged.  Arteriovenous 
compression  and  several  hemorrhages  and 
patches  of  yellowish  exudate  were  present 
in  both  eyes.  The  inferior  nasal  turbinates 
were  swollen.  The  teeth  were  in  good  re- 
pair. The  lungs  showed  no  pathological  find- 
ings on  percussion  and  auscultation.  The 
heart  was  moderately  enlarged  to  the  right 
and  left.    The  sounds  were  loud  and  snap- 


ping; the  aortic  second  sound  was  louder 
than  the  pulmonic  second  sound;  no  mur- 
murs were  heard.  There  were  no  masses  or 
tenderness  in  the  abdomen ;  the  liver  was  not 
enlarged,  and  the  spleen  not  palpable.  The 
uterus  was  found  to  be  small  and  in  the 
mid-pelvis ;  there  was  a  mild  cervicitis.  Neu- 
rological examination  gave  no  pathological 
findings. 

A  chest  film  (fig.  40)  showed  the  diameter 
of  the  great  vessels  to  be  6.2  cm.,  the  trans- 
verse diameter  of  the  heart  11.9  cm.,  the 
internal  chest  diameter  26.8  cm.  The  elec- 
trocardiogram (fig.  41)  showed  diphasic  T- 
waves  in  lead  1  and  upright  T-waves  in 
leads  2  and  3 ;  the  angle  of  the  electrical 
axis  was  +  22  degrees.  A  flat  plate  of  the 
abdomen  did  not  show  any  stones. 

Accessory  clinical  findings:  The  hemo- 
globin was  97  per  cent,  red  blood  cells  4,960,- 
000,  white  blood  cells  6,040,  with  7  per  cent 
non-segmented  polymorphonuclears,  58  per 
cent  segmented  polymorphonuclears,  2  per 
cent  eosinophils,  5  per  cent  monocytes,  11 
per  cent  large  lymphocytes,  17  per  cent  small 
lymphocytes.  The  corrected  sedimentation 
rate  was  36  mm.  in  one  hour.  Serological 
tests  for  syphilis  were  negative.  The  non- 
protein nitrogen  was  46  mg.  per  100  cc.  of 
blood,  the  carbon  dioxide  combining  power 
of  the  plasma  49  volumes  per  cent.  The  total 
proteins  were  7.7  Gm.  per  100  cc.  of  plasma : 
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Fig.   40.    A.E.H.    Chronic   pyelonephritis.   Rice   di?t  started  April  13,  1943.  No  digitalis.  Reduction 
in  heart  size  with  change  in  transverse  diameter  of  21  per  cent. 
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Fig.  41.  A.E.H.  Chronic  pyelonephritis.  Rice  diet  started  April 
13,  1943.  No  digitalis.  Increase  in  angle  of  electrical  axis  from 
+  22°  to   +57°. 
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Fig.  12.  A.E.H.  Chronic  pyelonephritis.  Decrease  of  blood  pressure  to  normal 
in  2' 2  months  on  rice  diet.  Increase  of  blood  pressure  following  too  liberal 
modification  of  diet. 
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albumin  3.5  Gm„  globulin  4.2  Gm.,  albumin- 
globulin  ratio  0.83.  Chlorides  (as  sodium 
chloride)  were  574  mg.  per  100  cc.  of  plas- 
ma; calcium  was  8.7  mg.  per  100  cc.  of 
serum,  phosphorus  4.2  mg.,  cholesterol  270 
mg.  The  urine  had  a  specific  gravity  of  1.002- 
1.018,  and  contained  1-5  red  blood  cells  and 
3-35  white  blood  cells  per  high  power  field, 
and  many  granular  casts.  The  benzidine  re- 
action was  0-1  plus.  The  first  ten  albumin 
determinations  showed  an  average  excretion 
of  1.7  Gm.  per  1000  cc.  The  results  of  a 
phenolsulfonphthalein  test  were  as  follows: 
5  per  cent  excretion  at  first  half  hour,  2.5 
per  cent  at  one  hour,  2.5  per  cent  at  one  and 
a  half  hours,  less  than  2.5  per  cent  at  two 
hours ;  total  excretion  in  two  hours  less  than 
12.5  per  cent.  The  test  was  repeated  a  week 
later  and  showed  10  per  cent  excretion  at 
the  first  twenty-three  minutes,  5  per  cent  at 
forty-three  minutes,  5  per  cent  at  one  and 
a  half  hours,  less  than  2.5  per  cent  at  two 
hours;  total  excretion  in  two  hours  20-22.5 
per  cent. 

Impression :  Chronic  pyelonephritis  with 
hypertension,  vascular  retinopathy,  heart 
enlargement. 

Course :  After  five  days  of  strict  bed  rest 
on  a  diet  containing  65  Gm.  of  protein,  the 
blood  pressure  (average  from  the  fifth  to  the 
ninth  day)  was  234  systolic,  144  diastolic 
(fig.  42).  The  lowest  blood  pressure  readings 
during  sodium  amytal  sleep  were  190  sys- 
tolic, 130  diastolic  and  184  systolic,  138  "di- 
astolic. The  patient  complained  of  very  in- 
tense headache  every  day.  On  the  ninth  hos- 
pital day  the  rice  diet  was  begun  (2000 
calories,  fluids  limited  to  1500  cc,  after  two 
weeks  to  1000  cc).  The  blood  pressure  level 
remained  almost  unchanged  for  about  three 
weeks.  In  the  fourth  week,  first  the  systolic, 
then  the  diastolic  pressure  began  to  decrease 
gradually.  After  five  weeks  of  rice  diet  the 
blood  pressure  average  of  five  clays  was  150 
systolic,  119  diastolic.  The  plasma  chlorides 
(as  sodium  chloride)  at  this  time  were  507 
mg.  per  100  cc.  The  nonprotein  nitrogen  was 
42  mg.  per  100  cc.  of  blood.  The  albumin 
in  the  urine  had  decreased  to  an  average  of 
0.8  Gm.  per  1000  cc.  The  urine  sediment  con- 
tained a  great  number  of  white  blood  cells, 
but  no  red  blood  cells  or  casts.  There  were 
still  numerous  hemorrhages  in  both  eyes 
(fig.  43).  The  patient  was  discharged  on  the 
rice  diet  on  May  21,  1943,  feeling  very  much 
better.  The  headaches  from  which  she  had 
been  suffering  for  seven  months  had  become 


much  milder  after  two  weeks  of  the  diet  and 
had  completely  disappeared  after  four 
weeks. 

The  patient  continued  to  follow  the  rice 
diet,  to  which  some  non-leguminous  vege- 
tables were  added  early  in  July,  and  was 
occasionally  seen  in  the  hospital.  She  had 
no  headaches  and  no  substernal  oppression. 
Her  eyesight  improved  markedly.  The  retinal 
hemorrhages  were  absorbed.  The  blood  pres- 
sure decreased  almost  to  normal :  the  average 
level  from  June  22  to  July  3,  1943,  was  128 
systolic,  92  diastolic ;  from  August  21  to  25, 
1943,  118  systolic,  90  diastolic.  The  heart 
became  smaller  in  size,  with  a  change  in  the 
transverse  diameter  of  21  per  cent  (fig.  40). 
The  total  phenolsulfonphthalein  excretion  in 
two  hours  was  25  per  cent. 

On  October  7,  1943,  the  patient  was  re- 
admitted because  of  diarrhea,  anorexia,  and 
weakness.  Her  blood  pressure  at  that  time 
was  114  systolic,  82  diastolic.  The  trans- 
verse diameter  of  the  heart  was  10.05  cm. 
(as  against  11.9  cm.  six  months  before). 
The  electrocardiogram  showed  the  angle  of 
the  electrical  axis  to  be  +57  degrees  (as 
against  +22  degrees  six  months  before) . 
The  hemoglobin  was  78  per  cent,  the  non- 
protein nitrogen  35  mg.  per  100  cc.  of  blood ; 
the  chlorides  (as  sodium  chloride)  were  466 
mg.  per  100  cc.  of  serum,  the  total  proteins 
5.9  Gm.  per  100  cc.  of  plasma  (albumin  2.3 
Gm.,  globulin  3.6  Gm.).  The  total  nitrogen 
excretion  in  the  urine  was  0.94  Gm.  in  twen- 
ty-four hours. 

Sodium  chloride  (0.6  Gm.  to  3  Gm.  daily) 
was  added  to  the  diet  during  the  first  four- 
teen days.  On  the  eighth  hospital  day,  the 
temperature  rose  to  38.6  C.  A  catheterized 
specimen  of  urine  was  loaded  with  white 
blood  cells.  One  and  a  half  grams  of  sulfa- 
diazine and  1.8  Gm.  of  sodium  bicarbonate 
were  given  daily  for  seven  days.  After  five 
days,  the  temperature  returned  to  normal. 
The  hemoglobin  decreased  from  78  per  cent 
to  54  per  cent,  however,  and  sulfadiazine 
was  discontinued.  Because  of  persisting  diar- 
rhea (with  stool  cultures  negative  for  the 
typhoid-dysentery  group  of  bacilli,  staphylo- 
cocci, and  hemolytic  organisms)  2  Gm.  of 
sulfaguanidine  were  given  daily  for  eight 
days;  the  number  of  stools  decreased  to 
about  three  a  day. 

Since  the  patient  insisted  that  she  could 
not  eat  the  strict  rice  diet  any  longer,  toast, 
butter,  potatoes,  eggs,  chicken,  and  liver 
were  added  in  amounts  of  100-800  calories 
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Fig.  43.  A.E.H.    (f.,  36).    Chronic  pyelonephritis.  Rice   diet   started   April    13,    1943. 
arterioles.    Disappearance   of   hemorrhage,     right  eye. 


3-9-44 


"Silver-wire" 


daily,  yielding  an  extra  amount  of  protein 
of  10-26  Gm.  Her  blood  pressure,  which  for 
the  past  four  months  had  consistently  been 
at  a  level  of  110-130  systolic,  70-95  diastolic, 
rose  as  high  as  160  systolic,  112  diastolic  in 
the  fifth  hospital  week  and  averaged  143 
systolic.  104  diastolic  from  the  sixth  to  the 
eighth  hospital  week.  The  patient  went  home 
on  the  rice  diet,  supplemented  by  one  egg 


three  times  weekly,  and  2  ounces  of  beef, 
chicken,  liver,  or  fish  twice  weekly.  She  did 
not  follow  this  regime  strictly  but  ate  one 
egg  about  five  times  a  week,  and  2  ounces  of 
beef  or  chicken  four  times  a  week.  On  Janu- 
ary 18,  1944,  the  nonprotein  nitrogen  was 
41  mg.  per  100  cc.  of  blood  and  the  total 
proteins  were  7.1  Gm.  per  100  cc.  of  plasma. 
She  was  "feeling  strong  and  well"  and  had 
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been  working  around  the  house.  She  had  had 
no  headache  or  any  other  complaint.  Her 
blood  pressure,  however,  was  138  systolic, 
104  diastolic.  The  patient  was  warned  of  the 
possibility  of  a  recurrence  of  her  disease. 
Additions  to  the  basic  rice  diet  were  re- 
stricted to  carrots,  one  egg  twice  a  week,  and 
2  ounces  of  beef,  chicken,  liver,  or  fish  not 
more  than  twice  a  week. 


When  last  seen  on  March  8-10,  1944, 
she  had  been  following  this  diet.  She  was 
feeling  "healthier  than  ever  before"  and  do- 
ing all  her  work  as  a  housewife  and  mother 
of  three  children. 

The  findings  on  the  latest  examination 
compared  with  those  on  the  first  hospitaliza- 
tion here  were  as  follows : 


April,  1U3 


March,  lSUk 


Blood  pressure  (mm.  rig-.) 223/149  116/92 

(average  of  3  weeks) 

Lowest  blood  pressure  (mm.  Hg.)  in  Caffeine  given  when  sys- 

sodium  amytal   (0.6  Gm.)   sleep 187/134  folic  blood  pressure  fell 

below  72. 

Hemoglobin    (',    of   15.5   Gm.) 97  93 

RBC    (per   cubic   mm.) 4,960,000  4,400,000 

WBC   (per  cubic  mm.) 6,040  7,240 

NPN   (mg.  per  100  cc.  of  blood) 46  41 

Albumin   (Gm.  per  100  cc.  of  plasma) 3.5  3.3 

Globulin  (Gm.  per  100  cc.  of  plasma) 4.2  3.0 

Chlorides  (as  mg.  NaCl  per  100  cc.  of  plasma)- 574  552 

Calcium  (mg.  per  100  cc.  of  serum) 8.7  9.8 

Phosphorus  (mg.  per  100  cc.  of  serum) 4.2  2.6 

Cholesterol  (mg.  per  100  cc.  of  serum) 270  148 

Albumin  in  urine  (Gm.  per  1000  cc.) 1.65  0.28 

(average  of  3  weeks) 

PSP   ('I    excreted  in  two  hours) 12.5,  20-22.5  22 

Weight    (Kg.)    55.82  42.25 

Transverse   diameter  of   heart    (cm.) 11.9  10.1 

Diameter  of  great  vessels  (cm.) 6.2  5.2 

Angle  of  electrical  axis +22°  +57° 

Retinal  hemorrhages  ++  0 


Patient  5.  Nephrolithiasis;  chronic  pye- 
litis; terminal  uremic  stage  of  chronic  ne- 
phritis (total'  phenolsulf  onphthalein  excre- 
tion in  two  hours  5-10  per  cent);  "hyper- 
tensive vascular  disease"  (blood  pressure 
230-270  systolic,  130-160  diastolic);  vascular 
retinopathy  with  papilledema,  hemorrhages, 
and  exudates.  Example  of  decrease  of  high 
blood  pressure  and  nonprotein  nitrogen  and 
of  recovery  of  eyesight  with  disappearance 
of  papilledema,  hemorrhages,  and  exudates. 

O.P.  (A87953),  a  42  year  old  white  widow 
and  office  worker,  was  admitted  to  the  hos- 
pital on  July  16,  1942,  because  of  intense 
headaches  and  progressive  failure  of  vision. 

History :  The  patient  had  her  first  attack 
of  kidney  colic  at  the  age  of  18 ;  an  appen- 
dectomy was  performed  at  that  time.  Since 
then  she  had  had  repeated  attacks,  with 
fever,  chills,  nausea,  hematuria,  pyuria,  and 
occasional  passage  of  stones  (about  twenty 
in  all).  At  22  she  developed  hypertension 
and  eclamptic  convulsions  during  her  first 
pregnancy.  Her  second  and  last  pregnancy 
three  years  later  was  normal.  Both  her  chil- 
dren are  living.  When  she  was  37  an  oper- 
ation was  performed  for  the  removal  of  a 
calculus  obstructing  the  lower  portion  of  the 


right  ureter.  Two  years  later  three  stones 
were  removed  from  the  left  kidney  pelvis. 
No  stones  had  been  passed  since  then,  and 
she  had  had  only  two  more  attacks  of  kidney 
colic.  Except  for  these  attacks  of  acute  pain, 
she  had  had  very  few  symptoms  referable 
to  the  urinary  tract;  there  was  occasional 
nocturia,  but  no  burning  on  urination.  The 
systolic  blood  pressure  had  ranged  between 
150  and  180  from  the  age  of  22  until  "a 
few  years  ago" ;  since  then  the  blood  pres- 
sure had  been  "excessively  high."  She  had 
had  occasional  moderately  severe  headaches 
until  1941-42,  when  her  headaches  became 
very  severe  and  she  began  having  substernal 
oppression,  nocturnal  dyspnea,  gradual  loss 
of  vision,  and  occasional  slight  ankle  edema; 
she  lost  20  pounds  in  weight.  Since  January, 
1942,  her  systolic  blood  pressure  had  aver- 
aged 285 ;  after  two  weeks  of  bed  rest  it  was 
250.  Her  headache  became  still  worse  and 
was  only  temporarily  relieved  by  bromides 
and  phenobarbital ;  morphine  was  given  very 
rarely. 

Examination:  The  patient's  height  was 
157  cm.,  her  weight  54  Kg.,  temperature  37 
C,  pulse  80.  She  looked  very  ill  and  pale. 
There  was  no  edema.   She  was  unable  to  dis- 
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Fig.  44.  O.P.  (f.,  41).  Terminal  uremic  stage  of  chronic  pyelonephritis.  Rice  diet  started  July  23, 
1942.  Disappearance  of  papilledema,  hemorrhages;  marked  decrease  of  exudates,  arteriovenous 
compression,  venous  engorgement   and   tortuosity,  both  eyes. 


languish  objects,  but  could  distinguish  light 
and  dark.  Marked  bilateral  papilledema  was 
present,  and  there  were  numerous  patches  of 
exudate  and  numerous  hemorrhages 
throughout  both  fundi ;  the  arterioles,  where 
visible,  were  narrow  and  tortuous ;  the  veins 
were  tortuous  and  engorged :  there  was 
marked  arteriovenous  compression  (fig.  44). 
The  teeth  were  in  good  condition ;  the  phar- 
ynx was  clear.  The  veins  of  the  neck  were 


not  engorged.  The  lungs  were  clear  on  aus- 
cultation and  percussion.  The  heart  was 
slightly  enlarged  to  the  left ;  the  rhythm  was 
regular  and  no  murmurs  were  heard ;  the 
aortic  second  sound  was  loud.  The  blood 
pressure  range  was  230-270  systolic,  130- 
160  diastolic.  The  liver  was  not  enlarged  and 
the  spleen  not  palpable.  There  was  tender- 
ness over  both  kidneys.  A  chest  film  showed 
generalized   bronchial   thickening.   Films  of 
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NPN  (mg  par  100  cc  blood) 


Fig.  45.  O.P.  Terminal  uremic  stage  of  chronic 
pyelonephritis.  Decrease  of  nonprotein  nitrogen 
on  rice  diet.  Increase  of  nonprotein  nitrogen 
after  rice  diet  was  interrupted. 

the  abdomen  showed  a  collection  of  small 
stones  in  the  region  of  the  lower  calyx  of  the 
right  kidney  and  one  large  stone,  more  than 
1  cm.  in  diameter,  and  numerous  small  stones 
below  the  lower  calyx  of  the  left  kidney. 
Hydronephrosis  was  present  on  the  right. 
The  electrocardiogram  showed  inverted  T- 
waves  in  lead  1  and  a  splintered  QRS  com- 
plex in  lead  3 ;  the  angle  of  the  electrical  axis 
was  +55  degrees. 

Accessory  clinical  findings:  The  hemo- 
globin was  60-70  per  cent  and  there  were 
10,500  white  blood  cells.  The  nonprotein 
nitrogen  (fig.  45)  ranged  from  50-73  mg. 
per  100  cc.  of  blood ;  the  carbon  dioxide  com- 
bining power  of  the  plasma  was  48  volumes 
per  cent.  Total  proteins  were  5.8  Gm.  per 
100  cc.  of  plasma:  albumin  3.5  Gm.,  globulin 
2.3  Gm.,  albumin-globulin  ratio  1.5.  Chlo- 
rides (as  sodium  chloride)  were  556  mg.  per 
100  cc.  of  serum,  calcium  was  10.3  mg.,  phos- 
phorus 4.0  mg.,  phosphatase  4.3  Bodansky 
units.  The  serum  cholesterol  was  230  mg. 
per  100  cc.  The  urine  contained  a  moderate 
amount  of  albumin,  10-15  white  blood  cells 
per  high  power  field,  many  red  blood  cells, 
and  many  small  cocci  from  both  kidney 
pelves.  The  total  phenolsulfonphthalein  ex- 
cretion in  two  hours  was  5-10  per  cent. 

Impression:  Bilateral  nephrolithiasis; 
chronic  pyelonephritis  with  marked  de- 
crease of  the  renal  excretory  function ;  hy- 


pertension ;  vascular  retinopathy  with  papill- 
edema, hemorrhages,  and  exudates. 

Course:  The  patient  was  able  to  eat  only 
part  of  the  regular  hospital  diet  and  vomited 
frequently.  She  complained  of  intense  head- 
ache. Her  blood  pressure  during  the  first 
eight  days  averaged  257  systolic,  153  dias- 
tolic. The  rice  diet  (1800  calories,  1500  cc. 
of  fruit  juices)  was  started  on  the  ninth 
day,  July  23,  1942.  Oxygen  inhalation  was 
given  for  two  hours  three  times  a  day.  After 
a  few  days,  the  nausea  subsided,  and  the 
headache  became  less  intense.  After  sixteen 
days  both  nausea  and  headache  had  com- 
pletely disappeared,  the  blood  pressure  had 
decreased  to  a  level  of  190  systolic,  120 
diastolic,  and  there  were  no  new  retinal 
hemorrhages  or  exudates.  The  nonprotein 
nitrogen  remained  high  (average:  72  mg. 
per  100  cc.  of  blood). 

After  discharge  from  the  hospital  on 
August  14,  1942,  the  patient  continued  bed- 
rest and  followed  the  rice  regime,  with  the 
addition  of  non-leguminous  vegetables.  She 
was  readmitted  on  October  22,  1942.  She  had 
had  no  complaints  in  the  interval.  Her  head- 
ache had  never  recurred,  and  she  could  read 
fine  print  with  either  eye.  There  was  no 
papilledema ;  most  of  the  hemorrhages  and 
exudates  were  clearing  up  and  no  new  exu- 
dates or  hemorrhages  were  present;  the 
previously  engorged  and  tortuous  veins  were 
straighter  and  smaller  in  caliber;  more  ar- 
terioles were  visible,  and  there  was  less 
arteriovenous  compression.  The  blood  pres- 
sure was  200  systolic,  120  diastolic.  The 
hemoglobin  was  68  per  cent,  and  there  were 
3,480,000  red  blood  cells  and  6,000  white 
blood  cells.  The  nonprotein  nitrogen  was  31- 
35  mg.  per  100  cc.  of  blood,  the  urea  nitrogen 
14.9  mg.  Chlorides  (as  sodium  chloride) 
were  596  mg.  per  100  cc.  of  serum,  calcium 
was  10.0  mg.,  phosphorus  3.4  mg.,  cholesterol 
224  mg.  Total  proteins  were  5.1  Gm.  per  100 
cc.  of  plasma:  albumin  3.0  Gm.,  globulin  2.1 
Gm.,  albumin-globulin  ratio  1.4.  The  urine 
was  loaded  with  white  blood  cells;  there 
were  a  few  red  blood  cells,  and  a  2  plus  to 
4  plus  benzidine  reaction ;  albumin  excretion 
was  0.8-1.2  Gm.  per  1000  cc.  The  total 
phenolsulfonphthalein  excretion  in  two 
hours  was  7  per  cent.  Total  nitrogen  excre- 
tion was  1.59  Gm.  in  twenty-four  hours, 
urea  excretion  2.12  Gm.  in  twenty-four  hours 
(945  cc.  of  urine). 

The  patient  continued  the  rice  diet  with 
non-leguminous  vegetables  for  another  four 
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months;  she  felt  very  well  and  was  up  and 
around  a  great  part  of  the  day.  She  was  seen 
in  the  hospital  frequently.  Her  blood  pres- 
sure averaged  about  230  systolic,  130  dias- 
tolic, her  nonprotein  nitrogen  37-41  mg.  per 
100  cc.  of  blood ;  her  hemoglobin  ranged  be- 
tween 60  and  83  per  cent.  Total  phenolsul- 
fonphthalein  excretion  in  two  hours  was  10 
per  cent. 

On  February  14,  1943,  she  was  readmitted 
with  severe  kidney  colic  on  the  left  side,  the 
pain  radiating  anteriorly.  She  had  three  at- 
tacks of  precordial  pain  in  the  next  few  days. 
Her  temperature  was  37  C,  the  white  blood 
cell  count  8.450.  The  electrocardiogram 
showed  the  T-waves  in  lead  1  more  deeply 
inverted  than  on  January  8.  Her  nonprotein 
nitrogen  was  30-44  mg.  per  100  cc.  of  blood. 
She  had  no  recurrence  of  renal  colic  and, 
after  February  20,  no  pain.  Her  weight  re- 
mained unchanged,  and  she  had  no  visual 
disturbances.  Examination  of  the  eye- 
grounds  on  March  18,  1943  (after  eight 
months  on  a  rice  diet  with  non-leguminous 
vegetables)  showed  the  discs  sharply  out- 
lined. The  hemorrhages  and  most  of  the  exu- 
dates had  disappeared,  leaving  a  moderate 
amount  of  scarring;  the  tortuosity  of  the 
arterioles  had  diminished,  and  there  was 
less  arteriovenous  compression  and  no  en- 
gorgement or  tortuositv  of  the  veins  (fig. 
44). 

The  patient  continued  the  rice  diet  at  home 
and  felt  well  until  the  beginning  of  April, 
1943.  Then  she  began  having  repeated  at- 
tacks of  severe  kidney  colic,  and  substernal 
oppression,  nausea,  and  vomiting.  In  the 
early  part  of  May  visual  disturbances  re- 
curred. She  was  readmitted  to  the  hospital 
on  May  20  in  a  critical  condition,  with  edema 
of  the  ankles  and  face.  She  reported  that  the 
rice  regime  had  been  discontinued  in  April, 
and  milk,  eggs,  broth,  and  toast  had  been 
given  instead.  Her  temperature  w?as  37  C, 
her  pulse  100,  the  nonprotein  nitrogen  112 
mg.  per  100  cc.  of  blood,  the  carbon  dioxide 
combining  power  of  the  plasma  47  volumes 
per  cent.  The  hemoglobin  was  76  per  cent 
and  there  were  3,760,000  red  blood  cells  and 
9,200  white  blood  cells. 

For  the  first  few  days  she  was  unable  to 
take  anything  by  mouth.  She  was  given  800- 
1000  calories  daily  by  intravenous  glucose, 
and  was  digitalized.  On  May  25  anuria  de- 
veloped and  she  had  a  chill,  her  temperature 
rising  to  39.8  C.  Both  ureters  were  catheter- 
ized;  no  obstruction  was  found  on  the  right 


but  the  left  ureter  was  obstructed  by  a  large 
stone.  The  catheter  was  finally  passed  into 
the  kidney  pelvis  and  was  left  for  continu- 
ous drainage.  The  patient's  temperature  re- 
turned to  normal  and  she  began  to  take 
fruit  juices  and  small  amounts  of  fruit.  She 
felt  relatively  better  and  insisted  on  opera- 
tion. The  last  nonprotein  nitrogen  determin- 
ation before  operation  was  108  mg.  per  100 
cc.  of  blood. 

On  June  7,  1943,  pyelolithotomy  and  neph- 
rostomy were  performed  on  the  left  kidney. 
The  highest  nonprotein  nitrogen  after  op- 
eration (on  June  11)  was  140  mg.  per  100 
cc.  of  blood;  the  last  nonprotein  nitrogen 
determination  (on  June  17)  was  101  mg. 
per  100  cc.  of  blood.  An  infection  of  the 
nephrostomy  wound  set  in,  and  the  patient 
died  on  June  20,  1943. 

The  anatomical  diagnosis  was :  "Nephro- 
lithiasis. Marked  pyelonephritis,  hydroneph- 
rotic  atrophy,  right ;  marked  destruction  of 
tubules  and  glomeruli ;  secondary  endarter- 
itis obliterans.  Marked  chronic  pyelonephri- 
tis, moderate  hydronephrotic  atrophy,  left. 
Marked  endarteritis  obliterans  of  large  ves- 
sels of  pancreas.  Infection  of  nephrostomy 
wound  with  massive  perirenal  abscess  and 
acute  pyelitis  and  ureteritis.  Hemorrhagic 
infarct  of  lower  pole  of  left  kidney.  Infected 
infarct  of  spleen." 

Patient  6.  Terminal  stage  of  chronic 
nephritis  (total  phenolsulfonphthalein  ex- 
cretion iii  three  hours  less  than  1  per  cent); 
uremia  (nonprotein  nitrogen  156-17U  mg. 
per  100  cc.  of  blood);  hypertension  (blood 
pressure  223  systolic,  HI  diastolic);  vascu- 
lar /'( tinopathy.  Example  of  decrease  of  high 
blood  pressure,  nonprotein  nitrogen,  and 
cardiac  enlargement. 

J.K.  (B40490),  a  33  year  old  white  man 
was  admitted  to  the  hospital  on  November 
1,  1944.  with  the  chief  complaints  of  intense 
headache,  dizziness,  and  tinnitus. 

History:  The  patient  had  had  measles, 
mumps,  chickenpox,  and  whooping  cough  in 
childhood.  He  was  "always  healthy  and  well" 
except  for  occasional  sore  throats.  His  blood 
pressure  had  been  normal  in  1941.  In  1942, 
at  the  age  of  31,  he  began  having  spells  of 
slight  burning  on  urination,  "dull  low  back 
pain"  on  the  right  side  and  nocturia  three 
to  four  times  nightly.  In  the  spring  of  1943, 
there  was  a  gradual  onset  of  generalized 
malaise,  sleeplessness,  and  easy  fatigability. 
In  the  fall  he  developed  ankle  edema  which 
persisted  until  the  spring  of  1944.  when  he 
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had  to  give  up  his  work  as  a  painter.  During 
all  of  1944,  he  was  conscious  of  a  smother- 
ing sensation  when  he  was  walking  or  lying 
flat  in  bed.  He  noticed  occasional  puffiness 
around  the  eyes,  increasing  weakness,  and 
blurring  of  vision.  He  was  told  that  he  had 
high  blood  pressure  (220  systolic),  kidney 
disease,  and  anemia.  After  "several  blood 
transfusions  and  liver  injections"  he  felt 
temporarily  "stronger,"  but  there  was  no 
improvement  in  the  anemia,  and  his  blood 
pressure  remained  high.  In  May,  1944,  his 
physician  placed  him  on  a  slightly  modified 
rice  diet.  However,  after  an  attack  of  dys- 
uria,  frequency,  and  back  pain,  the  diet  was 
discontinued.  Further  blood  transfusions 
were  given  (making  a  total  of  nine)  as  well 
as  vitamins,  iron,  and  sedatives.  For  two 
weeks  preceding  admission,  he  had  consider- 
able distress  from  "throbbing  headaches," 
dizziness,  and  tinnitus. 

Examination:  The  patient's  height  was 
180  cm.,  his  weight  71.2  Kg.,  temperature 
37  C,  pulse  88,  respiration  22,  blood  pres- 
sure 250  systolic,  130  diastolic.  He  was  a 
well  developed,  pale  man  who  appeared 
chronically  ill  and  had  a  strongly  uremic 
odor.  There  was  no  edema.  The  pupils  re- 
acted well  to  accommodation  and  light ;  the 
discs  were  blurred,  and  the  arterioles  tortu- 
ous; silvery  and  cottony  exudates  were  scat- 
tered throughout  both  fundi.  The  nasal  sep- 


tum was  deflected  and  breathing  space  was 
inadequate  bilaterally.  Several  teeth  were 
carious;  the  tongue  was  coated,  the  tonsils 
moderately  enlarged.  The  lungs  were  clear. 
The  heart  was  enlarged  to  the  left.  A  blow- 
ing apical  systolic  murmur  was  heard,  and 
the  aortic  second  sound  was  accentuated. 
The  liver  was  felt  at  the  costal  margin  and 
descended  two  fingers'  breadth  on  deep  in- 
spiration. The  spleen  was  not  palpable.  There 
was  no  tenderness  in  either  kidney  region. 

Accessory  clinical  findings:  The  hemo- 
globin was  53  per  cent,  red  blood  cells  2,490,- 
000,  white  blood  cells  7,280  with  71  per  cent 
segmented  polymorphonuclears,  1  per  cent 
eosinophils,  28  per  cent  small  lymphocytes. 
The  corrected  sedimentation  rate  '  was  10 
mm.  in  one  hour,  the  reticulocyte  count  0.6 
per  cent,  the  hematocrit  reading  17.4  vol- 
umes per  cent.  Serological  tests  for  syphilis 
were  negative.  The  nonprotein  nitrogen  was 
156-174  mg.  per  100  cc.  of  blood,  the  urea 
nitrogen  105  mg. ;  the  blood  sugar  was  112 
mg.  per  100  cc.  Chlorides  (as  sodium  chlo- 
ride) were  544  mg.  per  100  cc.  of  plasma; 
calcium  was  8.0  mg.  per  100  cc.  of  serum, 
phosphorus  7.3  mg.,  cholesterol  295  mg.  The 
total  proteins  were  6.8  Gm.  per  100  cc.  of 
plasma:  albumin  4.0  Gm.,  globulin  2.8  Gm., 
albumin-globulin  ratio  1.4.  The  urine  con- 
tained 60-75  red  blood  cells  and  1-2  white 
blood  cells  per  high  power  field,  occasional 
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Fig.  46.  J.K.  Terminal  uremic  stage  of  chronic  nephritis.  Rice  diet  started  November  1,  1944.  No 
digitalis.  Reduction  in  heart  size  with  change  in  transverse  diameter  of  9  per  cent.  Right  side  of 
ascending  aorta  less  bulging. 
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epithelial  cells,  and  occasional  granular  and 
hyaline  casts.  The  average  albumin  excre- 
tion in  the  first  five  days  was  5  Gm.  per  1000 
cc.  Tests  for  sugar  gave  a  trace  to  a  2  plus 
reaction.  The  concentration-dilution  test 
showed  a  range  of  1.011-1.014.  In  the  phenol- 
sulfonphthalein  test  no  dye  appeared,  al- 
though collections  were  made  every  thirty 
minutes  for  three  hours ;  when  the  test  was 
repeated,  only  a  faint  trace  of  the  dye  ap- 
peared in  the  ninety  minute  specimen,  al- 
though collections  were  again  made  every 
thirty  minutes  for  three  hours.  The  total 
nitrogen  excretion  was  5.9  Gm.,  the  urea  ex- 
cretion 7.2  Gm.,  and  the  chloride  excretion 
1.27  Gm.  in  trwenty-four  hours  (1140  cc.  of 
urine). 

A  chest  plate  showed  the  lungs  clear,  the 
heart  enlarged :  the  transverse  diameter  was 
15.1  cm.  (fig.  46),  and  the  internal  diameter 
of  the  chest  33.7  cm.  The  report  on  a  fiat 
plate  of  the  abdomen  was  as  follows :  "Liver 
somewhat  enlarged.  Left  kidney  elongated."' 
The  electrocardiogram  showed  the  T-waves 
in  lead  1  inverted,  in  leads  2  and  3  upright, 
in  lead  4  diphasic ;  the  angle  of  the  electrical 
axis  was  —11  degrees. 

Impression :  Terminal  uremic  stage  of 
chronic  nephritis;  hypertension;  cardiac  en- 
largement ;  vascular  retinopathy. 

Course:  The  patient  was  immediately 
started  on  a  2400  calorie  rice  diet  with  fluids 
limited  to  1000  cc.  of  fruit  juices.  He  was 
kept  on  strict  bed  rest;  no  digitalis  or  other 
medication  was  given.  During  the  four 
weeks  he  stayed  in  the  hospital,  his  blood 
pressure  (fig.  47)  decreased  from  223  sys- 
tolic, 141  diastolic  (average  of  the  first 
week)  to  197  systolic,  121  diastolic  (average 
of  the  fourth  week).  By  the  twenty-seventh 
hospital  day  the  nonprotein  nitrogen  had 
decreased  from  156-174  mg.  per  100  cc.  of 
blood  to  84  mg.,  the  urea  nitrogen  from  105 
mg.  per  100  cc.  of  blood  to  48.4  mg.,  the  urea 
ratio  from  67.3  to  57.6  per  cent,  the  plasma 
chlorides  (as  sodium  chloride)  from  544  to 
466  mg.  per  100  cc.  There  were  only  2-4  red 
blood  cells  per  high  power  field  in  the  urine; 
the  amount  of  albumin  excreted  remained 
about  the  same.  The  weight  had  decreased 
from  71.25  to  67.2  Kg. 

The  patient  continued  the  rice  diet  at  home 
for  six  more  weeks  and  was  in  bed  for  about 
twenty-two  hours  every  day.  He  felt  much 
better  and  "like  a  different  person."  He  had 
had  no  dysuria.  frequency,  or  back  pain,  and 
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Fig.  47.  J.K.  Terminal  uremic  stage  of  chronic 
nephritis.  Decrease  of  blood  pressure  and  non- 
protein nitrogen  in  2  months  on  rice  diet. 

no  dyspnea  or  orthopnea.  The  headaches, 
dizziness,  and  tinnitus  had  disappeared ;  his 
vision  had  improved. 

When  he  was  re-examined  on  January  8- 
13,  1945,  his  weight  was  65  Kg.,  temperature 
37  C,  pulse  80,  respiration  22,  blood  pres- 
sure 164  systolic,  106  diastolic  (average  of 
five  days).  The  optic  discs  were  sharply  out- 
lined, but  numerous  small  silvery  exudates 
were  still  present.  The  heart  was  smaller 
in  size  (fig.  46)  :  there  had  been  a  9  per  cent 
change  in  the  transverse  diameter  since  No- 
vember 3,  and  the  right  side  of  the  ascending 
aorta  was    less  bulging.    The    electrocardio- 
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gram  showed  the  T-waves  in  leads  1  and  2 
inverted,  in  lead  4  diphasic;  the  angle  of  the 
electrical  axis  was  +15  degrees.  The  liver 
was  not  enlarged.  The  hemoglobin  was  50 
per  cent,  red  blood  cells  2,500,000,  white 
blood  cells  7,000,  reticulocytes  0.7  per  cent. 
The  corrected  sedimentation  rate  was  0  mm. 
in  one  hour.  The  nonprotein  nitrogen  was 
60-66  mg.  per  100  cc.  of  blood,  the  urea  nitro- 
gen 34.1  mg.,  the  urea  ratio  51.7  per  cent. 
Total  proteins  were  6.8  Gm.  per  100  cc.  of 
plasma:  albumin  3.7  Gm.,  globulin  3.1  Gm., 
albumin-globulin  ratio  1.2.  Chlorides  (as 
sodium  chloride)  were  452  mg.  per  100  cc. 
of  plasma;  calcium  was  9.4  mg.  per  100  cc. 
of  serum,  phosphorus  5.2  mg.,  cholesterol 
212  mg.  Blood  sugar  was  123  mg.  per  100 
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cc.  The  urine  contained  3.6  Gm.  of  albumin 
per  1000  cc,  4-12  white  blood  cells  per  high 
power  field,  occasional  red  blood  cells,  no 
casts,  and  no  sugar.  Total  nitrogen  excretion 
in  twenty-four  hours  (1710  cc.  of  urine)  was 
3.1  Gm.,  urea  excretion  0.3  Gm.,  chloride  ex- 
cretion (as  sodium  chloride)  0.27  Gm.  In 
the  phenolsulfonphthalein  test,  no  dye  ap- 
peared in  the  first  one  and  a  half  hours,  and 
only  a  trace  of  the  dye  appeared  in  the  three- 
hour  specimen. 

The  patient  was  advised  to  continue  the 
strict  rice  regime  and  to  rest  at  least  twenty 
hours  a  day  for  another  eight  weeks. 

Findings  on  re-examination,  compared 
with  findings  at  the  beginning  of  the  rice 
diet,  are  as  follows : 
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Patient  7.  Nephrolithiasis;  chronic  ne- 
phritis (total  phenolsulfonphthalein  excre- 
tion in  two  hours  18-35  per  cent) ;  "hyper- 
tensive vascular  disease"  (blood  pressure  188 
systolic,  111  diastolic);  vascular  retin- 
opathy; anemia.  Example  of  decrease  of 
high  blood  pressure  and  nonprotein  nitro- 
gen to.  normal,  disappearance  of  7\  inver- 
sion, heart  enlargement,  and  retinal  hemor- 
rhages and  exudates. 

J.A.G.  (A98258),  a  52  year  old  white  cot- 
ton mill  worker  was  admitted  to  the  hospital 
on  January  XX,  1943.  His  chief  complaints 
were  weakness,  dizziness,  headache,  and  fail- 
ing vision. 

History:  The  patient  had  had  measles, 
chickenpox,  mumps,  whooping  cough,  and 
typhoid  fever  in  childhood.  Varicose  veins 
and  ulcers  had  been  present  on  both  legs 
since  adolescence.  In  1929  he  had  an  appen- 
dectomy and  a  left  inguinal  herniorrhaphy. 
Since  about  1938  he  has  had  an  indirect  right 


inguinal  hernia.  In  1932  he  had  an  attack  of 
renal  colic  on  the  left  side,  with  "pus  in  the 
urine."  In  1940  erysipelas  of  the  left  leg  de- 
veloped and  he  was  told  again  that  he  had 
"pus  on  the  kidneys."  Since  that  time  he  has 
had  nocturia  (six  times  nightly).  There  had 
been  no  edema  and  no  hypertension  until 
1941,  when  he  had  a  "bad  cold"  and  his  blood 
pressure  was  found  to  be  "over  200."  Short- 
ly afterwards  he  began  having  generalized 
throbbing  headaches,  accompanied  by  dizzi- 
ness, some  nausea  and  vomiting,  and  blur- 
ring of  vision  with  occasional  "blind  spells." 
The  systolic  blood  pressure  then  ranged  from 
180  to  210.  He  had  no  dyspnea  or  precordial 
pain.  Edema  of  the  ankles  and  hands,  and 
puffiness  of  the  face  and  eyelids  developed. 
He  had  to  stop  working  about  three  weeks 
before  admission  to  the  hospital. 

Examination  :  The  patient  was  a  pale  man 
appearing  chronically  ill.  His  height  was  179 
cm.,  his  weight  65  Kg.,  temperature  37.2  C, 
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Fig.  48.  J.A.G.  (m.,  52).  Nephrolithiasis,  chronic  nephritis,  "hypertensive  vascular  disease."  Rice 
diet  started  January  21,  1948.  Disappearance  of  hemorrhages,  exudates,  right  eye;  of  edema  and 
venous  tortuosity,  both  eyes. 


pulse  68,  respiration  18,  blood  pressure  220 
systolic,  120  diastolic.  Moderate  pitting  ede- 
ma of  the  feet  and  ankles  and  some  puffiness 
of  the  eyelids  were  noted.  He  had  a  slight 
nephritic  stare.  The  pupils  were  equal  and 
reacted  well  to  light  and  accommodation. 
The  eyegrounds  (fig.  48)  showed  moderate 
diffuse  edema  around  both  discs,  blurred  disc 
margins,  and  narrowed,  "silverish,"  and 
tortuous  arterioles.  Arteriovenous  compres- 


sion and  scattered  fresh  hemorrhages  were 
seen  in  both  eyes.  There  were  a  few  exudates 
in  the  left  eye,  and  several  in  the  right  eye. 
The  patient  had  marked  dental  caries  and 
pyorrhea.  The  tonsils  were  small.  The  veins 
of  the  neck  were  very  slightly  distended ; 
the  thyroid  was  not  enlarged.  A  few  moist 
rales  were  heard  at  the  base  of  the  left  lung. 
The  heart  was  enlarged  to  the  left  and  right ; 
the  rhythm  was  regular;  the  sounds  were 


March,   1945 


RICE  DIET— KEMPNER 


147 


16. 7cm 


28.5  cm. 


12.1 


28.5  cm 


1-12-43 


195/104  MM.HG. 


6-22-43 


I48/96MM.HG. 


Fig.  49.  J.A.G.  Nephrolithiasis,  chronic  nephritis,  "hypertensive  vascular  disease."  Rice  diet 
started  January  21,  1943.  No  digitalis.  Reduction  in  heart  size  with  change  in  transverse  diameter 
of  38  per  cent. 


loud,  and  there  was  a  soft  apical  murmur. 
The  liver  was  palpable  4  cm.  below  the  costal 
margin  and  was  moderately  tender.  The 
spleen  was  not  palpable,  and  there  was  no 
tenderness  in  either  kidney  region.  A  right 
inguinal  hernia  was  easily  reducible.  The 
prostate  was  slightly  enlarged.  The  skin  of 
both  legs  showed  pigmentation  from  ulcers 
and  dermatitis.  The  neurological  examina- 
tion gave  no  pathological  findings. 

X-ray  examination  showed  marked  alve- 
olar absorption  in  both  jaws  and  root  infec- 
tion in  two  incisors.  Many  teeth  were  cari- 
ous. Some  thickening  of  the  membrane  was 


seen  in  the  left  antrum,  and  a  shadow 
(polyp  ?)  in  the  floor.  The  transverse  diam- 
eter of  the  heart  was  16.7  cm.  (fig.  49)  ;  the 
aorta  was  tortuous.  The  lung  fields  were 
clear.  A  flat  plate  of  the  abdomen  and  a 
retrograde  pyelogram  were  reported  as  fol- 
lows :  "Urinary  tract  indistinct.  Opaque 
shadow  overlying  left  kidney  (appears  to 
be  stone)."  "Calyces,  pelves,  ureters  normal 
except  for  stone  in  superior  calyx,  left.  Blad- 
der small,  outline  irregular."  The  electro- 
cardiogram showed  a  normal  sinus  rhythm 
and  inverted  T-waves  in  lead  1 ;  the  angle 
of  the  electrical  axis  was  +3  (fig.  50). 
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Fig.  50.  J.A.G.  Nephrolithiasis,  chronic  nephritis,  "hypertensive  vascular 
disease."  Rice  diet  started  January  21,  1943.  No  digitalis.  Increase  in 
angle  of  electrical  axis  from  +3    to  4-46°.   Inverted  Tx  has  become  upright. 
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Accessory  clinical  findings:  The  hemo- 
globin was  57  per  cent,  and  there  were  2,- 
820,000  red  blood  cells  and  7,600  white  blood 
cells  with  1  per  cent  juvenile  polymorphonu- 
clears, 2  per  cent  non-segmented  polymor- 
phonuclears, 63  per  cent  segmented  poly- 
morphonuclears, 1  per  cent  eosinophils,  7 
per  cent  monocytes,  8  per  cent  large  lymph- 
ocytes, 18  per  cent  small  lymphocytes.  The 
corrected  sedimentation  rate  was  3  mm.  in 
one  hour.  Serological  tests  for  syphilis  were 
negative.  The  nonprotein  nitrogen  was  46 
rag.  per  100  cc.  of  blood.  Chlorides  (as  sodi- 
um chloride)  were  582  mg.  per  100  cc.  of 
plasma,  calcium  was  8.6  mg.  per  100  cc.  of 
serum,  phosphorus  2.2  mg.,  cholesterol  225 
mg.  Total  proteins  were  6.1  Gm.  per  100  cc. 
of  plasma  (albumin  3.4  Gm.,  globulin  2.7 
Gm.,  albumin-globulin  ratio  1.2).  The  urine 
was  loaded  with  red  blood  cells  and  con- 
tained occasional  white  blood  cells  and  gran- 
ular and  hyaline  casts;  the  benzidine  reac- 
tion was  4  plus,  the  reaction  for  albumin  3 
plus,  the  reaction  for  sugar  negative.  A 
culture  from  the  urine  of  the  right  ureter 
was  positive  for  Bacillus  pyocyaneus.  The 
results  of  the  phenolsulfonphthalein  test  were 
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Fig.  51.  J.A.G.  Nephrolithiasis,  chronic  nephritis,  "hypertensive 
vascular  disease."  Decrease  of  blood  pressure  to  normal  in  eight 
weeks  on  rice  diet.  Moderate  increase  of  blood  pressure  following 
too  liberal  modification  of  diet. 


as  follows :  Appearance  time  five  minutes ; 
excretion  at  the  end  of  the  first  half  hour  10 
per  cent,  at  one  hour  5  per  cent,  at  one  and 
a  half  hours,  2.5  per  cent,  at  two  hours  2.5 
per  cent ;  the  total  execretion  in  two  hours 
20  per  cent.  The  concentration-dilution  test 
showed  a  range  of  specific  gravity  from 
1.011  to  1.013. 

Impression :  Nephrolithiasis,  left;  chronic 
nephritis ;  "hypertensive  vascular  disease" ; 
cardiac  enlargement ;  T]  inversion  ;  vascular 
retinopathy;  hypochromic  anemia. 

Course:  For  the  first  ten  hospital  days  the 
patient  was  on  a  65  Gm.  protein  house  diet 
with  1500  cc.  of  fluids.  No  digitalis  or  other 
medication  was  given.  His  blood  pressure 
during  this  time  averaged  188  systolic,  111 
diastolic  (fig.  51).  His  nonprotein  nitrogen 
on  the  ninth  day  was  58  mg.  per  100  cc.  of 
blood,  the  chlorides  (as  sodium  chloride) 
were  602  mg.  per  100  cc.  of  plasma.  His 
weight  was  60.25  Kg.  From  the  eleventh  hos- 
pital day  until  discharge  (on  the  twenty- 
third  hospital  day)  the  patient  was  on  the 
rice  diet  (2000  calories,  1500  cc.  of  fruit 
juices).  His  blood  pressure  level  at  discharge 
was  169  systolic,  112  diastolic,  his  nonpro- 
tein nitrogen  39  mg.  per 
100  cc.  of  blood,  his  hemo- 
globin 71  per  cent.  The 
urine  contained  few  red 
blood  cells  per  high  power 
field;  the  benzidine  reac- 
tion was  negative.  One 
and  a  half  grams  of  albu- 
min  were  excreted  in 
twenty-four  hours. 

The  patient  followed  the 
rice  diet  strictly  at  home 
for  six  weeks.  He  felt  very 
well,  except  for  occasional 
mild  frontal  headaches,  a 
few  episodes  of  epistaxis. 
and  a  short  period  of 
nervousness  and  insomnia. 
His  vision  was  still  im- 
paired. At  readmission 
(March  16-23,  1943)  his 
average  blood  pressure 
was  136  systolic,  91  dias- 
tolic (fig.  51).  His  hemo- 
globin was  80-86  per  cent, 
red  blood  cells  3,460,000- 
4,290,000.  the  corrected 
sedimentation  rate  17  mm. 
in  one  hour.  The  nonpro- 
tein   nitrogen    was    37-40 
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mg.  per  100  cc.  of  blood,  chlorides  (as  sodium 
chloride)  were  490  mg.  per  100  cc.  of  plasma, 
calcium  was  8.9  mg.  per  100  cc.  of  serum, 
phosphorus  4.3  mg.,  cholesterol  160  mg.  To- 
tal proteins  were  7.1  Gm.  (albumin  3.1  Gm., 
globulin  4.0  Gm.).  The  urine  contained  rare 
white  blood  cells,  no  red  blood  cells,  no  casts, 
and  only  a  slight  trace  of  albumin ;  the  benzi- 
dine reaction  was  negative.  The  total  nitro- 
gen excretion  was  3.44  Gm.  in  twenty-four 
hours,  the  urea  excretion  4.92  Gm.  in  twenty- 
four  hours  (1645  cc.  of  urine).  The  results  of 
the  phenolsulfonphthalein  test  were  as  fol- 
lows :  Appearance  time  ten  minutes ;  excre- 
tion at  the  end  of  the  first  half  hour  15  per 
cent,  at  one  hour  10  per  cent,  at  one  and  a 
half  hours  5  per  cent,  at  two  hours  5  per 
cent;  total  excretion  in  two  hours  35  per 
cent.  The  eyegrounds  showed  marked  de- 
crease of  peripapillary  edema  and  less  arteri- 
ovenous compression.  Most  of  the  hemor- 
rhages and  exudates  present  in  January  had 
been  absorbed,  but  there  were  still  a  few 
scattered  through  both  retinae.  The  electro- 
cardiogram showed  the  T-waves  in  lead  1  to 
be  diphasic,  those  in  lead  4  inverted;  the 
angle  of  the  electrical  axis  was  +27  degrees 
(fig.  50).  A  chest  film  showed  the  lungs 
clear,  the  aorta  tortuous,  the  heart  size 
"within  normal  limits"  (transverse  diameter 
13.1  cm.). 

The  patient  was  advised  to  continue  the 
rice  diet  at  home  for  another  five  months; 
he  returned  twice  to  the  hospital  for  re- 
examination during  this  period.  He  was  com- 
pletely asymptomatic  (except  for  an  episode 
of  abdominal  pain  followed  by  weakness  of 
about  five  days'  duration)  and  went  back  to 
work  as  a  janitor  and  night  watchman  in  a 
cotton  mill.  His  blood  pressure  remained  at 
a  level  of  145  systolic,  97  diastolic  (average 
of  eight  readings  during  the  two  admis- 
sions). His  weight  was  57.4-57.25  Kg.,  the 
hemoglobin  87-89  per  cent,  the  nonprotein 
nitrogen  49-50  mg.  per  100  cc.  of  blood  ;  chlo- 
rides (as  sodium  chloride)  were  500  mg.  per 
100  cc.  of  serum  (in  June)  and  475  mg.  per 
100  cc.  of  plasma  (in  August).  Calcium  was 
10.0-10.1  mg.  per  ,100  cc.  of  serum,  phos- 
phorus 3.3-2.7  mg.,  cholesterol  124  mg.  Total 
proteins  were  6.8-6.3  Gm.  per  100  cc.  of  plas- 
ma ;  the  albumin-globulin  ratio  was  0.70- 
0.96.  The  urine  contained  0-3  red  blood  cells 
and  0-8  white  blood  cells  per  high  power 
field,  and  rare  granular  and  hyaline  casts ; 
the  benzidine  reaction  was  negative.  The 
average  albumin  excretion  during  three  days 


in  August  was  0.27  Gm.  per  1000  cc.  of 
urine;  the  total  nitrogen  excretion  was  4.8 
Gm.  in  twenty-four  hours  in  June,  1.7  Gm. 
in  August;  the  urea  excretion  was  7.1  Gm. 
in  twenty-four  hours  in  June,  1.73  Gm.  in 
August.  The  total  phenolsulfonphthalein  ex- 
cretion in  two  hours  was  21  per  cent.  Exam- 
ination of  the  eyegrounds  showed  the  discs 
sharply  outlined ;  the  edema  had  completely 
disappeared  and  the  tortuosity  and  engorge- 
ment had  decreased ;  all  the  hemorrhages  and 
exudates  were  absorbed.  A  chest  film  showed 
the  transverse  diameter  of  the  heart  to  be 
12.1  cm.  (fig.  49).  The  electrocardiogram 
showed  the  T-waves  in  leads  1  and  4  to  be 
normally  upright ;  the  angle  of  the  electrical 
axis  was  +44  degrees  (fig.  50). 

After  the  fourth  admission,  August  23-28, 
1943  (seven  months  after  the  rice  regime 
was  started),  non-leguminous  vegetables 
were  added  to  the  diet.  The  patient  was  re- 
examined November  29  -  December  3,  1943. 
He  had  been  feeling  very  well  and  working 
six  days  a  week.  There  had  been  no  weak- 
ness, no  urinary  tract  symptoms,  and  no 
visual  disturbances.  On  this  examination  his 
blood  pressure  averaged  128  systolic,  91  di- 
astolic ;  his  weight  was  58.2  Kg. ;  the  hemo- 
globin was  79  per  cent,  red  blood  cells  3,900,- 
000 ;  the  nonprotein  nitrogen  was  46  mg  per 
100  cc.  of  blood;  the  total  proteins  were  6.5 
Gm.  per  100  cc.  of  plasma.  The  transverse 
diameter  of  the  heart  was  13.2  cm.,  the  angle 
of  the  electrical  axis  +49  degrees.  He  re- 
mained on  the  rice  diet  plus  non-leguminous 
vegetables  for  the  next  three  months.  When 
he  returned  for  re-examination  on  March 
10,  1944,  he  reported  that  in  the  interval 
he  had  had  several  teeth  extracted,  and  had 
had  a  head  cold  and  an  accidental  cut  in  the 
arm  with  profuse  bleeding;  but  he  was  com- 
pletely asymptomatic  with  regard  to  his 
hypertensive  cardiovascular  disease  and  was 
feeling  "strong  and  well."  He  had  been  work- 
ing eight  hours  daily.  The  diet  was  further 
modified  by  the  addition  of  1  ounce  of  beef, 
chicken,  liver,  or  fish  four  times  a  week. 

On  May  22,  1944,  he  was  re-admitted  for 
the  sixth  time  because  of  a  recurrence  of  the 
dermatitis  on  the  leg,  which  healed  well  with 
elevation  of  the  leg  and  the  application  of 
saline  compresses  and  gentian  violet.  The 
average  blood  pressure  during  the  six  days 
in  the  hospital  was  153  systolic,  98  diastolic. 
The  patient  was  advised  not  to  eat  more  than 
2   ounces   of  meat  per  week  for   the   time 
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being.    He    still    was    feeling    "strong  and  increased.    A  barium  enema    and  a    gastro- 

healthy,"  and  was  working  full  time.  intestinal    series    were    reported    negative. 

On   September   13,    1944,   he   noticed   the  The  preliminary  impression  was  "catarrhal 

onset    of    painless    jaundice    with    general  jaundice." 

weakness.  He  was  re-admitted  on  September  One  hundred  grams  of  chicken  (about  20 

18  with  marked  jaundice.  The  bilirubin  was  Gm.  of  protein)   per  day  was  added  to  the 

20.1  mg.  per  100  cc.  of  serum  and  increased  strict  rice   diet.     Fluids   were   increased   to 

to  30.5   mg.   on   September  29,   then   grad-  1600  cc.  daily  (1200  cc.  of  fruit  juices,  plus 

ually  decreased  to  4.4  mg.  on  October  23.  The  200  cc.  of  20  per  cent  dextrose  with  addi- 

liver  could  be  felt  2-4  fingers'  breadth  below  tional  vitamins  B  and  C  and  Hykinone  intra- 

the  costal  margin  and  was  slightly  tender  venously  twice  a  day).  He  was  given  0.6  Gm. 

to  palpation.   The  blood  pressure  was   120  of  choline  chloride    three  times  daily    and 

systolic,   80  diastolic.   The  hemoglobin   was  kept  on  strict  bed  rest.  His  average  blood 

85  per  cent,  red  blood  cells  3,600,000,  white  pressure  was  127  systolic,  83  diastolic.    The 

blood  cells  7,000;   the   nonprotein  nitrogen  angle  of  the  electrical  axis  was  +53  degrees, 

was  45  mg.  per  100  cc.  of  blood,  the  urea  He  was  discharged  on  October  23  and  told 

nitrogen  22.6  mg.   Total  proteins  were  7.5  to  stay  in  bed  and  continue  the  rice  diet,  in- 

Gm.  per  100  cc.  of  plasma  (albumin  3.2  Gm.,  eluding  non-leguminous  vegetables  and  100 

globulin    4.3  Gm.).    Chlorides    (as    sodium  Gm.  of  chicken  daily.    Upon  reexamination 

chloride)  were  480  mg.  per  100  cc.  of  plas-  (December  6-7,  1944),  he  was  "feeling  per- 

ma,  phosphorus  was  4.1  mg.  per  100  cc.  of  fectly  well."    The  serum  bilirubin  was   1.1 

serum,  cholesterol  117  mg.  The  urine  showed  mg.  per  100  cc.    The  liver  had  decreased  in 

an  occasional  granular  cast;  the  benzidine  size,  the  edge  being  palpable  only  on  deep 

reaction  was    negative.    Albumin    excretion  inspiration.    A  gallbladder  series  showed  a 

was  0.6  Gm.  per  1000  cc.  of  urine.  The  test  "poorly     functioning     gallbladder     without 

for    urobilinogen    was    negative    for    about  stones."   The   blood   pressure   averaged   134 

twelve  days,  then  strongly  positive.  The  re-  systolic,  92  diastolic.  The  angle  of  the  elec- 

sults  of  the  bromsulfalein  test  (5  mg.  of  dye  trical  axis    had    decreased    to  +12  degrees, 

per  kilogram  of  weight)    were  as    follows:  The  patient  was  advised    to    continue    the 

after  fifteen  minutes,  20  per  cent  retention ;  same  regime  for  another  three  months  and 

after  thirty  minutes,  20  per  cent  retention;  to  resume  work. 

after  forty-five  minutes,  10  per  cent  reten-  Findings  on  the  latest  examination,  com- 

tion.  The  galactose  tolerance  test  (40  Gm.  of  pared  with  findings  on  the  first  admission, 

galactose)   showed  no    sugar  in  the    urine,  before  the  beginning  of  the   rice  diet,  are 

Urine  diastase  and  serum  lipase  were  not  shown  below: 

January  tl-tl  December  $-7 

Blood  pressure  (mm.  Hg.) 188/111  134/92 

Hemoglobin   (%   of  15.5  Gm.) 57  -  73 

RBC  (per  cubic  mm.) 2,820,000  3,700.000 

WBC    (per  cubic  mm.) 7,600  7.400 

NPN  (mg.  per  100  cc.  of  blood) 46,  58  32 

Albumin  (Gm.  per  100  cc.  of  plasma) 3.4  4.0 

Globulin  (Gm.  per  100  cc.  of  plasma) 2.7  3.0 

Chlorides  (as  mg.  NaCl  per  100  cc.  of  plasma) 582,  602  524 

Calcium   (mg.  per  100  cc.  of  serum) 8.6  9.8 

Phosphorus   (mg.  per  100  cc.  of  serum) 2.2  3.6 

Cholesterol  (mg.  per  100  cc.  of  serum) 225  153 

Urine  albumin   (Gm.  per  1000  cc.) 2.25  0.2 

Hematuria    +  +  +  +  0 

PSP  (%  excreted  in  2  hours) 20,  22.5  29 

Weight   (Kg.)    65-60  66.2 

Transverse  diameter  of  heart  (cm.) 16.7  12.6 

Angle  of  electrical  axis +3°  +12° 

T  wave  in  lead  1 Inverted  Upright 

Retinal  hemorrhages  and  exudates ++  0 


PATIENT  8.  "Hypertensive  vascular  dis-  leading  to  a  weight  loss  of  55  pounds.  Ex- 
ease"  with  renal  involvement  (blood  pressure  ample  of  decrease  of  high  blood  pressure  and 
225  systolic,  130  diastolic).  No  improvement  heart  enlargement  on  strict  rice  diet.  In- 
on  rest,  aminophyllme,  and  reduction  diets  crease  in  blood  pressure  when,  food  of  pa- 
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tient's  own  choice  was  added,  although 
weight  was  tower  than  when  the  blood  pres- 
sure was  at  its  minimal  level. 

W.C.F.  (A73824),  a  63  year  old  white- 
farmer  and  businessman,  was  admitted  to 
Duke  Hospital  for  the  fourth  time  on  Feb- 
ruary 16,  1943.  His  chief  complaints  were 
severe  frontal  headache,  shortness  of  breath, 
nocturnal  dyspnea,  and  wheezing. 

History:  Between  the  ages  of  16  and  21, 
he  had  had  "repeated"  gonorrheal  infections 
with  bilateral  epididymitis.  At  21  he  passed 
a  "kidney  stone,"  and  when  he  was  26  a 
urethrostomy  was  performed  for  an  im- 
pacted calculus.  He  had  influenza  and  pneu- 
monia at  37,  and  malaria  at  61.  He  began 
to  become  obese  when  he  was  about  40.  He 
had  led  a  "very  active  life"  until  the  age 
of  54,  when  moderate  exertional  dyspnea  ap- 
peared and  he  had  a  "feeling  of  getting  old." 
At  56  he  weighed  102  Kg.  (his  height  was 
166  cm.).  Between  56  and  61,  his  systolic 
blood  pressure  rose  to  185.  He  had  occasional 
albuminuria,  nocturia,  and  frontal  head- 
aches ;  he  was  treated  by  rest,  restriction  of 
diet,  diuretics,  and  laxatives.  In  November, 
1941,  he  was  admitted  to  Duke  Hospital  be- 
cause of  increasing  dyspnea  and  rather  sud- 
den attacks  of  epigastric  discomfort.  His 
weight  at  that  time  was  93  Kg.  Pulmonary 
emphysema  was  present  and  the  heart  was 
enlarged  in  all  diameters  (transverse  diam- 
eter 17.7  cm.).  There  was  marked  widening 
and  tortuosity  of  the  aorta.  His  blood  pres- 
sure ranged  from  170  to  210  systolic  and 
from  114  to  129  diastolic.  The  electrocardio- 
gram showed  the  T-waves  in  leads  1  and  4 
inverted ;  the  angle  of  the  electrical  axis  was 
—55  degrees.  The  urine  gave  a  1  plus 
reaction  for  albumin ;  the  phenolsulfonph- 
thalein  excretion  in  one  half  hour  was  23 
per  cent,  the  total  excretion  in  two  hours  44 
per  cent.  There  were  prostatic  stones.  A 
diagnosis  of  "hypertensive  vascular  disease" 
was  made,  and  the  patient  was  put  on  a 
1200  calorie  reduction  diet  and  given  amin- 
ophylline. 

Several  re-examinations  were  made  in  this 
hospital  because  of  the  same  complaints.  The 
blood  pressure  was  slowly  rising  (fig.  52), 
in  spite  of  continued  weight  loss  on  the  re- 
duction diet. 

The  examination  on  the  patient's  fourth 
admission  showed  the  following  findings : 
His  weight  was  77  Kg.,  his  blood  pressure 
225  systolic,  130  diastolic.  The  heart  (fig. 
53)   was    greatly  enlarged;    the    transverse 


ic  •nld'ttnin),  Lf "   0 


I  divlolion,   Tt  Invtrnon 


270 

260 

250 

240 

230 

220 

210. 

2004" 

190 

IB0T 

170 

160  4 

ISO 


REDUCTION 
DIET 


WEIGHT  LOSS  35lbs 


=  STRICT 


A. 


270 
260 

f  250 
240 
230 
220 
210 

4-  200 


y^" 


-V 


25      30   18      22       22     26 
May  July 


Nov  41    Jon    42       July  42 

■■■■i  .in  HOSPITAL 
i  l  .AT  HOME 

w    •  WORKING 

Fig.  52.  W.C.F.  "Hypertensive  vascular  disease." 
Increase  of  blood  pressure  in  spite  of  weight 
loss  of  35  pounds  in  15  months  before  rice  diet. 
Decrease  of  blood  pressure  in  5  weeks  on  rice 
diet.  Increase  of  blood  pressure  in  spite  of  fur- 
ther weight  loss  after  eating  other  food  in 
addition  to  the  rice  diet. 

diameter  was  18.0  cm.  The  electrocardio- 
gram showed  the  T-waves  in  lead  1  inverted; 
the  angle  of  the  electrical  axis  was  —66 
degrees.  The  hemoglobin  was  88  per  cent, 
red  blood  cells  4,580,000,  white  blood  cells 
12,350.  The  serological  tests  for  syphilis  were 
negative.  The  nonprotein  nitrogen  was  42 
mg.  per  100  cc.  of  blood,  chlorides  (as  sodi- 
um chloride)  were  586  mg.  per  100  cc.  of 
plasma,  calcium  was  8.7  mg.  per  100  cc.  of 
serum,  phosphorus  3.0  mg.,  cholesterol  172 
mg.  Total  proteins  were  7.2  Gm.  per  100  cc. 
of  plasma:  albumin  3.6  Gm.,  globulin  3.6 
Gm.  The  urine  had  a  specific  gravity  of 
1.011,  and  contained  1.8  Gm.  of  albumin  per 
1000  cc.  and  40-60  white  blood  cells  per  high 
power  field. 

Course:  The  rice  regime  was  started  im- 
mediately (2000  calories,  1000-1200  cc.  of 
fruit  juices).  No  digitalis  or  other  medica- 
tion was  given,  and  the  only  additional  ther- 
apeutic measure  was  oxygen  inhalation  for 
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two  hours  three  times  a  day.  The  shortness 
of  breath  and  nocturnal  dyspnea  disappeared 
completely  within  two  weeks,  and  the  patient 
felt  very  much  improved.  He  followed  the 
diet  strictly  for  forty  days.  During  part  of 
this  period  he  was  at  home  and  "quite  active 
on  his  farm."  When  he  was  re-admitted  on 
March  21,  he  was  feeling  "perfectly  well." 
His  weight  was  69  Kg.  His  blood  pressure 
during  the  first  four  days  in  the  hospital 
averaged  149  systolic,  91  diastolic.  The  heart 
was  smaller  in  size  (fig.  53)  ;  there  had  been 
a  change  of  28  per  cent  in  the  transverse  di- 
ameter since  February  17,  1943.  The  albu- 
min excretion  had  decroased  from  1.8  Gm. 
to  0.5-1.0  Gm.  per  1000  cc.  of  urine.  Since 
the  patient  insisted  that  meat  be  included  in 
his  diet,  he  was  given  one  trial  meal  of  100 
CTm.  of  steak  plus  10  Gm.  of  butter;  follow- 
ing this  his  blood  pressure  rose  to  a  slightly 
higher  level  (155  systolic,  96  diastolic). 
Urinary  total  nitrogen  and  urea  nitrogen 
excretion  in  twenty-four  hours  were: 

Total  nitrogen  Urea   nitrogi  n 

March   23   2.27  Gm.  1.15  Gm. 

March  25  (100  Gm.  steak  plus  10  Gm.  butter) 

March  26   3.89  Gm.  2.46  Gm. 

March   29  3.08  Gm.  1.64  Gm. 

March   30   2.23  Gm.  1.30  Gm. 

The  patient  was  advised  to  follow  the  diet 
strictly  at  home,  but  he  did  not  do  so.  Al- 
though he  took  the  rice,  fruit,  and  fruit 
juices,  he  occasionally  added  small  amounts 
of  steak,  oysters,  fish,  cheese,  and  cereal.  He 


felt  very  well  and  had  no  dyspnea  or  head- 
aches. On  readmission,  May  18-22,  the  heart 
was  still  much  smaller  than  before  the  rice 
regime  (transverse  diameter  13.3  cm.),  the 
weight  was  65.2  Kg.,  the  albumin  excretion 
in  the  urine  was  0.3-0.4  Gm.  per  1000  cc, 
and  the  phenolsulfonphthalein  excretion  in 
one  half  hour  was  20  per  cent  (on  the  first 
admission,  in  November,  1941,  it  has  been 
23  per  cent).  The  blood  pressure,  however, 
had  risen  to  an  average  of  167  systolic,  99 
diastolic.  The  patient  was  warned  not  to 
trust  his  subjective  feeling  of  complete 
health,  but  to  resume  the  rice  diet  without 
"modifications."  He  did  so  when  he  ate  at 
home,  but  made  a  number  of  exceptions,  in- 
cluding even  barbecue,  when  eating  with 
friends. 

He  returned  to  the  hospital  on  July  21, 
stating  on  admission  that  he  had  been  with- 
out complaints.  His  weight  was  664  Kg.,  his 
blood  pressure  during  his  stay  at  the  hos- 
pital (six  days)  averaged  190  systolic,  104 
diastolic.  The  electrocardiogram  showed  the 
T-\vaves  in  lead  1  inverted;  the  angle  of 
the  electrical  axis  was  -70  degrees.  The 
nonprotein  nitrogen  was  39  mg.  per  100  cc. 
of  blood,  the  urea  nitrogen  18.9  mg.,  the 
urea  ratio  48.5  per  cent.  Chlorides  (as  so- 
dium chloride)  were  614  mg.  per  100  cc.  of 
plasma ;  calcium  was  9.8  mg.  per  100  cc.  of 
serum,  phosphorus  4.3  mg.,  cholesterol  145 
mg.  Total   proteins  were  6.2   Gm.   per   100 


2-17-43 


216/130  MM.  HG. 


3-23-43 


150/96  MM.  HG. 


Fig.  53.    W.C.F.    "Hypertensive  vascular  disease."   Rice  diet  started  February  16,  1943.    No  digitalis. 
Reduction   in   heart   size   with   change  in  transverse  diameter  of  28  per  cent. 
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cc.  of  plasma  (albumin  2.6  Gm.,  globulin  3.6 
Gm.).  The  urine  had  a  specific  gravity  of 
1.011,  and  contained  0.4  Gm.  of  albumin  per 
1000  cc.  and  20-30  white  blood  cells  per  high 
power  field.  Urea  excretion  in  the  urine  was 
5.5  Gm.  in  twenty-four  hours.  At  discharge 
the  situation  was  again  explained  to  the  pa- 
tient and  he  was  warned  of  the  danger  of 
disregarding  the  diet.  A  short  time  later  he 
was  taken  to  a  local  hospital  because  of  a 
cerebral  vascular  accident. 

Patient  9.  "Hyper tensive  vascular  dis- 
sease"  with  renal  involvement  (blood  pres- 
sure 230  systolic,  140  diastolic);  cardiac 
failure;  hypoproteinemia;  vascular  retin- 
opathy. Example  of  decrease  of  blood  pres- 
sure, loss  of  edema  (63  pounds),  increase  in 
plasma  proteins,  decrease  of  Ti  inversion, 
disappearance  of  heart  enlargement,  and 
recovery  of  eyesight  with  disappearance  of 
retinal  hemorrhages,  exudates,  and  papill- 
edema. 

J.M.  (A93523),  a  44  year  old  white  truck 
driver,  was  admitted  to  the  hospital  on  Oc- 
tober 19,  1942,  complaining  of  swollen  legs, 
failing  vision,  "sick  headaches,"  shortness  of 
breath,  and  substernal  oppression. 

History :  The  patient  had  had  measles, 
mumps,  chickenpox,  and  whooping  cough  as 
a  child,  influenza  at  19,  and  malaria  at  37 
and  38.  In  1932,  when  he  was  34,  he  devel- 
oped weight  loss,  weakness,  polydipsia,  and 
polyuria.  He  was  told  that  he  had  diabetes 
and  was  treated  with  diet  for  one  year.  In 
1935  blisters  appeared  on  his  big  toe.  He 
improved  on  a  diabetic  diet  and  insulin,  but 
the  weakness  persisted.  Shortness  of  breath 
and  some  swelling  of  the  feet  and  legs  devel- 
oped in  1939,  and  he  began  to  have  parox- 
ysmal nocturnal  dyspnea  in  1940.  In  Feb- 
ruary, 1942,  his  vision  began  to  fail,  objects 
becoming  hazy  and  lights  dim.  Since  May, 
1942,  he  had  noticed  swelling  about  the  face 
and  eyes,  particularly  in  the  morning.  The 
dyspnea  grew  progressively  worse,  and  he 
began  to  have  headache  with  nausea  and 
vomiting.  The  swelling  of  the  legs  was  in- 
creasing; the  skin  was  reddened  and  peeling 
off  in  large  scales. 

Examination:  The  patient's  height  was 
176  cm.,  his  weight  88.15  Kg.,  temperature 
36.1  C.,  pulse  80,  respiration  20,  blood  pres- 
sure 230  systolic,  140  diastolic.  He  looked 
acutely  ill  and  was  in  marked  respiratory 
distress.  There  were  moderate  sacral  and 
scrotal  edema  and  severe  pitting  edema  of 
the  legs  as  high  as  the  hips.  Erythema  with 


scaling  was  present  on  both  lower  legs.  The 
eyelids  were  swollen.  The  nasal  side  of  the 
left  disc  was  blurred  (fig.  54)  and  there  was 
papilledema  in  the  right  eye.  Numerous 
patches  of  exudates  and  hemorrhages  were 
scattered  throughout  both  fundi.  The  arteri- 
oles were  very  narrow,  irregular  and  tortu- 
ous ;  some  of  them  were  invisible  at  a  short 
distance  from  the  disc.  The  veins  were  vari- 
able in  caliber,  and  were  tortuous  and  en- 
gorged; a  loop  (congenital?)  was  seen  in  the 
left  inferior  nasal  vein.  There  was  complete 
compensated  edentia.  Fine  moist  rales  were 
heard  over  both  lung  bases.  The  heart  was 
enlarged  mainly  to  the  left,  the  point  of  max- 
imal impulse  being  13  cm.  from  the  mid- 
sternal  line  in  the  sixth  interspace.  There 
was  a  diastolic  gallop  rhythm,  and  a  soft 
systolic  murmur  was  heard  over  the  entire 
precordium.  The  liver  was  felt  3  cm.  below 
the  costal  margin ;  the  spleen  was  not  pal- 
pable; there  was  no  tenderness  in  either  kid- 
ney region.  An  indirect  inguinal  hernia  was 
present  on  the  left  side.  The  neurological  ex- 
amination was  negative.  A  portable  film  of 
the  chest  showed  a  transversely  enlarged 
heart  with  moderate  vascular  congestion. 
The  electrocardiogram  showed  inverted  T- 
waves  in  leads  1  and  4,  and  diphasic  T-waves 
in  leads  2  and  3. 

Accessory  clinical  findings:  The  hemo- 
globin was  87  per  cent,  and  there  were  3,- 
960,000  red  blood  cells  and  12,600  white 
blood  cells  with  5  per  cent  non-segmented 
polymorphonuclears,  67  per  cent  segmented 
polymorphonuclears,  6  per  cent  eosinophils, 
1  per  cent  basophils,  3  per  cent  monocytes, 
4  per  cent  large  lymphocytes,  14  per  cent 
small  lymphocytes.  The  serological  tests  for 
syphilis  were  negative.  The  nonprotein 
nitrogen  was  42  mg.  per  100  cc.  of  blood, 
sugar  98  mg.  per  100  cc.  of  blood.  The  car- 
bon dioxide  combining  power  of  the  plasma 
was  64  volumes  per  cent.  Total  proteins  were 
3.9  Gm.  per  100  cc.  of  plasma  (albumin  1.7 
Gm.,  globulin  2.2  Gm.,  albumin-globulin  ratio 
0.77).  Calcium  was  8.5  mg.  per  100  cc.  of 
serum,  phosphorus  5.0  mg.,  cholesterol  318 
mg.  The  urine  contained  occasional  red  blood 
cells,  clumped  white  blood  cells  and  4-5  cellu- 
lar casts  per  high  power  field,  and  gave  a  1 
plus  benzidine  reaction;  albumin  excretion 
was  7.5-15  Gm.  in  twenty-four  hours,  sugar 
excretion  1.5-2.9  Gm.  in  twenty-four  hours. 
The  results  of  the  phenolsulfonphthalein  test 
were  as  follows :  Excretion  at  the  end  of  the 
first  half  hour  5  per  cent,  at  one  hour  10  per 
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Fig.  54.  J.M.  On..  44).  "Hypertensive  vascular  disease."  Rice  diet  started  October  20,  1942. 
Disappearance  of  papilledema,  right  eye.  Most  of  hemorrhages  absorbed:  marked  decrease  of 
venous  engorgement,  tortuosity,   both  eyes. 


cent,  at  one  and  a  half  hours  5  per  cent,  at 
two  hours  5  per  cent ;  the  total  excretion  in 
two  hours  was  25  per  cent. 

Impression:  "Hypertensive  vascular  dis- 
ease"  with  renal  involvement:  cardiac  fail- 
ure: vascular  retinopathy  with  papilledema, 
hemorrhages,  and  exudates. 

rse:  The  patient  received  a  1950  cal- 
orie diabetic  diet  (65  Gm.  of  protein,  140 
Gm.  of  fat,  110  Gm.  of  carbohydrate)   for 


one  day  and  was  then  placed  on  the  rice  diet 
(2000  calories,  1000  cc.  of  fruit  juices).  He 
was  given  no  digitalis,  insulin,  or  other  medi- 
cation ;  the  only  therapeutic  measure  in  addi- 
tion to  the  diet  was  oxygen  inhalation  (one 
and  a  half  hours  three  times  a  day) .  The  ede- 
ma and  shortness  of  breath  began  gradually 
to  subside.  The  urinary  output  increased  and 
he  excreted  as  much  as  3600  cc.  of  urine  in 
twenty-four  hours.  Within  sixteen  days  he 
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Fig.  55.  J.M.  "Hypertensive  vascular  disease." 
Decrease  of  blood  pressure  on  strict  rice  diet. 
Loss  of  63  pounds  of  edema  in  16  days.  Improve- 
ment in  plasma  proteins.  Decrease  of  albumin- 
uria (from  5.9  Gm.  to  2  Gm.  per  1000  cc). 

lost  63  pounds  of  weight.  The  total  proteins 
increased  from  3.9  Gm.  to  5.1  Gm.  per  100 
cc.  of  plasma.  The  blood  pressure  ranged 
from  155  to  170  systolic,  and  from  90  to  105 
diastolic  (fig.  55).  After  twenty-three  days 
of  strict  rice  diet,  the  serum  chlorides  had 
decreased  to  480  mg.  per  100  cc,  the  serum 
calcium  to  6.1  mg.  per  100  cc.  Sodium  chlo- 


ride (1.8-3.6  Gm.)  was  given  for  four  days, 
and  the  chlorides  increased  to  510  mg.  per 
100  cc.  of  serum,  the  calcium  to  8.8  mg.  Cal- 
cium lactate  (1.5-3  Gm.  per  day)  was 
given  by  mouth  for  the  next  eight  clays.  At 
the  end  of  this  time  the  serum  calcium  was 
8.9  mg.  per  100  cc,  the  plasma  chlorides 
were  542  mg.  per  100  cc.  There  was  a  definite 
rise  in  blood  pressure  (fig.  55).  The  total 
nitrogen  excretion  in  the  urine  was  2.7  Gm. 
in  twenty-four  hours,  the  urea  nitrogen  ex- 
cretion 1.85  Gm.  in  twenty-four  hours. 

After  eight  weeks  of  rice  diet  (twenty- 
three  days  strict  diet,  twelve  days  with  addi- 
tional sodium  chloride  and  calcium,  twenty- 
one  days  with  the  addition  of  some  non-le- 
guminous vegetables),  the  patient  was  up 
and  feeling  well.  He  had  no  edema,  head- 
ache, dyspnea,  or  substernal  oppression.  The 
heart  was  smaller  in  size.  The  blood  pressure 
varied  between  148  and  190  systolic  and  74 
and  100  diastolic  (fig.  55).  The  T-waves  in 
leads  2,  3,  and  4  were  upright,  the  T-wave 
in  lead  1  was  flat  diphasic.  Total  proteins 
were  5.9  Gm.  per  100  cc.  of  plasma,  the  albu- 
min-globulin ratio  1.2.  There  were  only  rare 
red  blood  cells  and  casts  in  the  urine;  the 
amount  of  albumin  had  decreased  consider- 
ably and  the  reaction  for  sugar  was  negative. 

Examination  of  the  eyegrounds  showed 
no  papilledema.  Most  of  the  hemorrhages 
and  exudates  had  been  absorbed.  The  veins 
were  still  unequal  in  caliber,  but  engorge- 
ment and  tortuosity  had  markedly  decreased 
(fig.  54).  The  patient,  who  during  the  first 
hospital  week  was  unable  to  recognize  a  hand 
at  a  distance  of  one  or  two  feet,  and  after 
the  first  month  of  the  rice  regime  still  could 
not-distinguish  colors,  was  now  able  to  read 
moderate  size  print  and  distinguish  colors 
clearly. 

Findings  on  discharge  compared  with 
those  on  admission  were  as  follows : 


October  19:0.   191,2 


December  17.  19U2 


Blood  pressure    (mm.   Hg.) 230/140 


Hemoglobin  (%  of  15.5  Gm.) 87 

RBC  (per  cubic  mm.) 3.960.000 

WBC   (per  cubic  mm.) 12,600 

NPN  (mg-.  per  100  cc.  of  blood) 42 

Albumin    (Gm.  per  100  cc.  of  plasma) 1.7 

Globulin  (Gm.  per  100  cc.  of  plasma) 2.2 

Calcium  (mg.  per  100  cc.  of  serum) 8.5 

Phosphorus   (mg.  per  100  cc.  of  serum) 5.0 

Urine  albumin  (Gm.  in  24  hours) 10.0 

(average  of  first  week) 

Weight    (Kg.)    90.5 

Retinal  hemorrhages  and  exudates +  +  + 

Papilledema    -f-  + 

T-waves  in  lead  1 Inverted 


167/90 

(average  of  last 

10  days) 

77 

3.900,000 

7,500 

46 

3.3 

2.6 

8.9 

4.3 

3.8 

65.5 

+ 

0 

Flat  diphasic 
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Patient  10.  "Hypertensive  vascular  dis- 
ease" first  noted  in  pregnancy  (no  conclusivi 
evidence  of  renal  involvement);  vascular 
retinopathy  with  papilledema,  hemorrhages, 
and  exudates.  Example  of  decrease  of  high 
blood  pressure  to  normal  and  disappearance 
of  retinopathy  and  heart  enlargement. 

L.B.  (B36420),  a  24  year  old  white  farm- 
er's wife,  was  admitted  to  the  medical  ward 
of  the  hospital  on  October  30,  1944,  com- 
plaining of  intense  headaches  and  progres- 
sive dimness  of  vision. 

History:  The  family  history  was  positive 
for  hypertension,  nephrolithiasis,  and  diabe- 
tes. The  patient  had  had  measles,  whooping 
cough,  and  scarlet  fever  in  early  childhood; 
malaria  and  mumps  at  15.  Except  for  "some 
headache"  since  she  was  about  10.  she  had 
always  been  "strong  and  healthy"  and 
"working  hard."  Her  first  pregnancy  (at  19) 
was  complicated  by  edema  of  the  feet  and 
severe  headache ;  the  systolic  blood  pres- 
sure went  to  210.  There  were  no  symptoms 
of  urinary  tract  disease  and  no  albuminuria, 
so  far  as  the  patient  knows.  The  systolic 
blood  pressure  after  delivery  was  170.  After 
that  the  systolic  blood  pressure  was  "always 
over  200."  She  had  frequent  headaches 
(three  or  four  times  a  week),  most  of  which 
occurred  on  awakening  in  the  morning.  At 
23  she  became  pregnant  again  and  was  not 
seen  by  a  physician  until  the  end  of  the  fifth 
month  (August  18,  1944).  Her  blood  pres- 
sure was  then  found  to  be  "extremely  high" 
(above  260  systolic).  On  September  1,  1944, 
she  was  seen  in  Duke  Hospital  Obstetrical 
Clinic ;  her  blood  pressure  was  260  systolic, 
145  diastolic.  Ophthalmoscopic  examination 
at  that  time  showed  arteriovenous  compres- 
sion and  narrowing  of  the  arterioles,  but  no 
retinal  exudates  or  hemorrhages.  She  had 
"•light  ankle  edema  and  albuminuria.  The 
urinary  sediment  showed  only  occasional 
white  blood  cells.  Hysterotomy  was  advised 
but  was  refused  by  the  patient.  On  Septem- 
ber 5,  1944,  her  blood  pressure  was  248  sys- 
tolic, 140  diastolic.  On  September  26,  after 
bed  rest,  sedation  with  phenobarbital,  and 
a  "low  salt,  high  protein,  low  calorie  diet 
with  limited  fluids,"  it  was  190  systolic.  135 
diastolic;  there  was  marked  albuminuria. 
and  occasional  red  blood  cells  and  hyaline 
casts  were  seen  in  the  urine.  On  October  2. 
1944,  she  was  admitted  to  the  Duke  Hospital 
Obstetrical  Ward  because  of  vaginal  bleed- 
ing. Her  blood  pressure  was  higher  than  260 
systolic.  170  diastolic.  On  October  5,  breech 


delivery  of  a  stillborn  infant  was  performed. 
Blood  pressure  readings  (twice  daily)  from 
October  6  to  October  11  averaged  224  sys- 
tolic, 147  diastolic.  After  discharge  on  Oc- 
tober 11,  she  continued  to  have  progressive 
dimness  of  vision  and  headache.  She  was 
admitted  to  the  Medical  Ward  of  this  hos- 
pital on  October  30,  1944. 

Examination:  The  patient  was  a  moder- 
ately obese  young  woman  in  no  acute  dis- 
tress. Her  height  was  158.5  cm.,  her  weight 
78.25  Kg.,  temperature  37.5  C,  pulse  102, 
respiration  20,  blood  pressure  233  systolic, 
157  diastolic.  There  was  no  edema.  The  pu- 
pils reacted  well  to  accommodation  and  light. 
The  discs  (fig.  25  and  56)  were  obliterated 
by  papilledema  and  peripapillary  edema.  The 
arterioles,  as  far  as  they  were  visible,  were 
tortuous  and  narrowed :  the  veins  were  tor- 
tuous and  distended,  and  their  continuity 
was  interrupted  by  retinal  edema  and  mas- 
sive hemorrhages  and  exudates  of  the  cotton- 
wool and  metallic  type.  The  lungs  were  clear 
to  percussion  and  auscultation.  The  heart 
was  enlarged  to  the  right  and  the  left;  the 
aortic  second  sound  was  very  loud,  but  there 
were  no  murmurs.  The  liver  was  not  en- 
larged and  the  spleen  was  not  palpable; 
there  was  no  tenderness  in  either  kidney 
region. 

A  chest  film  (fig.  57)  showed  the  trans- 
verse diameter  of  the  heart  to  be  16.6  cm., 
the  internal  diameter  of  the  chest  32.0  cm. 
No  abnormalities  were  seen  on  a  flat  plate 
of  the  abdomen.  The  electrocardiogram 
showed  the  T-waves  upright  in  all  leads ; 
the  angle  of  the  electrical  axis  was  +18  de- 
grees. 

Accessory  clinical  findings:  The  hemo- 
globin was  95  per  cent,  red  blood  cells  4.- 
800,000,  white  blood  cells  9,900.  The  cor- 
rected sedimentation  rate  was  10  mm.  in  one 
hour.  Serological  tests  for  syphilis  were  neg- 
ative. The  nonprotein  nitrogen  was  26  nig. 
per  100  cc.  of  blood,  the  urea  nitrogen  9.5 
rag.,  the  urea  ratio  36.5  per  cent.  Chlorides 
(as  sodium  chloride)  were  560  mg.  per  100 
cc.  of  plasma,  calcium  was  9.6  mg.  per  100 
cc.  of  serum,  phosphorus  2.7  mg..  cholesterol 
240  mg.  Total  proteins  were  7.2  Gm.  per  100 
cc.  of  plasma  (albumin  3.9  Gm.,  globulin  3.3 
Gm.,  albumin-globulin  ratio  1.2).  The  blood 
sugar  was  93  mg.  per  100  cc.  The  urine 
showed  an  acid  reaction  and  a  specific  grav- 
ity of  1.015;  no  sugar,  no  red  blood  cells  and 
no  casts  were  present,  but  there  were  many 
epithelial  cells  and  2-3  white  blood  cells  per 
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Fig'.  56.    L.B.  (f.,  24).    "Hypertensive  vascular  disease."  Rice  diet  started   October  30,  1944.   Disap- 
pearance  of   papilledema,   hemorrhages;    marked  decrease  of  exudates,  both  eyes.   See  also  fig-.  25. 


high  power  field ;  the  benzidine  reaction  was 
negative;  albumin  excretion  was  0.67  Gm. 
per  1000  cc.  of  urine.  The  results  of  the 
phenolsulfonphthalein  test  were  as  follows : 
Excretion  at  the  end  of  the  first  half  hour 
35  per  cent,  at  one  hour  22  per  cent,  at  one 
and  a  half  hours  4  per  cent,  at  two  hours  no 
specimen ;  total  excretion  in  two  hours  was 
61  per  cent.  The  test  was  repeated  and 
showed  a  total  excretion  in  two  hours  of  58 


per  cent.  The  concentration-dilution  test 
showed  a  range  of  specific  gravity  from 
1.010  to  1.030.  The  urea  clearance  was  55.7 
per  cent  of  normal  (after  sixteen  days  on 
the  rice  diet). 

Impression  :  "Hypertensive  vascular  dis- 
ease" (first  noted  in  pregnancy)  without 
conclusive  evidence  of  renal  involvement ; 
vascular  retinopathy  with  papilledema, 
hemorrhages,  and  exudates.    • 
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Fig.  57.    L.B.    "Hypertensive  vascular  disease."      Rice   diet   started    October  30,    1944.   No  digitalis. 
Reduction  in  heart  size  with  change  in  transverse  diameter  of  26  per  cent. 


Course :  The  patient  was  immediately 
started  on  a  2000  calorie  rice  diet  with  fluids 
limited  to  900  cc.  of  fruit  juices  daily.  She 
was  kept  on  strict  bed  rest,  and  oxygen  in- 
halations were  given  for  one  hour  three 
times  daily  (beginning  November  5).  She 
received  no  digitalis  or  any  other  medication 
except  sodium  amytal  for  the  sodium  amytal 
tests.  The  venous  pressure  on  November  6 
was  12.2  cm.  of  saline.  The  blood  pressure 
decreased  rapidly  (fig.  58),  averaging  180 
systolic,  126  diastolic  the  first  week,  155 
systolic,  105  diastolic  the  second  week,  138 
systolic,  97  diastolic  the  third  week,  and 
130  systolic,  91  diastolic  the  fourth  week. 
The  patient  lost  5  Kg.  of  weight  during  the 
four  weeks  in  the  hospital.  At  the  time  of 
discharge  on  November  30,  1944,  there  was 
marked  improvement  in  her  eyesight,  and 
the  heart  was  smaller  in  size,  with  a  change 
in  the  transverse  diameter  of  12.9  per  cent. 
She  had  only  occasional  mild  headaches. 
The  average  excretion  of  albumin  in  the 
urine  during  the  fourth  week  was  0.24  Gm. 
per  1000  cc.  The  patient  was  advised  to  fol- 
low the  strict  rice  diet  at  home  and  to  be  up 
for  not  more  than  one  hour  daily. 


She  returned  to  the  hospital  for  re-exami- 
nation on  December  18,  1944.  During  the 
eighteen  days  at  home  she  had  had  a  slight 

LB  t.  24. 
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Fig.  58.  L.B.  "Hypertensive  vascular  disease." 
Decrease  of  blood  pressure  to  normal  in  3 
weeks  on  rice  diet. 
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headache  on  only  two  occasions  and  her  vis-  20  per  cent,  at  one  and  a  half  hours  10  per 
ion  had  continued  to  improve.  She  felt  con-  cent,  at  two  hours  no  specimen ;  total  excre- 
siderably  better.  Her  blood  pressure  aver-  tion  in  two  hours  45  Per  cent- 
aged  120  systolic,  87  diastolic.  Her  weight  The  Patient  was  discharged  for  another 
„„  T7  ™  ..  ,  ,  i  j  •  four  weeks  on  strict  rice  diet  and  was  ad- 
was  70  Kg.  The  retinae  showed  marked  lm-  ,  ,             .    ,     ,            ,  .        ,              . 

,            .„    ,          ,     ,    ,               ,  vised  to  stav  m  bed  except  for  about  an  hour 

provement;  the  papilledema  had  decreased,  and  &  half  a  day    Her  vision  continued  to 

and  there  remained  only  a  few  hemorrhages  clear  up  and  she  had  no  headaches.  Upon 
and  patches  of  exudates.  The  transverse  examination  on  January  15,  1945,  the  eye- 
diameter  of  the  heart  was  14.2  cm  (a  change  grounds  showed  further  improvement  (fig. 
of  16  per  cent  in  seven  weeks)  ;  the  internal  25).  The  disc  margins  were  more  sharply 
diameter  of  the  chest  was  32.2cm.  The  elec-  outlined;  some  metallic  exudates  were  still 
trocardiogram  showed  the  angle  of  the  elec-  Present,  but  the  greater  part  of  the  retinal 
trical  axis  to  be  +51  degrees.  edema-  hemorrhages  and  cotton-wool  exu- 
„,  ,  ...  ., .  _  .  dates  had  disappeared.  The  heart  was  small- 
lhe  hemoglobin  was  103  per  cent,  red  ...  ■  .  ,,  ,. 
,  ,  er,  with  a  change  in  the  transverse  diameter 
blood  cells  5,000,000,  white  blood  cells  5,900.  of  26  per  cent  compared  with  the  chest  fiIm 

The  nonprotein  nitrogen  was  24  mg.  per  100  of  November  2   (fig.  57).  The  aortic  second 

cc.  cf  blood,  the  urea  nitrogen  1.2  mg.,  the  sound    was  not    louder    than  the    pulmonic 

urea  ratio  5.0  per  cent.  Chlorides  (as  sodium  second  sound.    The  patient  was    advised    to 

chloride)  were  572  mg.  per  100  cc.  of  plas-  continue  on  the  strict  rice   regime  and  to 

ma ;   calcium   was   9.4   mg.    per    100   cc.   of  rf st  at  least  twenty  hours  a  day  for  another 

serum,  phosphorus  4.0  mg.,  cholesterol  153  SIX  weeks- 

™      t„+„t        <-  •  an  r^  inn  She  followed  the  rice  regime  but  was  up 

mg.  Total  proteins  were  6.7  Gm.  per  100  cc.  .  ,  „        ,  .  ,  .  ,  , 

.,  ,,  „  „    _  S,    ,._,  „  „  and  around  for  about  eight  hours  every  day 

of  plasma:    albumin   3.8   Gm.,   globulin   2.9  ,  .       ,,  ,  •  ,  ,•  ,  ,   u  i    *  „ 

r  '   e  doing  the  cooking  and  light  housework  for 

Gm.,  albumin-globulin  ratio  1.3.  The  urine  her   fami]y    she   was   compietely   asympto- 

showed  an  acid  reaction  and  a  specific  grav-  matjc  and  was  feeling  healthy  and  strong. 

ity  of  1.010;  there  was  no  sugar;  the  albumin  Examination  of  the  eyegrounds  on  Febuary 

excretion    was  0.2  Gm.    per  1000  cc.    Total  20  showed  the  optic  discs  sharply  outlined ; 

nitrogen  excretion   was   2.9   Gm.    per    1000  most  of  the  exudates  had  disappeared   (fig. 

cc.  of  urine;  urea  excretion  4.3  Gm. ;  chlo-  56>-  She  was  advised  to  continue  the  rice 

,  •  ,               ..         ,           ,.           ,,     .  ,  .     „  „„  diet,    to    which    non-leguminous    vegetables 

ride    excretion    (as  sodium    chloride)     0.22  '       ,,    ,         ,   .        %         ,      ,,      £       ■<-  i 

were  added,  and  to  return  to  the  hospital 

Gm.  The  results  of  the  phenolsulfonphthalein  for  ^-examination  after  two  months, 

test  were  as  follows:  Excretion  at  the  end  A  comparison  of  the  findings  on  the  pa- 

of  the  first  half  hour  15  per  cent,  at  one  hour  tient's  four  admissions  is  given  below: 

Oct.   SO-  Dec.  18-  Jan.   IS-  Feb.    -'« 

Nov.  !,  19U        Dec.  -20,  19hU        Jan.    IS,    lOkS        Feb.  SS,  WhS 

Blood  pressure  (mm.  Hg.) 233/157  120/87  120/87  121/87 

Hemoglobin  (%  of  15.5  Gm.) 95  103  90  82 

RBC   (per  cubic  mm.) 4,800,000  5,000,000  4,610,000  4,600,000 

WBC   (per  cubic  mm.) : 9,900  5,900  5,800  5,100 

NPN  (mg.  per  100  cc.  of  blood) 26  24  26  25 

Urea  N  (mg.  per  100  cc.  of  blood) 9.5  1.2  1.8  3.0 

Albumin  (Gm.  per  100  cc.  of  plasma) 3.9  3.8  3.8  3.8 

Globulin  (Gm.  per  100  cc.  of  plasma) 3.3  2.9  3.1  3.3 

Chlorides  (as  mg.  NaCl  per  100  cc.  of  plasma) 560  572  520  532 

Calcium  (mg.  per  100  cc.  of  serum) 9.6  9.4        ■  10.1  9.1 

Phosphorus  (mg.  per  100  cc.  of  serum) 2.7  4.0  2.2  3.5 

Cholesterol   (mg.  per  100  cc.  of  serum) 240  153  132  110 

Urine  albumin  (Gm.  per  1000  cc.) 0.67  0.2  0.18  0.28 

PSP  C/c  excretion  in  2  hours) 61,58  45  57  47 

Weight    (Kg.)    78.25  70  68.5  64 

Papilledema    +  +  +  +  +  0  0 

Retinal  hemorrhages  and  exudates - +  +  +  +  +  +  +  ++  + 

Angle  of  electrical  axis +18°  +51°  +43°  +58° 

T  wave  in  lead  1 Upright  Upright  Upright  Upright 

Transverse  diameter  of  heart    (cm.) 16.6  14.2  13.1  12.9 


ICO 


NORTH    CAROLINA    MEDICAL   JOURNAL 


March,  1945 


Summary 

Two  hundred  and  thirteen  patients  with 
acute  or  chronic  primary  kidney  disease  or 
with  "hypertensive  vascular  disease,"  with 
or  without  cardiac  involvement,  retinopathy 
or  uremia,  were  treated  with  a  diet  limited 
to  rice,  sugar,  fruit  and  fruit  juices,  supple- 
mented by  vitamins  and  iron.  The  fluid  in- 
take was  usually  limited  to  700-1000  cc.  of 
fruit  juices  daily.  The  patients  followed  the 
diet  strictly  or  with  modifications  for  periods 
varying  from  four  days  to  thirty-two 
months. 
Protein  equilibi  ium 

In  spite  of  the  low  protein  intake,  the  pro- 
tein equilibrium  of  the  patients  on  the  rice 
diet  is  maintained.  The  nitrogen  excretion  in 
the  urine  decreases  to  amounts  considerably 
smaller  than  those  found  in  fasting  individ- 
uals (the  average  total  nitrogen  excretion 
per  twenty-four  hours  after  two  months  of 
the  diet  was  2.26  Gm.).  Plasma  proteins  and 
hemoglobin  remain  at  a  constant  level:  The 
average  concentration  of  the  total  plasma 
proteins  in  120  patients  was  6.3  Gm.  per 
100  cc,  both  before  the  rice  diet  and  after 
ninety  days  (average)  on  the  diet;  the  aver- 
age hemoglobin  value  of  165  patients  was 
79.9  per  cent  (of  15.5  Gm.)  before,  and  80.1 
per  cent  after  seventy-five  days  (average) 
on  the  diet. 
Plasma  and  urine  chlorides 

With  the  low  chloride  intake  of  the  diet, 
the  chloride  concentration  in  plasma  and 
urine  decreases.  After  a  month  of  the  rice 
diet,  the  chloride  concentration  in  the  urine 
is  about  100  mg.  per  1000  cc.  The  average 
plasma  chloride  concentration  of  91  non- 
uremic  patients  after  an  average  of  forty- 
four  days  on  the  rice  diet  was  91.7  milli- 
equivalents  (as  sodium  chloride,  536  mg.  per 
100  cc),  as  compared  to  97.0  milli-equiva- 
lents  (as  sodium  chloride,  567  mg.  per  100 
cc. )  before  the  diet. 
Blood  pressure 

Of  192  patients  with  hypertension  on  the 
basis  of  acute  or  chronic  primary  kidney  dis- 
ease or  of  "hypertensive  vascular  disease," 
25  died  after  six  to  eighty-one  days  on  the 
strict  diet  (average  twenty-five  days).  In 
60  of  the  remaining  167  patients  (36  per 
cent)  there  was  no  improvement  in  the 
hypertension:  The  decrease  in  their  mean 
arterial  pressure  was  less  than  20  mm.  of 
mercury,  the  average  blood  pressure  decreas- 
ing from  a  level  of  196  systolic,  120  diastolic 


to  a  level  of  180  systolic,  114  diastolic,  after 
an  average  time  of  thirty-nine  days*  on  the 
strict  or  modified  diet.  In  10  of  47  patients 
with  chronic  primary  kidney  disease  the 
average  blood  pressure  decreased  from  a 
level  of  208  systolic,  132  diastolic  to  a  level 
of  192  systolic,  124  diastolic  in  an  average 
time  of  sixty-seven  days*.  In  22  of  50  patients 
who  had  "hypertensive  vascular  disease" 
with  "secondary"  kidney  involvement,  the 
average  blood  pressure  decreased  from  a 
level  of  212  systolic,  129  diastolic  to  a  level 
of  200  systolic,  126  diastolic  after  an  aver- 
age of  thirty-nine  days.  In  28  of  65  patients 
with  "hypertensive  vascular  disease"  with- 
out conclusive  evidence  of  renal  excretory 
dysfunction,  the  average  blood  pressure  de- 
creased from  a  level  of  179  systolic,  108  dias- 
tolic to  a  level  of  160  systolic,  102  diastolic 
in  an  average  time  of  thirty  days. 

In  107  of  the  167  patients  (6J,  per  cent) 
tin  hypertension  improved:  The  decrease  in 
their  mean  arterial  pressure  was  20-96.5 
mm.  of  mercury,  the  average  blood  pressure 
decreasing  from  a  level  of  200  systolic,  122 
diastolic  to  a  level  of  149  systolic,  96  dias- 
tolic after  an  average  time  of  sixty-two  days 
on  the  strict  or  modified  diet.  The  blood 
pressure  of  5  patients  with  acute  glomerulo- 
nephritis decreased  from  a  level  of  170  sys- 
tolic, 109  diastolic  (average)  to  108  systolic, 
66  diastolic  (average),  in  an  average  period 
of  fifteen  days  on  the  rice  diet.  In  37  of 
47  patients  with  chronic  primary  kidney  dis- 
ease, the  average  blood  pressure  decreased 
from  a  level  of  194  systolic,  124  diastolic  to 
a  level  of  140  systolic,  96  diastolic  after 
seventy-seven  days  (average)  on  the  rice 
diet.  In  28  of  50  patients  with  "hypertensive 
vascular  disease"  with  "secondary"  kidney 
involvement,  the  average  blood  pressure  de- 
creased from  a  level  of  219  systolic,  128  dias- 
tolic to  a  level  of  165  systolic,  102  diastolic 
in  an  average  of  seventy-three  days.  In  37  of 
65  patients  with  "hypertensive  vascular  dis- 
ease" without  conclusive  evidence  of  renal 
excretory  dysfunction,  the  average  blood 
pressure  decreased  from  a  level  of  197  sys- 
tolic, 115  diastolic  to  a  level  of  151  systolic, 
97  diastolic  after  an  average  of  forty-eight 
days  on  the  rice  diet. 
Electrocardiographic  changes 

In  23  of  82  patients  with  chronic  primary 
kidney    disease    or    "hypertensive    vascular 


*  The  average  figure  may  he  misleading  because 
it  includes  one  patient  who  was  on  the  diet  for 
548  days. 
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disease"  who  followed  the  strict  or  modified 
rice  diet  for  one  to  thirty-two  months  (aver- 
age, four  months)  there  was  a  definite 
change  in  Ti  during  the  treatment.  In  3 
patients  (13  per  cent)  the  change  in  1\ 
was  in  the  direction  from  upright  to  in- 
verted; in  20  patients  (87  per  cent),  from 
inverted  to  upright. 

In  76  patients,  the  electrical  axis  could  be 
evaluated.  In  43  patients  there  were  no 
changes,  or  only  minor  changes  in  the  angle 
of  the  electrical  axis  (less  than  *15  degrees)  ; 
33  patients  had  a  definite  change  in  the  angle 
of  the  electrical  axis. 

Six  of  the  33  patients  (18  per  cent)  had 
a  decrease  in  the  angle  of  the  electrical  axis 
(average  of  20.2  degrees)  ;  27  of  the  33  pa- 
tients (82  per  cent)  had  an  increase  in  the 
angle  of  the  electrical  axis  (average  of  26.4 
degrees). 

Heart  size 

In  72  patients  with  chronic  primary  kid- 
ney disease  or  "hypertensive  vascular  dis- 
ease" who  followed  the  strict  or  modified 
rice  diet  for  an  average  period  of  four 
months,  the  heart  size  could  be  measured. 

In  6  of  the  72  patients  (8.3  per  cent)  the 
heart  became  larger:  The  transverse  diam- 
eter of  the  heart  increased  by  0.9  to  4.9  per 
cent  (average,  3.2  per  cent). 

In  66  of  the  72  patients  (91.7  per  cent) 
the  heart  became  smaller,  with  a  change  in 
the  transverse  diameter  of  1.8  to  51.8  per 
cent  (average,  13.3  per  cent). 

Nonprotein  nitrogen 

Of  171  patients  whose  nonprotein  nitrogen 
was  determined  before  and  after  the  rice 
diet,  22  patients  died  after  an  average  time 
of  twenty-five  days,  one  patient  after  twenty 
months.  The  average  nonprotein  nitrogen 
at  the  start  of  the  diet  in  these  patients  was 
115  mg.  per  100  cc.  of  blood;  the  average 
nonprotein  nitrogen  before  death  was  186 
mg.  per  100  cc.  of  blood. 

Of  the  remaining  148  patients,  35  (24  per 
cent)  had  either  an  increase  or  no  decrease 
of  the  nonprotein  nitrogen  (average  non- 
protein nitrogen  before  the  diet  42.7  mg.  per 
100  cc.  of  blood ;  after  an  average  of  sixty- 
three  days  on  the  diet,  50.2  mg.  per  100  cc. 
of  blood).  In  113  patients  (76  per  cent)  the 
nonprotein  nitrogen  decreased  (average  non- 
protein nitrogen  before  the  diet  53.1  mg.  per 
100  cc.  of  blood ;  after  an  average  of  seventy- 
eight  days  on  the  diet,  36.0  mg.  per  100  cc. 
of  blood). 


Urea  nitrogen 

Of  63  patients  whose  blood  urea  nitrogen 
was  determined  before  and  after  strict  or 
modified  rice  diet,  6  patients  (9.5  per  cent), 
including  2  patients  who  died,  had  an  in- 
crease of  the  urea  nitrogen  (average  urea 
nitrogen  before  the  diet  57.6  mg.  per  100  cc. 
of  blood ;  after  an  average  of  twenty-five 
days  on  the  diet,  85.6  mg.  per  100  cc).  In 
57  of  the  63  patients  (90.5  per  cent)  the  urea 
nitrogen  decreased  (average  urea  nitrogen 
before  the  diet  23.4  mg.  per  100  cc.  of  blood ; 
after  an  average  of  one  hundred  and  twelve 
days  on  the  diet,  11.6  mg.  per  100  cc).  The 
lowest  blood  urea  nitrogen  after  the  rice  diet 
was  1.2  mg.  per  100  cc  The  average  urinary 
urea  nitrogen  excretion  of  30  patients  who 
had  followed  the  rice  diet  for  two  months  or 
more  was  1.1  Gm.  per  twenty-four  hours. 
Cholesterol 

Of  82  patients  whose  serum  cholesterol 
was  determined  before  and  after  strict  or 
modified  rice  diet,  9  patients  (11  per  cent) 
had  an  increase  in  the  cholesterol  concentra- 
tion of  2-38  mg.  per  100  cc  of  serum  (aver- 
age concentration  before  the  diet  173  mg. 
per  100  cc.  of  serum;  after  an  average  of 
ninety-one  days  on  the  diet,  190  mg.  per  100 
cc).  The  remaining  73  patients  (89  per 
cent)  had  a  decrease  in  the  serum  cholesterol 
concentration  of  5-430  mg.  per  100  cc.  (aver- 
age concentration  before  the  diet  266  mg. 
per  100  cc.  of  serum;  after  an  average  of 
ninety-one  days  of  the  diet,  183  mg.  per  100 
cc). 

Retinopathy 

Of  33  patients  with  advanced  vascular 
retinopathy  (papilledema,  hemorrhages,  or 
exudates)  who  followed  the  diet  for  at  least 
eight  weeks,  the  retinopathy  of  1  patient 
became  worse.  In  11  of  the  33  patients  the 
retinopathy  came  to  a  standstill  and  papill- 
edema, hemorrhages,  and  exudates  partially 
cleared  up.  In  21  of  the  33  patients,  the 
retinopathy  improved  greatly  or  even  cleared 
up  completely  under  the  rice  regime. 

I  am  indebted  to  Dr.  Frederic  M.  Hanes  and  to  the  members 
of  the  staff  and  house  staff  of  the  Department  of  Medicine  who 
have  given   me  constant  support   and   helpful   criticism. 

For  the  hearty  cooperation  of  the  following  members  of 
Duke  Medical  School  my  sincere  thanks  are  due:  Dr.  R.  J. 
Reeves,  Dr.  G.  Baylin,  Department  of  Radiology;  Dr.  T.  B. 
Coolidge,  Dr.  H.  M.  Taylor.  Miss  M.  A.  Forney,  Miss  P.  A. 
Moore.  Miss  E.  Hornaday,  Department  of  Biochemistry;  Dr. 
K.  S.  Grimson.  Department  of  Surgery;  Dr.  W.  B.  Anderson. 
Department  of  Ophthalmology;  Dr.  C.  Johnston.  Dr.  E.  S. 
Orgain,  Miss  S.  N.  Barrier,  Department  of  Electrocardiography; 
Mrs.  J.  H.  Martin,  Miss  J.  O.  Hutchison,  Department  of  Dietet- 
ics;  and   Mr.  Robert  Little,  Department  of  Medical   Photography. 

To  my  collaborators.  Dr.  C.  Schlayer,  Mrs.  G.  S.  Eadie.  Dr. 
H.   Starke,   and   Miss  B.   Newborg,   I   am  especially  grateful. 
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THE  EDUCATION  OF  A  CHILD 
HANDICAPPED  BY  LOSS  OF  HEARING 

C.  E.  Rankin,  Ph.D. 
North  Carolina  School  for  the  Deaf 

morganton 

In  recent  years,  we  at  the  North  Carolina 
School  for  the  Deaf  have  been  increasingly 
a  war?  of  the  need  for  a  better  understanding 
of  the  precise  function  of  the  school  by  citi- 
zens of  the  state  generally.  It  might  almost 
be  said  that  the  only  person  who  evinces 
genuine  interest  in  our  work  is  the  person 
who  has  a  child  in  the  school ;  and  even  such 
a  person  often  does  not  understand  the  func- 
tion of  the  school.  For  instance,  two  years 
ago  a  woman  came  to  my  office,  leading  a 
little  boy  who  had  on  only  one  garment,  a 
long  shirt  reaching  to  his  knees.  She  put 
him  down  on  the  floor;  he  stayed  there,  on 
his  hands  and  knees  during  our  entire  con- 
ference. She  told  me  that  she  had  brought 
him  to  be  admitted  to  the  school.  I  clapped 
my  hands  and  the  boy  turned  his  face  to- 
ward me.  indicating  quite  clearly  that  his 
hearing  was  normal.  However,  when  I  at- 
tempted to  get  him  to  do  the  simplest  sort 
of  thing,  such  as  getting  up  and  sitting  on  a 
chair,  he  could  not  follow  instructions;  he 
was  an  idiot.  When  I  told  the  mother  that 
this  was  not  the  sort  of  school  for  the  child, 
she  broke  into  tears,  and  plead  piteously 
with  me  to  take  this  little  handicapped  boy 
off  her  hands.  She  explained  that  she  was  a 
poor  woman,  and  had  come  a  long  way  to 
bring  the  boy,  because  someone  had  told  her 
that  there  was  a  school  at  Morganton  that 
might  take  him  off  her  hands  and  care  for 
him.  This  scene  has  been  repeated  many 
times  in  my  office.  So  frequently  does  this 
sort  of  thing  happen  that  a  year  ago  the 
Board  of  Directors  instructed  me  to  seek  an 
opportunity  to  appear  before  superintend- 
ents of  public  welfare,  school  superintend- 
ents, and  the  medical  men  of  the  state,  in 
an  effort  to  clarify  our  function. 

Admission 

Ordinarily  children  are  admitted  to  the 
school  through  the  departments  of  public 
welfare.  When  we  hear  of  a  deaf  child  of 
school  age  in  a  given  county,  we  write  to  the 
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superintendent  of  public  welfare  of  that 
county,  enclose  an  application  blank,  and  ask 
that  the  family  be  visited  and  proper  infor- 
mation secured.  The  superintendent  of  pub- 
lic welfare  fills  out  the  application,  signs  it, 
and  returns  it  to  us.  We  then  seek  to  get  in 
touch  with  the  parents  directly.  We  like  for 
our  contact  with  the  parents  to  include  a 
visit  to  the  school  with  the  child  sometime 
during  the  year  preceding  admission.  The 
parents  visit  the  classrooms,  dormitories, 
and  shops;  they  learn  how  the  child  lives, 
and  what  happens  in  his  educational  experi- 
ence. The  child,  too,  comes  to  think  of  the 
school  as  "my  school,"  often  talking  to  the 
other  children  in  the  family  about  going  to 
"my  school"  next  fall. 

In  a  good  many  cases,  our  first  contact 
with  deaf  children  comes  through  a  physi- 
cian. Sometimes  a  general  practitioner  who 
has  discovered  a  deaf  child  in  the  commun- 
ity writes  us,  but  more  frequently,  of  course, 
our  inquiries  come  from  specialists  in  the 
field  of  eye,  ear,  nose  and  throat  work.  Some 
of  these  physicians  know  about  the  school 
because  there  are  deaf  people  in  their  com- 
munities who  are  students  there,  or  who 
have  graduated  from  the  school.  In  a  very 
few  cases,  the  physicians  themselves  have 
visited  the  school. 

History  of  School 

The  North  Carolina  School  for  the  Deaf 
was  opened  at  Morganton  in  1894  under  the 
leadership  of  Dr.  E.  McK.  Goodwin;  for 
forty-three  years  he  was  its  Superintendent, 
and  as  it  stands  today,  it  is  his  handiwork. 
For  fifty  years  prior  to  the  opening  of  the 
school  at  Morganton,  education  of  the  deaf 
had  been  conducted,  along  with  the  educa- 
tion of  the  blind,  in  Raleigh.  In  some  states 
the  education  of  the  deaf  and  the  blind  is 
still  combined  in  one  institution.  It  is  inter- 
esting to  note,  in  passing,  that  this  year 
marks  the  centenary  of  education  for  the 
deaf  in  North  Carolina,  and  the  fiftieth  an- 
niversary of  the  opening  of  the  school  at 
Morganton. 

Character  of  the  Student  Body 

The  question  which  is  probably  uppermost 
in  your  minds  is.  "What  kind  of  handicap 
do  you  deal  with  in  this  institution?" 

The  law  provides  that  the  institution  is  to 
be  operated  for  the  purpose  of  the  education 
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of  those  persons  between  the  ages  of  6  and 
21,  who  are  so  handicapped  by  deafness  that 
they  cannot  be  benefited  by  training  in  a 
regular  public  school. 

In  normal  times  our  enrollment  runs 
about  400.  It  is  somewhat  less  than  this 
now,  because  of  the  unusual  opportunities 
for  employment  of  our  older  boys  and  girls. 

Of  course,  as  you  can  readily  understand, 
deafness,  like  blindness,  is  a  relative  term. 
A  person  can  be  as  "blind  as  a  bat,"  or  as 
"deaf  as  a  post."  Such  a  person,  of  course, 
has  no  possibility  of  receiving  any  stimula- 
tion whatever  through  his  eye  or  ear.  Should 
the  auditory  nerve  in  the  ear,  or  the  area  in 
the  brain  which  receives  stimulations  from 
the  auditory  nerve,  be  destroyed,  such  a  per- 
son could  be  said  to  be  totally  deaf.  Rela- 
tively few  people  are  so  handicapped.  Many 
more  of  them  have  a  certain  residuum  of 
hearing  which  in  some  cases  can  be  utilized 
in  communication.  A  person  who  has  a  con- 
siderable percentage  of  residual  hearing  can 
often,  with  an  electric  hearing  aid,  secure  a 
correction  to  almost  normal  hearing.  In  fact, 
it  is  estimated  that  a  person  with  a  20  per 
cent  loss  of  hearing  needs  no  correction  of 
any  sort.  By  being  careful  he  can  under- 
stand ordinary  conversations.  A  person  with 
a  greater  loss  of  hearing  begins  to  have  to 
make  more  than  ordinary  adjustments  to 
life.  With  a  loss  of  as  much  as  60  per  cent, 
a  person  is  so  severely  handicapped  as  to 
need  special  means  of  communication.  It  is 
with  this  class  of  persons — those  severely 
handicapped  by  loss  of  hearing — that  our 
school  attempts  to  deal.  We  find  it  advisable 
in  some  instances  to  admit  children  who 
have  a  loss  of  hearing  of  less  than  60  per 
cent,  in  order  to  give  them  an  opportunity 
to  learn  to  wear  a  hearing  aid,  and  to  learn 
lip  reading.  Some  of  these  children,  after 
remaining  a  year  in  our  school,  are  able  to 
return  to  public  school  and  graduate  there. 
Some  of  you  may  know  of  the  case  of  Jimmy 
Shoemaker,  a  star  football  player  of  Char- 
lotte. Jimmy  came  to  us  at  the  age  of  12, 
learned  lip  reading,  and  carried  along  with 
his  school  work  on  the  same  level  as  his 
grade  in  public  school.  He  was  finally  fitted 
with  a  hearing  aid,  and  returned  to  the 
Charlotte  Public  Schools. 

We  are  frequently  asked  what  percentage 
of  our  students  were  born  deaf,  and  what 


percentage  have  been  deafened  since  birth. 
A  study  made  some  years  ago,  which  at- 
tempted to  cover  the  entire  deaf  population 
of  the  state,  indicated  that  about  48  per  cent 
were  congenitally  deaf,  and  about  52  per 
cent  were  adventitiously  deaf.  A  study  made 
last  year  by  Mr.  O.  W.  Underhill  among  the 
families  of  our  students  indicates  that  there 
has  not  been  much  change  in  these  percent- 
ages in  recent  years.  No  study  has  been 
made  in  this  locality  concerning  the  char- 
acter and  extent  of  the  loss  of  hearing  in 
these  two  groups.  It  is  generally  conceded, 
however,  that  on  the  whole  the  congenitally 
deaf  suffer  from  a  greater  loss  of  hearing. 
A  factor  which  has  to  be  considered,  how- 
ever, is  the  frequent  total  lack  of  speech  in 
the  home  background  of  the  congenitally 
deaf,  and  the  use  of  sign  language  and  finger 
spelling  exclusively. 

It  might  be  of  interest  to  the  medical  pro- 
fession to  know  something  of  the  causes  of 
deafness.  A  recent  survey  made  in  the  upper 
school,  among  156  unselected  students  furn- 
ishing reliable  information,  shows  that  59, 
or  37.8  per  cent,  lost  their  hearing  in  early 
childhood,  12  of  them  after  the  age  of  6.  Of 
this  number,  24  owe  their  loss  of  hearing  to 
spinal  meningitis.  In  22,  or  14.1  per  cent, 
the  causes  of  deafness  were  other  illnesses 
such  as  scarlet  fever,  typhoid  fever,  and  ear 
infections,  in  later  childhood.  Seventy-five, 
or  48  per  cent,  of  the  156  students  were  born 
deaf.  Forty-one  of  these  have  one  or  more 
deaf  sisters  or  brothers ;  12  are  children  of 
deaf  parents,  and  18  are  children  of  hearing 
parents  having  deaf  relatives. 

Physicians  could  render  valuable  service 
by  ascertaining  in  early  infancy  whether  or 
not  deafness  has  been  inherited  by  the  off- 
spring of  deaf  partners,  or  of  hearing  part- 
ners having  deaf  ancestors  or  relatives.  We 
have  had  in  school  children  of  deaf  parents 
who  were  themselves  thought  to  be  deaf,  but 
were  found  to  have  normal  hearing;  they 
simply  had  had  no  chance  to  make  use  of  it. 
On  the  other  hand,  many  deaf  children  are 
considered  normal  until  they  reach  the  age 
of  2  or  3  years.  Much  good  could  be  done  by 
putting  hearing  children  of  deaf  parents  in 
such  environments  that  they  would  not  lose 
anything  in  the  early  training  of  hearing 
and  of  speech,  and  by  preparing  deaf  chil- 
dren of  hearing  parents  for  school  by  means 
of  lip-reading. 
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Curriculum 

By  keeping  our  school  work  on  a  par  with 
that  in  the  public  schools  we  make  it  easier 
for  children  to  come  to  us  for  a  period,  then 
return  to  more  normal  living  and  a  closer 
contact  with  home.  We  have  a  curriculum 
running  through  twelve  grades  of  work 
which  is  almost  identical  with  that  of  the 
public  schools  in  North  Carolina.  Most  of 
our  children,  however,  take  longer  to  finish 
their  schooling  than  do  hearing  children. 
Our  school  normally  admits  a  child  at  6 
years  of  age,  and  the  first  three  years  of  his 
time  must  be  given  to  the  acquisition  of  lan- 
guage, of  lip  reading,  and  the  beginnings  of 
speech.  During  this  time,  if  he  has  good 
mentality,  he  may  acquire  a  reading  and 
writing  vocabulary  of  as  much  as  two  thous- 
and words ;  the  child  with  normal  hearing 
may  have  a  vocabulary  of  this  size  at  6  years 
of  age.  This  means  that  our  deaf  children 
are  entering  what  we  know  as  normal  first 
grade  work  at  the  age  of  9.  If  they  go 
through  twelve  grades  at  the  normal  rate  of 
speed,  they  will  graduate  at  21. 

In  addition  to  the  academic  curriculum 
we  provide  a  broad  general  course  in  voca- 
tional education,  beginning  about  the  eighth 
grade  with  general  shop  and  going  through 
the  twelfth  grade  with  specialization  in  cer- 
tain vocations.  For  boys  we  provide  training 
in  agriculture,  cabinet  making,  metals  work, 
clothing  repair  and  upkeep  (dry  cleaning), 
and  printing;  for  girls,  training  in  agricul- 
ture, home  economics  (cookery),  laundering, 
typing,  handicrafts,  and  sewing. 

This  system  of  vocational  education  is  sup- 
plemented by  having  each  boy  or  girl  who 
completes  school  enter  an  occupation  under 
what  is  known  as  the  Federal  Rehabilitation 
Act.  Under  this  arrangement,  the  child  is 
placed  in  "on-the-job"  training  for  a  period 
of  three  to  six  months,  or  sometimes  for  a 
period  of  a  year  or  more.  Part  or  all  of  this 
phase  of  his  educational  expense  is  taken 
care  of  by  federal  grant. 

The  Problem  of  Partially  Deaf  Children 

There  are  a  great  many  children  who  are 
struggling  to  get  through  school  in  North 
Carolina  with  a  loss  of  hearing  so  great  as 
to  create  difficulty  for  them  in  their  school 
work.  This  problem  is  being  taken  over  by 
the  State  Department  of  Health,  which  is 
conducting  a  survey  to  locate  all  children 
with  as  much  as  9  decibels  loss  of  hearing. 


The  plan  is  to  work  out  corrective  measures 
which  will  meet  the  needs  of  these  children 
— in  some  cases  moving  them  to  the  front 
of  the  room,  in  others  providing  an  electrical 
hearing  aid,  and  in  still  others,  sending  them 
to  special  institutions.  It  certainly  is  to  be 
hoped  that  when  this  program  is  under  way 
we  can  help  many,  many  boys  and  girls  who 
are  now  becoming  discouraged  and  losing 
out  in  school  because  of  this  physical  handi- 
cap. Particularly  heartening  is  the  possi- 
bility which  is  just  now  opening  up  for  the 
use  of  the  portable  electric  hearing  aid, 
which  can  in  many  instances  bring  about  a 
sufficient  correction  to  enable  the  person  to 
live  normally  among  hearing  people.  In  some 
instances,  of  course,  the  person's  hearing 
loss  is  severe  in  the  range  of  sound  fre- 
quencies that  cover  ordinary  human  speech. 
In  such  instances,  while  the  person  may 
show  a  good  percentage  of  hearing,  he  may 
find  difficulty  in  securing  the  correction  that 
will  enable  him  to  communicate  with  others. 

Contributions  Which  Can  Be  Made 
by  Physicians' 

May  I  take  the  liberty,  in  closing,  of  sug- 
gesting some  practical  ways  in  which  you,  as 
physicians  in  this  commonwealth,  can  help 
in  selecting  and  bringing  into  the  school 
those  children  whose  education  we  are  pre- 
pared to  handle. 

First.  We  always  want  an  otological  ex- 
amination. To  the  general  practitioner,  I 
want  to  say  that  it  will  be  helpful  to  both 
you  and  the  school,  if  you  can  refer  every 
child  suffering  from  a  loss  of  hearing  to  an 
otologist  for  examination  and  recommenda- 
tion. 

Second.  Be  certain  that  the  child  is  suffer- 
ing from  a  hearing  loss,  and  does  not  have 
aphasia,  or  some  other  handicap  which  has. 
removed  from  him  the  capacity  to  speak. 
Our  teachers  are  trained  to  teach  the  child 
suffering  from  severe  or  total  loss  of  hear- 
ing, and  not  the  hearing  child  who  is  suffer- 
ing from  a  speech  difficulty.  Our  staff  are 
called  upon  at  present,  however,  to  deal  with 
these  cases,  because  there  is  no  provision  for 
handling  such  handicapped  children  in  our 
state  school  system. 

Third.  Physicians  often  know  the  life  of 
their  communities  much  more  intimately 
than  do  the  school  officials.  Often  they 
know  about  a  child  with  severe  loss  of 
hearing,  who  cannot  get  along  in  school,  and 
is  kept  at  home.  We  hope  physicians  will  re- 


March,  1945 


THUMBNAIL  SKETCHES 


165 


port  such  cases,  and  help  us  to  get  such  chil- 
dren into  school.  This  can  be  done,  either 
by  writing  directly  to  the  school,  or  by  get- 
ting in  touch  with  the  county  superintend- 
ent of  public  welfare.  Often  parents  are 
emotionally  conditioned  toward  the  child 
with  a  handicap,  and  do  not  want  to  send 
him  away  to  school.  Sometimes  a  visit  to 
the  school,  where  they  can  see  the  oppor- 
tunities to  be  offered  their  child,  changes 
their  attitude  completely. 

Fourth.  We  cannot,  of  course,  enforce  at- 
tendance as  long  as  a  child  is  allowed  to  go 
to  a  regular  public  school,  sit  in  the  back  of 
the  room,  and  be  passed  along  from  year  to 
year  by  the  teacher.  The  only  way  we  can 
enforce  the  attendance  law  is  to  have  such 
children  shut  out  of  regular  schools. 

Fifth.  These  children  should  be  put  into 
school  as  early  as  possible.  If  a  child  is  of 
normal  development  and  apparently  normal 
intelligence,  he  should  be  admitted  at  6  years 
of  age.  If  a  child  is  not  well  developed,  how- 
ever, and  is  apparently  of  slow  mentality, 
we  sometimes  advise  delaying  his  admission 
for  one  or  two  years.  This  advice  is  given 
only  after  a  personal  interview  and  careful 


examination  of  the  child  by  members  of  our 
staff.  We  have  no  provision  now  for  chil- 
dren under  6  years  of  age,  although  the 
trend  in  the  education  of  the  deaf  indicates 
that  children  should  perhaps  be  admitted  at 
3  or  4  years  of  age.  It  is  to  be  hoped  that 
something  can  be  done  about  pre-school 
training  of  deaf  children  in  our  state. 

Sixth.  Physicians  often  ask,  "Can  a  child 
put  on  a  hearing  aid  and  remain  at  home?" 
We  say,  "No."  The  individual  hearing  aid  is 
expensive,  the  least  expensive  costing  $40.00, 
and  it  is  difficult  to  get  a  small  child  to  use 
this  delicate  piece  of  equipment  intelligently. 
A  child  under  12  years  of  age  is  rarely  able 
to  use  an  individual  hearing  aid  to  any  ad- 
vantage. Furthermore,  a  hearing  loss  seems 
to  be  most  advantageously  corrected  by 
the  combination  of  lip  reading  and  elec- 
trical stimulation.  Facility  in  this  combina- 
tion is  difficult  to  acquire,  and  certainly  re- 
quires the  services  of  specially  trained  teach- 
ers. It  seems,  therefore,  that  in  every  case 
where  the  loss  of  hearing  is  severe  enough 
to  require  electrical  stimulation  the  child 
should  be  sent  to  our  school  for  a  varying 
period  of  special  rehabilitation  training. 
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THE  EVOLUTION  OF  THE  ASEPTIC 
PRINCIPLE  IN  SURGERY 

III 

FRANCESCO  REDI    (1626-1697) 

AND  THE  THEORY  OF  SPONTANEOUS 

GENERATION 

A  popular  conception  or  misconception  of 
disease  in  the  seventeenth  century  was  a  be- 
lief in  its  spontaneous  origin.  Because  of  the 
power  of  all  living  things  to  propagate  in- 
definitely their  ability  to  generate  "de  novo" 
was  not  doubted.  Thus  the  early  scientific 
study  of  disease  was  based  largely  on  the 
theory  of  "spontaneous  generation." 

The  first  to  advance  sufficient  experiment- 
al evidence  to  render  the  doctrine  untenable 
was  Francesco  Redi,  the  Italian  physician, 
naturalist  and  poet  born  in  Arezzo,  Tuscany, 
in    1626.   the   son   of  the   physician   to   the 


Grand  Duke.  He  grew  up  under  the  eye  of 
Galileo,  who  lived  nearby,  and  his  later  scien- 
tific life  can  be  traced  directly  to  the  influ- 
ence of  this  wonderful  man"1.  In  1647,  after 
receiving  the  combined  degree  of  Doctor  of 
Medicine  and  Philosophy  from  the  Univers- 
ity of  Pisa,  he  spent  five  years  in  travel  and 
study,  returning  to  Florence  at  the  age  of 
26  to  take  up  the  practice  of  medicine.  In 
1666,  after  his  father's  death,  he  was  made 
court  physician,  a  position  he  retained  until 
his  death  in  1697.  Although  his  medical 
work  was  not  brilliant,  it  revealed  a  large 
measure  of  common  sense.  A  glimpse  of  it 
can  be  seen  in  his  advice  to  his  patients  that 
they  had  one  thing  more  to  be  feared  than 
the  disease  from  which  they  suffered — name- 
ly, the  medicines  that  were  proffered  to  cure 
them.  Redi  also  had  the  disease  known  as 

1.  Fur  tins  and  other  more  detailed  information  see  Dr. 
Kufus  Cole's  article,  Francesco  Kedi  (1826-1097),  Ann. 
Med.  "Hist.   8:347-359,    1926. 
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"bibliophilia";  he  was  a  book  collector.  To 
his  interest  in  this  field  we  owe  the  preserva- 
tion of  the  priceless  manuscript  of  Ben- 
venuto  Cellini's  autobiography.  He  also  dis- 
covered and  published  the  first  reference  to 
the  use  of  spectacles.  He  found  an  old  manu- 
script dated  1289  in  which  a  monk  had  writ- 
ten :  "I  am  so  weighted  with  years  that  with- 
out the  glasses  called  'occhiali,-  I  could 
neither  read  nor  write.  These  have  lately 
been  invented  to  the  convenience  of  poor  old 
people  whose  sight  is  enfeebled." 

Redi's  greatest  work,  however,  lay  in  his 
faultless  refutation  of  the  age-old  doctrine 
of  spontaneous  generation — at  least  in  so  far 
as  it  applied  to  flesh-eating  flies.  In  his 
Esperienze  intomo  alia  generazione  degli 
insetti  (Florence,  1668)  he  states  that  he 
"began  to  believe  that  all  worms  found  in 
meat  were  derived  from  flies,  and  not  from 
putrefaction.  I  was  confirmed  by  observing 
that,  before  the  meat  became  wormy,  there 
hovered  over  it  flies  of  that  very  kind  that 
later  bred  in  it.  Belief  unconfirmed  by  ex- 
periment is  vain.  Therefore  I  put  a  dead 
snake,  some  fish,  and  a  slice  of  veal  in  four 
large,  wide-mouthed  flasks.  These  I  closed 
and  sealed.  Then  I  filled  the  same  number 
of  flasks  in  the  same  way  leaving  them  open. 
Flies  were  seen  constantly  entering  and 
leaving  the  open  flasks.  The  meat  and  the 
fish  in  them  became  wormy.  In  the  closed 
flasks  were  no  worms,  though  the  contents 
were  now  putrid  and  stinking.  Outside,  on 
the  covers  of  the  closed  flasks  a  few  maggots 
eagerly  sought  some  crevice  of  entry. 

"Thus  the  flesh  of  dead  animals  cannot  en- 
gender worms  unless  the  eggs  of  the  living 
be  deposited  therein. 

"Since  air  had  been  excluded  from  the 
closed  flasks,  I  made  a  new  experiment  to 
remove  all  doubt.  I  put  meat  and  fish  in  a 
vase  covered  with  gauze.  For  further  protec- 
tion against  flies  I  placed  it  in  a  gauze  cov- 
ered frame.  I  never  saw  any  worms  in  the 
meat,  though  there  were  many  on  the  frame, 
and  flies  ever  and  anon  lit  on  the  outer  gauze 
and  deposited  their  worms  there. "'- 

In  1671  Redi  extended  his  experiments,  in 
a  publication  entitled  Experimenta  circa 
generationen  Insectorum  (fig.  1),  to  include 
bees,  scorpions,  spiders,  and  the  worms  pop- 
ularly and  erroneously  believed  to  arise 
spontaneously  in  vegetables  and  decayed 
fruits,  in  wood  and  in  trees.    Oddly  enough, 

i.    Singer,    Cliarles:     A    Short    History   of    Science,     London, 
Oxford  University  Press,  1941,  p.  245. 
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Fig.  1.  Engraved  and  printed  title  pages  of 
Redi's  Experimenta  circa  generationen  Insect- 
orum (1671).  in  which  he  describes  his  experi- 
ments on  the  generation  of  insects.  (Author's 
collection) 

despite  his  previous  admirable  work  with 
flies,  he  continued  to  believe  in  the  spon- 
taneous generation  of  certain  plant  gall  in- 
sects. 

Although  Redi's  incontestable  experiments 
had  dealt  a  severe  blow  to  the  doctrine  of 
spontaneous  generation  as  far  as  "visible" 
creatures  were  concerned,  the  question  was 
raised  a  few  years  later  by  Leeuwenhoek  in 
still  another  form  with  his  "invisible"  ani- 
malcules'"1. This  problem  remained  unsettled 
until  the  nineteenth  century. 

J.  C.  T. 

:t     See  previous  "Thumbnail  Sketch." 


Two  curious  anachronisms  . .  .  are  the  homeopath- 
ists  and  the  osteopaths.  The  homeopatnists  have  al- 
most vanished  now,  but  a  few  shy  specimens  can  be 
found  in  the  country  lanes.  They  lasted  a  long  time. 
And  we  must  remember  that  their  founder  was  a 
perfectly  regular  member  of  the  medical  fraternity 
with  a  classical  eighteenth  century  education  whose 
"system"  was  simply  one  of  a  series  of  medical 
systems  which  included  those  of  van  Helmont,  Cul- 
len  and  Baglivus.  Indeed  Rokitansky!  And  medi- 
cine might  have  taken  the  wrong  turning,  according 
to  an  eminent  historian,  and  gone  down  the  road 
of  homeopathy  if  it  hadn't  been  that  an  Austrian, 
Auenbrugger,  and  a  Frenchman,  Laennec,  empha- 
sized the  importance,  as  my  friend  Dr.  William 
Dock  says,  of  the  removal  of  the  shirt.  When  medi- 
cal men  made  the  patient  remove  his  shirt  and 
looked  at  him  instead  of  looking  at  the  outside  of 
the  coat  or  the  bodice  and  letting  the  patient  tell 
the  doctor  what  was  the  matter,  homeopathy 
shrivelled  up. — Logan  Clendening:  Resistance  to 
Change  as  a  Contribution  to  Medical  Progress,  Con- 
necticut State  M.  J.  7:523  (August)  1943. 
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THE  PROLONGED  USE  OF 
SULFONAMIDES 

In  the  Annals  of  Internal  Medicine  for 
January,  Siegel  and  Julianelle  have  a  most 
important  report  on  the  prolonged  use  of 
the  sulfonamides  in  an  effort  to  control  the 
incidence  of  upper  respiratory  infections'". 
Sulfadiazine  was  administered  for  fifteen 
weeks — from  December,  1942,  to  March, 
1943 — to  30  subjects  from  an  institution  for 
feebleminded  children.  In  the  first  half  of 
the  experiment  1  Gra.  was  given,  in  three 
doses;  in  the  last  half  this  was  increased  to 
2  Gm.  in  four  doses.  A  control  group  of 
equal  number  was  made  up  by  selecting  al- 
ternate children  in  the  order  of  admission. 
Both  groups  had  exactly  the  same  living  con- 
ditions. 


The  conclusion  was  reached  that  clinically 
"there  were  no  significant  differences  in  the 
frequency  and  severity  of  the  infections  of 
the  respiratory  tract  observed  in  treated  and 
control  groups."  From  the  laboratory  stand- 
point the  results  were  rather  disconcerting. 
Although  the  gram-negative  cocci  rapidly 
disappeared  from  the  throats  of  the  children 
in  the  treated  group,  they  returned  "in  their 
original  frequency  in  spite  of  continued 
treatment,"  and  as  they  reappeared  they 
showed  an  increased  tolerance  for  the  drug. 
"Other  organisms  as  staphylococci,  Strep- 
tococcus alpha  and  gamma,  diphtheroids, 
Sarcina,  tetragenus  and  H.  influenzae  are 
not  noticeably  affected."  "Continuous  admin- 
istration of  sulfadiazine  did  not  prevent 
either  the  dissemination  of  C.  diphtheriae 
among  exposed  children  or  its  repeated  re- 
covery from  throat  cultures." 

The  behavior  of  pneumococci  was  of  es- 
pecial interest.  "1.  Under  prolonged  sulfa- 
diazine administration  in  physically  normal 
children,  pneumococcal  types  may  acquire  a 
high  degree  of  resistance  to  the  drug. 

"2.  With  resistance,  there  is  a  striking- 
shift  in  predominance  of  types  due  to  elimi- 
nation of  strains  not  so  readily  becoming 
fast. 

"3.  Despite  their  fastness,  the  strains  re- 
tain their  virulence  and  specificity." 

This  report  by  Morris  and  Julianelle  is 
a  model  of  combined  clinical  and  laboratory 
research,  and  should  serve  as  a  curb  on  the 
excessive  enthusiasm  in  the  use  of  the  sul- 
fonamides. Although  the  authors  were  for- 
tunate in  having  had  no  significant  toxic  re- 
actions as  a  result  of  giving  30  children  daily 
doses  of  sulfadiazine  for  fifteen  weeks,  their 
findings  emphasize  a  truth  that  is  being  ap- 
preciated more  and  more :  that  while  the 
sulfonamide  drugs  are  powerful  weapons 
against  disease,  their  indiscriminate  use  is 
to  be  condemned.  When  indicated  they  should 
be  given  unhesitatingly,  and  in  adequate 
doses ;  but  they  should  never  be  used  unless 
they  are  really  needed,  and  then  no  longer 
than  is  necessary. 

i.  Siegel,  Morris  and  Julianelle,  L.  A.:  The  Epidemiology  of 
Acute  Respiratory  Infections  Conditioned  by  Sulfonamides, 
Ann.   Int.   Med.   22:1-39   (Jan.)    1945. 
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THE  BROTHERHOOD  OF 
MEDICAL  MEN 

In  striking  contrast  to  the  hundreds  of 
atrocity  stories  which  have  come  out  of  the 
war  is  an  item  carried  by  the  United  Press 
during  the  German  break-through.  Similar 
stories  have  grown  out  of  almost  every  war 
within  the  memory  of  man,  and  to  the  credit 
of  medical  men  everywhere,  it  is  highly  prob- 
able that  they  are  all  true. 

The  UP  dispatch  tells  how  an  American 
medical  unit,  captured  by  the  Germans, 
worked  for  two  days  side  by  side  with  Ger- 
man medical  men.  "The  story  began  .  .  .  when 
a  force  of  German  troops  who  had  infiltrated 
American  lines  on  the  confused  Hardt  Moun- 
tain front  overran  Wingen,  site  of  an  Ameri- 
can battalion  headquarters  . .  .  The  Germans, 
who  had  only  a  few  medical  men  and  almost 
no  equipment,  separated  the  American  aid- 
men  from  combat  troops  as  soon  as  Wingen 
was  in  their  hands.  The  Americans  rescued 
some  of  their  equipment  from  their  battalion 
aid  post .  .  .  and  both  sides  set  up  shop  in  a 
schoolhouse  with  a  German  doctor  in  com- 
mand." The  American  medical  unit  included 
one  doctor,  Lt.  Joseph  W.  Reynolds  of  Cali- 
fornia. As  patients  were  brought  in,  they 
were  treated  "according  to  how  badly  they 
were  wounded  rather  than  by  nationality  .  .  . 
The  Germans  used  Red  Cross  flags  from 
American  jeeps,  and  combined  German- 
American  litter  bearer  teams  went  out  to- 
gether in  search  of  wounded." 

This  strange  group  practice  was  continued 
until  the  town  was  re-taken  by  the  Ameri- 
cans. It  furnishes  another  illustration  of 
the  brotherhood  of  medical  men. 


MEDICINE,  POLITICS,  BASKETBALL, 
AND  LABOR  UNIONS 

On  February  17  Lincoln's  birthday  was 
celebrated  five  days  late  by  a  dinner  at  the 
Robert  E.  Lee  Hotel  in  Winston-Salem, 
which  "was  attended  by  between  500  and  600 
Republicans  from  throughout  North  Caro- 
lina." 

This  dinner  was  held  shortly  after  it  was 
announced  that  the  annual  meeting  of  the 
Medical  Society  of  the  State  of  North  Caro- 
lina has  been  indefinitely  postponed — for  the 
first  time  since  the  Civil  War.  The  attend- 
ance on  this  meeting  would  probably  have 
been  only  slightly  more  than  the  attendance 
on  the  Republican  dinner. 


The  annual  meeting  of  the  Tri-State  Medi- 
cal Society,  which  is  usually  held  in  Feb- 
ruary, has  for  the  second  time  in  its  history 
been  canceled  this  year;  yet  on  February  23 
and  24  the  Southern  Conference  Basketball 
Tournament  was  held  in  Raleigh,  and  it  is 
estimated  that  more  than  3000  devotees  of 
the  sport  were  in  attendance.  The  average 
registration  at  the  Tri-State  meetings  is 
little  more  than  a  tenth  of  this  number. 

The  1945  meeting  of  the  American  Medi- 
cal Association  has  also  been  canceled;  yet 
John  L.  Lewis  and  his  cohorts  of  the  C.I.O. 
were  allowed  to  foregather  in  Miami,  and 
the  A.F.  of  L.  has  recently  held  a  convention 
in  New  Orleans. 

It  is  true  that  no  state  medical  society 
ever  whooped  up  political  issues  for  either 
party,  that  a  medical  meeting  does  not  thrill 
thousands  of  spectators  as  does  a  basketball 
tournament,  and  that  no  medical  Political 
Action  Committee  helped  to  re-instate  our 
present  administration.  It  is  probable,  how- 
ever, that  society  derives  more  lasting  bene- 
fit from  the  exchange  of  ideas  in  scientific 
meetings  of  medical  men  than  from  political 
gatherings,  basketball  games,  and  labor 
union  meetings  combined. 


NORTH  CAROLINA'S  1944   MORTALITY 

The  State  Board  of  Health  has  just  re- 
leased its  vital  statistics  for  1944  (p.  180). 
For  two  successive  years  the  general  death 
rate  for  North  Carolina  has  been  the  lowest 
in  the  state's  historv— 8.1  per  1000  for  1943, 
7.9  for  1944. 

This  continued  decline  in  the  mortality 
rate  should  help  offset  the  unenviable  show- 
ing of  our  state  in  the  draft  rejection  figures. 
The  numerous  physical  defects  apparently 
harbored  by  North  Carolinians  do  not  seem' 
to  interfere  with  longevity. 

Some  years  ago,  in  a  bulletin  on  appendi- 
citis, the  statistician  of  the  Metropolitan  Life 
Insurance  Company  explained  the  low  mor- 
tality from  this  disease  in  North  and  South 
Carolina  by  saying  that  our  doctors  were 
just  too  ignorant  to  recognize  appendicitis 
when  they  saw  it.  Even  the  most  bigoted 
Yankee,  however,  should  give  North  Caro- 
lina doctors  credit  for  having  sufficient  pro- 
fessional acumen  to  recognize  a  dead  body 
when  they  see  it. 
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CLINICO-PATHOLOGICAL 
CONFERENCE 

Bowman  Gray  School  of  Medicine 
Presentation  of  Case 

First  admission:  This  20  year  old  white 
single  shipyard  worker  entered  the  North 
Carolina  Baptist  Hospital  on  January  6, 
1944,  complaining  of  vomiting  and  weakness. 
All  through  high  school  he  had  had  "spells 
with  his  stomach,"  with  excessive  weakness 
and  nausea.  One  year  before  admission  he 
experienced  a  sudden  attack  of  abdominal 
pain,  with  fever,  weakness,  nausea  and  vom- 
iting. He  was  operated  upon  and  told  that 
"the  appendix  was  nearly  ruptured" ;  the 
postoperative  course  was  uneventful.  The 
nausea,  vomiting  and  abdominal  pain  soon 
returned.  He  noted  that  the  sunburn  which 
he  received  the  past  summer  appeared  to  be 
deepening  in  color.  In  the  six  weeks  before 
admission  his  weight  decreased  from  170  to 
126  pounds. 

There  was  nothing  significant  in  the  fam- 
ily history  or  past  history. 

The  temperature  was  98  F.,  the  pulse  104, 
respiration  18.  The  blood  pressure  was  80 
systolic,  56  diastolic.  The  positive  findings 
were  slight  lethargy,  a  diffuse  brownish  pig- 
mentation of  the  entire  body,  most  marked 
on  the  face,  neck  and  the  folds  of  skin  in 
the  palms.  Some  pigmentation  was  noted  on 
the  under  surface  of  the  tongue  and  on  the 
mucosa  of  the  mouth  and  gums.  The  left  sub- 
maxillary and  left  axillary  lymph  nodes  were 
enlarged  but  freely  movable.  Slight  mid- 
epigastric  tenderness  was  elicited. 

There  were  16.6  Gm.  of  hemoglobin,  5,- 
160,000  red  blood  cells,  and  11,000  white 
blood  cells,  with  33.5  per  cent  polymorpho- 
nuclears, 49.5  per  cent  lymphocytes,  12.5 
per  cent  monocytes,  4  per  cent  eosinophils, 
and  0.5  per  cent  basophils.  The  urine  had  a 
specific  gravity  of  1.011  and  presented  only 
occasional  white  blood  cells  on  microscopic 
examination.  The  blood  nonprotein  nitrogen 
was  68  mg.  per  100  cc. ;  serum  proteins  were 
7.2  Gm.  per  100  cc,  with  4.5  Gm.  of  albumin 
and  2.7  Gm.  of  globulin ;  the  carbon  dioxide 
combining  power  was  22  milli-equivalents  or 
49  volumes  per  cent ;  blood  chlorides  were  92 
milli-equivalents  or  536  mg.  per  100  cc.  The 
results  of  an  oral  glucose  tolerance  test  were 

Presented   at   the  Watts   Hospital  Symposium.   Durham,    Feb- 
ruary 14.   1945. 


as  follows:  fasting  blood  sugar  95  mg.  per 
100  cc. ;  at  thirty  minutes  160  mg.  per  100 
cc. ;  at  one  hour  80  mg.  per  100  cc. ;  at  three 
hours  63  mg.  per  100  cc.  (patient  complained 
of  weakness)  ;  at  four  hours  65  mg.  per  100 
cc. ;  at  five  hours  68  mg.  per  100  cc. 

An  x-ray  of  the  chest  revealed  no  abnor- 
malities. Sheep-cell  agglutination  was  nega- 
tive. 

The  patient  was  placed  on  a  high  carbo- 
hydrate, high  protein  diet  and  given  intra- 
venous glucose  in  saline,  and  salt  and  sodium 
bicarbonate  tablets.  He  gained  one  and  one- 
half  pounds  in  ten  days  and  appeared 
stronger;  the  blood  pressure  rose  to  110  sys- 
tolic, 80  diastolic.  The  nonprotein  nitrogen 
fell  to  43  mg.  per  100  cc.  of  blood  and  the 
chlorides  rose  to  98.4  milli-equivalents  or  576 
mg.  per  100  cc.  The  leukocyte  and  differ- 
ential counts  remained  unchanged.  He  was 
discharged  with  instructions  to  continue  the 
diet  and  saline  therapy. 

Second  admission  (March  3,  1944)  :  The 
patient  had  progressed  very  well  until  short- 
ly before  readmission,  when  he  noticed  in- 
creasing morning  weakness  and  a  feeling  of 
tiredness.  No  changes  were  found  in  the 
physical  examination.  The  white  blood  cell 
count  was  9,500;  the  differential  was  now 
normal.  A  Kahn  test  was  negative.  The  other 
accessory  clinical  findings  showed  no  change 
from  the  previous  admission.  He  was  dis- 
charged after  two  days,  with  an  increased 
salt  intake. 

Third  admission  (August  15,  1944)  :  The 
patient  got  along  without  difficulty  for  five 
months.  For  two  weeks  before  this  admis- 
sion he  was  careless  about  salt  medication 
and  diet.  He  became  nauseated  and  vomited 
all  during  the  day  before  admission.  Upon 
entering  the  hospital  he  was  so  weak  that 
he  had  to  be  carried  to  bed.  His  systolic 
blood  pressue  was  50 ;  the  diastolic  pressure 
could  not  be  recorded.  No  lymph  nodes  were 
palpable.  The  blood  chlorides  were  86  milli- 
equivalents  or  504  mg.  per  100  cc. ;  the  car- 
bon dioxide  combining  power  was  16.7  milli- 
equivalents  or  37  volumes  per  cent.  The 
hemoglobin  was  11.8  Gm.,  there  were  3,- 
650,000  red  blood  cells  and  4,850  white  blood 
cells,  with  57  per  cent  lymphocytes,  6  per 
cent  monocytes,  35  per  cent  polymorphonu- 
clears, 2  per  cent  eosinophils.  The  urine  had 
a  specific  gravity  of  1.020  and  showed  a  faint 
trace  of  albumin.  The  response  following 
parenteral  saline  therapy  and,  for  the  first 
time,  adrenal  cortical  hormone,  was  prompt. 
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After  live  days  in  the  hospital  the  patient 
returned  home  on  saline  and  desoxyeorticos- 
terone  acetate  therapy. 

Fourth  admission  (December  14.  1944): 
The  family  physician  was  called  to  see  the 
patient,  who  had  had  a  headache  for  ten 
days  and  was  stuporous.  He  had  been  taking 
the  prescribed  medication  only  sporadically 
and  had  had  none  for  the  past  week.  Upon 
admission  to  the  hospital  examination  re- 
vealed the  temperature  to  be  106  F..  pulse 
136,  respiration  32,  blood  pressure  88  sys- 
tolic and  64  diastolic.  The  patient  responded 
only  after  painful  stimulation.  The  specific 
gravity  of  the  urine  was  1.016;  there  was  a 
trace  of  albumin,  a  1  plus  reaction  for  sugar, 
and  an  occasional  leukocyte;  the  white  blood 
cell  count  was  9,800.  After  intensive  therapy, 
the  blood  chlorides  were  122  milli-equival- 
ents,  and  the  nonprotein  nitrogen  was  34  mg. 
per  100  cc.  The  serum  proteins  were  4.8  Gm. 
per  100  cc:  the  hematocrit  was  42  volumes 
per  cent.  A  blood  culture  was  negative.  The 
sedimentation  rate  was  14  mm.  in  an  hour. 
An  x-ray  of  the  chest  showed  a  diffuse  gen- 
eralized increase  in  pulmonary  markings 
with  no  localized  consolidation.  Slight  stiff- 
ness of  the  neck  was  noted  on  the  second  day 
following  readmission.  A  lumbar  puncture 
showed  the  fluid  to  have  a  4  plus  Pandy  re- 
action, with  30  mononuclear  cells;  bacteria 
were  not  found  in  smears,  and  routine  cul- 
tures were  negative.  The  patient  was  given 
large  amounts  of  saline,  blood  plasma  and 
adrenal  cortical  hormone  intravenously,  with 
a  resultant  rise  in  the  blood  pressure  and 
lowering  of  the  temperature  to  101  F.,  but 
he  failed  to  recover  consciousness.  He  re- 
ceived 2.5  Gm.  of  sodium  sulfadiazine  intra- 
venously without  improvement.  His  temper- 
ature rose  terminally  to  104  F.  and  his  pulse 
rate  to  160.  Death  occurred  three  days  fol- 
lowing the  last  admission. 

Discussion 

Dr.  George  T.  Harrell  :  This  young  man 
had  a  chronic  illness  characterized  by  mild 
gastrointestinal  symptoms  "all  through  high 
school."  The  duration,  though  indefinite. 
could  have  been  as  long  as  six  years.  The  his- 
tory describes  acute  gastrointestinal  symp- 
toms for  two  years,  but  the  patient  was 
under  observation  for  only  one  year.  His 
complaints  at  the  initial  visit  were  weakness, 
nausea,  vomiting,  abdominal  pain,  deepen- 
ing color  of  the  skin,  and  a  weight  loss  of 


45  pounds.  Subsequent  visits  revealed  in  ad- 
dition morning  weakness  and  tiredness.  On 
the  final  admission  new  symptoms  of  coma, 
fever,  and  stiffness  of  the  neck  suggest  the 
development  of  an  acute  illness  which  maj- 
or may  not  have  been  associated  with  the 
primary  disease  process.  The  patient  died 
after  three  days. 

On  the  first  visit,  the  temperature  was  sub- 
normal (98  F.),  the  pulse  was  rapid  (104)  ; 
respirations  were  normal,  but  hypotension 
was  present,  the  blood  pressure  being  80 
systolic,  56  diastolic.  During  the  final  acute 
illness,  the  temperature  reached  a  height  of 
106  F.  The  tachycardia  persisted,  the  pulse 
rate  increasing  to  160 ;  and  respirations  were 
increased.  The  blood  pressure  was  at  hypo- 
tensive levels,  though  it  rose  with  therapy. 
Only  lethargy,  skin  pigmentation,  and  epi- 
gastric tenderness  were  found  originally.  It 
is  difficult  to  tell  whether  the  stupor  noted 
on  the  final  admission  was  a  progression  of 
lethargy.  The  history  of  preceding  headache 
suggests  the  development  of  a  new  process. 

The  initial  hemoglobin  (16.6  Gm.)  and  red 
cell  count  (5,160,000)  suggest  some  degree 
of  dehydration,  although  these  are  at  the  up- 
per limit  of  the  normal  range.  The  leukocyte 
count  of  11,000  could  hardly  be  accounted  for 
by  the  same  degree  of  dehydration.  The  dif- 
ferential count,  with  neutropenia  and  an  ab- 
solute and  relative  lymphocytosis  and  mono- 
cytosis, is  extremely  interesting.  The  return 
to  normal  values  and  later  recurrence  of  the 
lymphocytosis  suggest  a  chronic  disturbance 
with  exacerbations  and  remissions. 

The  blood  chemical  findings  confirm  the 
presence  of  dehydration,  which  could  have 
been  a  result  of  vomiting.  Determinations  of 
the  blood  hematocrit  would  have  been  help- 
ful in  estimating  the  extent  of  dehydration. 
The  lowered  blood  chlorides,  the  essentially 
normal  carbon  dioxide  combining  power,  and 
the  elevated  nonprotein  nitrogen  would  be 
found  after  vomiting.  The  glucose  tolerance 
test  showed  a  profound  disturbance  of  carbo- 
hydrate metabolism.  The  fasting  level  of  the 
blood  sugar  was  normal,  as  was  the  level  at 
one-half  hour  after  oral  ingestion  of  glucose. 
Subsequent  determinations  revealed  a  rapid 
disappearance  of  carbohydrate  from  the 
blood  and  a  failure  to  convert  protein  or  to 
mobilize  stores  of  glycogen  either  from  the 
liver  or  from  muscle.  This  failure  resulted  in 
a  severe  hypoglycemia  which  persisted  from 
the  third  through  the  fifth  hour.  The  drop 
in  the  nonprotein  nitrogen  level  to  43  mg. 
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per  100  cc.  indicated  that  the  kidneys  were 
able  to  excrete  nitrogenous  products  when 
the  fluid  intake  and  the  arterial  glomerular 
filtration  pressure  were  adequate. 

The  trace  of  albumin  in  the  urine  would 
be  consistent  with  a  moderate  degree  of  de- 
hydration. The  1  plus  reaction  for  sugar 
would  suggest  a  defect  in  reabsorption  of 
flucose  by  the  kidney  tubules,  since  the  blood 
sugar  levels  did  not  exceed  the  normal.  The 
finding  of  an  occasional  white  cell  in  the 
urine  is  not  unusual.  The  lumbar  puncture 
revealed  a  disturbance  involving  the  men- 
inges. The  marked  increase  in  proteins,  as 
shown  by  the  4  plus  Pandy  reaction,  would 
suggest  an  exudative  rather  than  a  transu- 
dative  process.  The  presence  of  30  mononu- 
clear cells  and  the  absence  of  polymorpho- 
nuclear cells  suggest  a  deep  inflammatory 
process  which  had  not  extended  through  into 
the  subarachnoid  space,  and  indicate  that 
the  cells  were  the  result  of  irritation.  A  spe- 
cific virus  infection  could  produce  this  phe- 
nomenon in  the  subarachnoid  space. 

The  course  of  the  illness  under  therapy 
suggests  that  the  hypoglycemia  and  disturb- 
ance of  electrolytes  were  ameliorated  by  a 
high  carbohydrate,  high  protein  diet,  with 
additional  sodium  in  the  form  of  sodium 
chloride  and  sodium  bicarbonate. 

In  summary,  this  man  showed  evidence  of 
a  disturbance  involving  the  skin  and  the 
gastrointestinal,  neuromuscular,  cardiovas- 
cular, and  urogenital  systems.  Anatomically, 
the  only  factor  which  might  explain  the 
findings  in  all  these  systems  would  be  a  dis- 
turbance in  the  autonomic  nervous  system. 
The  increased  upper  abdominal  motility,  evi- 
denced by  vomiting  and  abdominal  pain, 
could  be  due  to  a  disturbance  in  innervation. 
The  weight  loss  could  be  attributed  to  in- 
adequate food  intake  and  loss  of  fluids  by 
vomiting.  That  the  central  nervous  system 
was  involved  is  shown  by  the  stupor,  stiff 
neck,  and  the  findings  at  lumbar  puncture. 
The  history  of  weakness  indicates  that  the 
peripheral  nervous  system  may  have  been 
involved.  Anatomic  imbalance  of  the  cardio- 
vascular system  is  exhibited  by  the  tachy- 
cardia and  hypotension.  The  increase  in  pig- 
mentation is  due  to  proliferation  of  chromaf- 
fin cells  derived  from  the  anlage  of  the  auto- 
nomic nervous  system. 

Physiologically,  this  man  suffered  from  a 
disturbance  in  permeability  of  cells,  as  is 
shown  by  the  alterations  in  water  and  elec- 
trolyte balance.  Evidence  of  a  decrease  in 


blood  volume  and  of  changes  in  the  inter- 
stitial and  intracellular  fluid  volumes  is 
shown  by  the  tachycardia  and  low  blood 
pressure. 

The  fact  that  the  majority  of  the  water  in 
the  body  can  not  readily  be  mobilized  is  us- 
ually overlooked.  Approximately  50  per  cent 
of  the  entire  body  weight  is  in  intracellular 
fluid.  About  15  per  cent  of  the  body  weight 
is  made  up  of  fluid  in  the  interstitial  spaces, 
and  only  5  per  cent  is  accounted  for  by  the 
circulating  blood.  Therefore,  a  very  small 
loss  of  fluid  from  the  blood  stream  may  lead 
to  profound  changes  in  the  circulation. 
Tachycardia,  hypotension  and  prerenal  azo- 
temia may  result.  The  loss  of  circulating 
fluid  can  be  readily  replaced  from  the  inter- 
stitial fluid,  but  the  relatively  great  volume 
of  fluid  remaining  in  the  large  reservoir  of 
the  intracellular  spaces  can  be  used  with 
comparative  difficulty. 

The  greater  part  of  the  sodium  in  the 
body  (90  per  cent)  is  found  in  the  inter- 
stitial fluid.  The  sodium  ion  can  readily  pass 
back  and  forth  through  cell  membranes  or 
vessel  walls  to  equalize  changes  in  osmotic 
pressure  or  in  water  content.  On  the  other 
hand,  the  majority  of  the  potassium  is  found 
inside  cells,  and  this  ion  does  not  tend  to 
leave  the  cytoplasm  unless  a  profound  dis- 
turbance in  fluid  and  electrolyte  balance  has 
occurred,  or  the  cells  have  disintegrated. 
When  there  is  any  loss  of  sodium  chloride 
and  water,  potassium  moves  from  cells 
through  the  interstitial  fluid  to  plasma.  This 
redistribution  of  potassium  may  occur  in 
hemorrhage,  shock,  or  adrenal  insufficiency, 
or  after  the  intraperitoneal  injection  of  glu- 
cose. Large  concentrations  of  potassium  are 
inhibitory  to  myoneural  junctions  and 
synapses ;  hence  autonomic  nervous  tissue 
may  be  affected  wherever  it  is  found. 

The  physiological  disturbance  in  this  pa- 
tient also  involved  the  absorptive  power  of 
cells  of  the  kidney  tubules,  as  is  shown  by 
the  initial  low  specific  gravity  and  traces  of 
glucose  in  the  urine.  If  reabsorption  of  the 
sodium  ion  also  were  inhibited,  the  lowering 
of  blood  chloride  could  be  due  to  excessive 
loss  of  the  sodium  salt  through  the  kidney. 

This  defect  in  cell  permeability  may  result 
from  any  lesion  which  decreases  the  secre- 
tion of  the  adrenal  cortex.  The  improvement 
under  replacement  therapy  with  adrenal  cor- 
tical extracts  or  desoxycorticosterone  is 
further    evidence    of    adrenal    insufficiency. 
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The  lesion  may  have  been  solely  in  the  ad- 
renal cortex,  or  in  the  master  gland — the  an- 
terior pituitary — with  a  resultant  lack  of 
adequate  stimulation  by  the  adrenotropic 
pituitary  hormone.  The  finding  of  cells  in 
the  spinal  fluid  might  suggest  that  the  pitui- 
tary was  diseased.  The  absence  of  marked 
disturbances  attributable  to  deficient  secre- 
tion of  other  endocrine  glands  (such  as  a 
decrease  in  thyroid  function,  libido,  or  sex- 
ual activity)  would  favor  a  lesion  in  the 
adrenals  alone.  The  adrenals  have  a  wide 
margin  of  safety,  so  that  90  per  cent  or  more 
of  both  glands  must  be  destroyed  before 
clinical  symptoms  of  deficiency  are  pro- 
nounced. The  cortical  cells  have  considerable 
power  of  regeneration,  and  this  ability  must 
also  be  lost  before  deficiency  of  hormone 
production  is  noted. 

What  might  cause  adrenal  insufficiency  in 
this  patient?  Addison  originally  described 
this  syndrome,  which  has  subsequently  been 
called  by  his  name.  In  former  years,  90  per 
cent  of  the  cases  of  destruction  of  the  ad- 
renals coming  to  autopsy  were  due  to  tuber- 
culosis, and  10  per  cent  to  disappearance  of 
cortical  cells  from  various  other  causes.  In 
more  recent  years,  the  incidence  of  tuber- 
culous cases  has  decreased  to  70  per  cent 
and  the  incidence  of  cases  due  to  atrophy  fol- 
lowing cellular  destruction  has  risen. 

In  the  cases  due  to  tuberculosis,  the  disease 
is  usually  active  and  evidence  of  infection  can 
be  found  also  in  other  organs.  No  evidence 
of  tuberculosis  was  found  in  this  patient, 
unless  the  diffuse  changes  described  in  the 
x-ray  of  the  lungs  on  the  final  admission 
were  due  to  early  hematogenous  miliary 
spread.  Central  nervous  system  lesions,  such 
as  a  subcortical  tubercle  or  meningitis,  are 
extremely  rare  in  Addison's  disease.  Organ- 
isms were  not  found  in  the  spinal  fluid  and 
no  note  is  made  of  a  guinea  pig  inoculation. 
The  result  of  a  tuberculin  test  done  in  the 
year  before  death  would  be  extremely  help- 
ful. The  demonstration  of  calcification — the 
end  of  the  healing  process  in  chronic  tuber- 
culosis— in  the  area  of  the  adrenals  above 
the  kidney  shadows  on  x-ray  films  of  the 
abdomen  would  be  circumstantial  evidence  of 
this  infection. 

The  etiologic  agent  which  leads  to  destruc- 
tion of  cortical  cells,  with  failure  of  regen- 
eration and  subsequent  atrophy  and  scar- 
ring, is  unknown.  The  increase  of  this  type 
of  lesion  in   recent  years,  concomitant   with 


greater  use  of  organic  chemical  drugs,  sug- 
gests that  these  may  be  a  factor,  though  no 
experimental  work  has  incriminated  any 
particular  group  of  drugs.  It  is  interesting 
to  conjecture  as  to  whether  the  decreased 
incidence  of  tuberculosis  in  the  population 
as  a  whole  may  explain  the  apparent  increase 
in  atrophy  as  the  cause  of  adrenal  insuffi- 
ciency. If  scarring  or  damage  must  precede 
exposure  in  order  for  secondary  tuberculous 
infection  of  the  adrenals  to  occur,  as  is  the 
case  with  silicosis  in  the  lungs,  the  general 
decrease  in  tuberculosis  would  allow  more 
patients  with  adrenal  lesions  to  come  to 
autopsy  showing  only  atrophy  of  the  ad- 
renal cortex.  The  duration  of  life  is  usually 
greater  if  the  destruction  of  the  cortex  is  due 
to  degeneration  and  atrophy  rather  than  to 
tuberculosis. 

Destruction  of  the  adrenals  by  a  tumor 
would  be  unlikely  with  this  duration  of  the 
disease.  Destruction  by  hemorrhage  usually 
is  dramatic  and  results  in  acute  collapse 
recognized  as  the  Waterhouse-Friderichsen 
syndrome.  The  differential  white  blood  cell 
counts  suggest  the  possibility  of  leukemic 
infiltration,  but  no  evidence  of  bleeding  or 
persistent  lymphadenopathy  is  found  to  sup- 
port this.  Chronic  infectious  mononucleosis 
could  account  for  the  variable  leukocyte 
counts,  but  this  disease  is  not  known  to  af- 
fect the  adrenal.  It  is  possible  that  the  single 
sheep  cell  agglutination  test  reported  may 
have  been  performed  too  early  in  the  course 
of  the  disease  to  prove  this  diagnosis.  The 
blood  sugar  level  at  one-half  hour  was  higher 
than  that  ordinarily  seen  in  Addison's  dis- 
ease, and  might  suggest  the  possibility  of 
hemochromatosis,  or  bronzed  diabetes;  the 
subsequent  blood  sugar  curve,  however,  rules 
this  out. 

A  crisis  in  adrenal  cortical  insufficiency  is 
comparable  to  a  similar  crisis — coma — which 
occurs  in  diabetes.  Either  may  be  precipi- 
tated by  (1)  cessation  of  replacement  endo- 
crine therapy,  (2)  the  discontinuance  of  a 
careful  dietary  regimen,  or  (3)  intercurrent 
infection.  A  pyogenic  infection  in  this  pa- 
tient is  suggested  by  the  high  temperature  in 
the  terminal  crisis ;  the  negative  blood  cul- 
ture indicates  that  it  was  not  generalized. 
The  accessory  findings  point  only  to  the  cen- 
tral nervous  system  as  the  site  of  the  infec- 
tion. 

Considering  all  evidence,  it  seems  unlikely 
that  atrophy  of  the  adrenals  alone,  or  that  a 
crisis  itself  would  lead  to  the  changes  in  the 
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spinal  fluid.  The  spinal  fluid  findings  are 
compatible  with  tuberculous  meningitis; 
therefore,  the  most  likely  single  etiologic 
agent  would  be  the  tubercle  bacillus. 

Dr.  Harrell's  Diagnoses 

1.  Chronic  bilateral  adrenal  cortical  de- 
struction, tuberculous,  resulting  in  chronic 
and  acute  adrenal  cortical  insufficiency  (Ad- 
dison's disease  with  crisis). 

2.  Terminal  hematogenous  spread  of  tu- 
berculosis with  a  subcortical  tubercle  in  the 
brain  and  an  early  meningeal  reaction. 

Pathological  Discussion 

Dr.  W.  C.  Thomas:  The  significant  find- 
ings at  the  postmortem  examination  in- 
volved the  skin,  endocrine  glands,  kidneys 
and  lungs.  The  generalized  pigmentation  of 
the  skin  was  caused  by  an  increase  in  mel- 
anin, demonstrated  by  histo-chemical  meth- 
ods. Unusual  lentigo  or  vitiligo  as  described 
in  the  original  cases  reported  by  Addison111 
did  not  occur  in  this  case. 

The  adrenal  glands  presented  features  de- 
scribed in  the  literature  as  "atrophy"  of 
the  glands'-1.  They  were  markedly  reduced 
in  size,  and  together  weighed  1  Gm.  Absence 
of  the  cortical  cells  was  prominent  in  the 
microscopic  picture.  A  few  small  nodules  of 
regenerating  cells  represented  the  only  areas 
of  cortex  found.  Fibrous  proliferation  and 
lymphocytic  infiltration  were  only  minimal 
in  the  periphery  of  the  glands.  The  medullary 
tissue  showed  no  pathological  alterations. 
The  vasculature  appeared  normal  in  struc- 
ture and  no  bacteria  could  be  demonstrated. 

The  thyroid  gland  showed  slight  degenera- 
tive changes,  and  a  moderate  number  of 
lymphoid  follicles  occurred  throughout  the 
tissue.  Thymus  and  parathyroid  glands  were 
not  found  in  the  gross  dissection.  The  baso- 
philic cells  of  the  hypophysis  appeared  to  be 
decreased  in  number.  The  nuclei  of  the  hy- 
pothalamus were  uninvolved  by  the  disease 
process.  Active  spermatogenesis  was  noted 
in  the  testicles. 

The  event  which  precipitated  the  terminal 
crisis  probably  had  its  origin  in  the  kidneys, 
which  showed  the  classical  picture  of  acute 

Addison,  Thomas:  On  the  Constitutional  and  Local  Ef- 
fect* of  Disease  of  the  Suprarenal  Capsules.  Medical 
('lassies    2:244-294.    1987-88. 

(a)  Wells.  H.  Gideon:  Addison's  Disease  with  Selective 
Destruction  of  the  Suprarenal  Cortex,  Arch.  Path.  10: 
199-523    ((let.)    1980. 

(I>)  Guttman,  Paul  H.:  Addison's  Disease:  A  Statistical 
Analysis  of  Five  Huiulrec!  and  Sixty-Six  Cases  and  a 
Study  of  the  Pathology,  Arch.  Path.  10:742-895  (Nov.- 
Dee.)    1930. 


pyelonephritis.  Smears  and  cultures  of  the 
small  abscesses  in  the  cortical  regions  re- 
vealed the  colon  bacillus  to  be  the  causative 
agent.  No  pus  was  present  in  the  pelves,  and 
the  postmortem  blood  culture  was  sterile. 
Histological  examination  of  the  lungs  dem- 
onstrated an  early  minimal  bronchopneu- 
monia, but  no  bacteria  were  found.  The  find- 
ings of  a  4  plus  Pandy  reaction  and  30  mon- 
onuclear cells  in  the  cerebrospinal  fluid  could 
not  be  explained  by  the  capillary  dilatation 
seen  in  the  leptomeninges  on  microscopic  ex- 
amination. Wilson1"'1  states  that  such  labora- 
tory findings  may  be  explained  by  the  "be- 
nign serous  meningitis"  occurring  in  toxic 
and  febrile  states. 

Anatomical  Diagnoses 

"Atrophy"  of  the  adrenal  glands ;  cause 
not  demonstrated. 

Increased  pigmentation  of  the  skin  due  to 
hypermelanosis. 

Acute  pyelonephritis,  bilateral,  clue  to 
Escherichia  coli. 

Acute  bronchopneumonia,  bilateral,  early ; 
causative  agent  not  demonstrated. 

Closing  Discussion 

Dr.  Harrell: 

The  fact  that  atrophy  rather  than  tuber- 
culous destruction  of  the  adrenals  was  found 
would  indicate  that  the  initial  gastrointes- 
tinal symptoms  were  due  to  Addison's  dis- 
ease which  had  been  present  possibly  as  long 
as  six  years.  The  critical  laboratory  tests 
for  the  diagnosis  of  tuberculosis  had  not 
been  performed. 

The  crisis  was  precipitated  by  an  acute 
kidney  infection.  The  history  does  not  sug- 
gest urinary  involvement,  and  no  changes 
were  found  in  the  urine.  Physical  signs  may 
have  been  obscured  by  the  stupor. 

If  the  cerebrospinal  fluid  changes  were 
due  to  febrile  or  toxic  "benign  serous  menin- 
gitis," one  would  expect  the  cells  found  to 
be  polymorphonuclears  instead  of  lympho- 
cytes. Neutrophils  are  the  most  actively 
motile  cells,  and  exhibit  diapedesis ;  hence, 
they  would  be  more  likely  to  get  through 
slightly  damaged  capillaries.  I  would  like  to 
suggest  the  possibility  that  the  spinal  fluid 
changes  were  due  to  chronic  infectious  mon- 
onucleosis with  terminal  meningitis141.  An 
examination  of  lymph  nodes  and  bone  raar- 

3.  Wilson,  S.  A.  Kinnier:  Neurology,  Baltimore.  Williams 
and   Wilkins   Company,    1940,    vol.    1,   pp.    3H-46. 

i.  Bernstein.  A.:  Infectious  Mononucleosis,  Medicine  19:85- 
159    (Feb.)    1940. 
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row  for  anatomic  changes  might  have  con- 
firmed this. 

A  discussion  of  the  physiologic  changes  in 
Addison's  disease  and  a  description  of  safe 
tests  for  early  diagnosis  are  found  in  a  re- 
cent article  by  Kepler  and  Willson'r". 


Kepler.  K.  J.  and  Willson,  D.  M. 
G'ands:  Addison's  Disease,  Arch. 
I  Nov.  I    1941. 
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MEDICOLEGAL  ABSTRACT 


J.  F.  Owen,  M.D.,  LL.B. 
Raleigh 

Dying  Declarations:  In  order  for 
dying  declarations  to  be  admissible, 
it  must  be  plainly  apparent  that  the 
declarant  had  given  up  all  hope  of  life, 
and  believed  that  death  was  impend- 
ing. 

Dying  declarations  are  considered  hearsay 
evidence,  but  because  there  is  very  little  like- 
lihood that  a  dying  person  would  have  any 
motive  for  making  a  false  statement,  such 
declarations  are  admitted  as  exceptions  to 
the  well  known  rule  against  "hearsay  evi- 
dence." This  type  of  testimony  must  relate 
to  the  cause  of  death,  or  to  the  circumstances 
attendant  upon  the  transactions  resulting  in 
death,  and  is  permitted  only  in  homicide 
cases. 

The  following  case  illustrating  this  type 
of  evidence  is  being  submitted  because  of 
the  fact  that  attending  physicians  and  sur- 
geons are  frequently  called  upon  to  repeat 
the  dying  declarations  of  persons  who  have 
been  assaulted  and  fatally  injured.  The  facts 
in  this  instance  are  as  follows: 

A  young  girl  16  years  of  age  who,  judg- 
ing from  the  evidence,  had  been  keeping 
company  with  her  first  cousin,  the  defend- 
ant in  this  case,  left  her  home  early  one 
evening  and  failed  to  return.  Early  the  next 
morning  she  was  found  beside  the  road  with 
a  wound  on  the  left  side  of  her  head,  later 
found  to  have  been  caused  by  a  pistol  shot, 
which  had  passed  through  the  brain.  She 
was  immediately  carried  to  the  house  of  her 
aunt,  the  mother  of  the  defendant.  When 
aroused  from  her  stupor  she  talked  in  de- 
tached sentences,  but  knew  her  father  and 
mother,  and  at  such  times  appeared  rational. 
She  exhibited  no  signs  of  acute  pain.  On  the 
eleventh  day  after  the  injury  the  surgeon  in 


attendance,  being  of  the  opinion  that  sha 
would  probably  not  recover,  felt  that  ha 
should  try  to  induce  her  to  tell  something 
about  the  circumstances  of  her  injury.  He 
explained  to  her  the  prognosis  in  the  easel 
and  asked  if  she  herself  expected  to  get  well. 
She  replied,  "No,  but  I  hope  to  get  well."  She] 
then  informed  the  doctor  and  others  tha' 
her  assailant  was  her  cousin,  the  defendanl 
referred  to  above. 

All  the  evidence  submitted  in  Superio 
Court  was  sufficient  to  cause  the  jury  to  fin< 
the  defendant  guilty.  His  lawyers  then 
upon  appealed  the  case  to  the  Appellati 
Court,  alleging  among  other  errors  that  thi 
declaration  of  the  deceased  should  not  hav 
been  allowed  consideration. 

When  this  case  came  on  to  be  considered 
by  the  higher  court,  this  tribunal  was  of 
the  opinion  that  the  evidence  tended  to  show, 
that  when  the  declarant  made  her  state- 
ment regarding  the  person  responsible  for 
the  crime  she  still  entertained  some  hor 
though  slight,  of  recovery.  Since  in  all  cases 
of  this  kind  death,  in  the  declarant's  mind, 
must  be  certain  and  imminent,  it  was  ruled 
that  the  declaration  should  not  have  been 
submitted  to  the  jury.  Therefore,  it  was 
ordered  that  the  judgment  of  the  court  be- 
low be  reversed,  and  a  venire  de  novo  issued 
(Vol.  12,  Atlantic  Reporter,  Page  701). 
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February  15,  1945 
Medical  Society  of  the 

State  of  North  Carolina 
Dr.  Roscoe  D.  McMillan 
Secretary 

Red  Springs,  North  Carolina 
My  dear  Dr.  McMillan : 

The  War  Committee  on  Conventions  sin- 
cerely appreciates  the  patriotic  cooperative 
action  taken  by  the  Medical  Society  of  the 
State  of  North  Carolina,  in  canceling  their 
Ninety-Second  Annual  Session,  scheduled  for 
April  30,  May  1  and  2. 

The  Committee  feels  that  this  action  is  a 
distinct  evidence  of  a  spirit  of  cooperation 
on  the  part  of  your  Society,  and  a  very  real 
contribution  to  the  furtherance  of  the  war 
effort. 

Very  truly  yours, 

R.  H.  Clare 

Secretary, 

War  Committee  on  Conventions 
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HE  proper  feeding  of  patients  in  tuberculosis  hospitals  is  a   difficult   task  at   best. 

Supervising  an  adequate  diet  for  patients  treated  at  home  calls  for  even  greater 
ingenuity.  With  wartime  shortages  and  increasing  costs  the  problem  in  either  case  is  fur- 
ther intensified.  The  importance  of  nutrition  as  an  aid  to  therapy  and  a  factor  in  maintain- 
ling  patient  morale  must  not  be  overlooked  or  underestimated. 


DO  WE  FEED  TB  PATIENTS  PROPERLY? 


Has  the  pressure  of  the  war  changed  our 
feeding  of  the  tuberculous  patient?  Is  a  re- 
laxation of  our  policy  of  "plenty  of  good 
food"  of  serious  concern  in  the  treatment  of 
tuberculosis?  What  should  be  the  goal  of  the 
dietitian  in  planning  the  wartime  diet? 
These  are  questions  in  the  minds  of  those  in- 
terested in  the  care  of  tuberculous  patients. 

Personal  observations  have  indicated  that 
the  standards  of  nutrition  have  been  relaxed 
in  some  institutions,  partly  because  of  ex- 
pense and,  at  times,  because  of  scarcity.  How 
general  this  lowering  of  standards  has  be- 
come is  not  known,  but  it  is  thought  to  be 
considerable. 

In  order  to  assess  the  significance  of  re- 
laxing the  policy  of  "plenty  of  good  food" 
we  must  know  the  nutritive  status  of  "well 
fed"  tuberculous  persons  before  the  war. 
Nutritional  surveys  have  shown  that  many 
tuberculous  persons,  even  those  on  a  good 
sanatorium  diet  were  actually  malnourished, 
especially  in  respect  to  ascorbic  acid  and 
vitamin  A.  Other  food  deficiencies  were  also 
found.  These  observations  came  as  a  sur- 
prise, for  clinicians  felt  secure  and  were 
worried  about  malnutrition  only  where  in- 
testinal disease  obviously  interfered  with 
assimilation  of  food. 

How  important  are  vitamins  A  and  C  in 
the  resistance  to  tuberculosis?  This  cannot 
be  answered  as  yet,  but  some  evidence  has 
been  obtained  in  favor  of  increasing  the  in- 
take of  these  two  substances.  The  cod  liver 
oil  and  tomato  juice  "cocktail"  prescribed  by 
some  in  the  treatment  of  tuberculosis  is  rich 
in  these  vitamins.  It  has  been  found  effect- 
ive in  preventing  the  development  of  extra- 
pulmonary tuberculosis  ii\  those  with  the  dis- 
ease in  the  lungs. 


Empirical  use  of  cod  liver  oil  and  tomato 
juice,  now  has  a  scientific  basis.  We  still  do 
not  know  the  effect  of  completely  abolishing 
the  deficiencies  of  vitamins  A  and  C  or  the 
effect  of  abolishing  all  nutritional  defi- 
ciencies. 

During  the  last  war,  an  experiment  was 
unknowingly  conducted  on  the  effect  of 
food  on  the  resistance  to  tuberculosis.  Be- 
fore the  allied  blockade  of  Denmark  was 
complete,  much  food  was  sold  to  Germany 
for  high  prices.  The  latter  stimulated  sales 
to  such  an  extent  that  the  Danes  were  de- 
priving themselves  of  essential  food,  so  much 
so  that  vitamin  A  deficiency  was  evident 
clinically  and  its  ocular  manifestation,  called 
xerophthalmia,  was  found  in  hundreds  of 
infants. 

At  this  time  the  death  rate  from  tuber- 
culosis had  risen  to  a  wartime  high.  Later, 
as  a  result  of  the  submarine  blockade  and 
food  rationing,  essential  foods  were  left  in 
the  country.  Tuberculosis  began  to  recede  as 
soon  as  exports  stopped.  This  is  now  re- 
garded as  a  classic  observation  on  the  effect 
of  food,  for  other  factors  such  as  crowding, 
poor  housing,  fatigue  and  overwork  were 
still  present  and  unchanged.  Xerophthalmia 
disappeared,  too,  when  the  food  exports 
stopped. 

The  evidence,  then,  at  present  is  that  tu- 
berculous persons  are  often  not  well  nour- 
ished even  when  "well  fed"  and  that  mal- 
nutrition is  a  vital  factor  in  the  incidence 
and  course  of  the  disease.  Such  evidence 
makes  any  relaxation  of  our  feeding  stand- 
ards in  wartime  seem  hazardous. 

We  have  learned,  too,  that  it  is  not  the 
energy  content  of  food  that  is  important.  No 
doubt  the  Danes  replaced  the  essential  food 
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shipped  off  with  food  of  an  equal  caloric  con- 
tent. The  foods  shipped  were  those  high  in 
protein,  fat,  vitamins  and  minerals.  The  sub- 
stituted food  was  largely  carbohydrate.  This 
focuses  our  attention  on  the  individual  food 
constituents.  What  are  the  important  food 
constituents  for  the  tuberculous  person? 

Recent  appraisal  of  the  nutritional  status 
of  the  tuberculous  patient  has  brought  out 
that  these  people  are  mainly  in  need  of  vita- 
min C,  vitamin  A,  protein  and  minerals.  The 
requirement  of  vitamins  A  and  C  is  so  great 
that  it  seems  impractical  to  plan  a  diet  with 
sufficient  amounts  of  these  materials  to  over- 
come the  deficiencies.  This  then  is  a  prob- 
lem of  therapeutics — the  supplemental  dose 
to  be  governed  by  the  degree  of  the  defi- 
ciency. 

The  diet  for  the  tuberculous  person  should 
have  an  abundant  amount  of  protein — 70- 
100  grams  per  day.  This  is  in  excess  of  that 
recommended  for  healthy  people,  for  the  tu- 
berculous person  has  to  replace  his  depleted 
stores  of  protein,  and,  too,  his  daily  needs 
are  more. 

All  vitamins  are  probably  needed  in 
greater  amounts  by  the  tuberculous  person, 
but  we  have  scientific  data  only  for  a  few 
of  them.  Vitamin  D  has  been  singled  out  for 
special  attention  because  of  its  role  in  cal- 
cium assimilation  and  metabolism.  Vitamin 
K  deficiency  has  been  found  in  tuberculous 
persons  and  is  of  especial  concern  because  of 
its  function  in  normal  blood  clotting.  Those 
in  need  of  vitamin  K  are  subject  to  severe 
hemorrhages.  Part  of  the  inanition  in  tuber- 
culous persons  may  be  due  to  lack  of  the  B 
vitamins.  Minerals  and  calcium  in  particular 
are  deemed  important  in  the  healing  process. 
Phosphorus  and  iron  are  thought  to  be 
needed  in  greater  amounts  by  the  tubercu- 
lous person ;  phosphorus  is  utilized  with  the 
calcium ;  iron  is  necessary  in  the  production 
of  hemoglobin.  Secondary  anemia  is  always 
present  in  advanced  tuberculosis. 

The  proper  diet  can  be  summarized  as  high 
in  essential  foods  and  low  in  carbohydrates. 
The  total  caloric  intake  is  governed  by  the 
amount  of  carbohydrates  given.  When  the 
person  has  gained  to  approximately  his  nor- 
mal weight,  the  caloric  intake  should  be  re- 
duced, leaving  the  intake  of  the  prescribed 
essentials  the  same.  The  latter  should  be 
changed  only  because  of  food  intolerances 
and  then  only  after  all  means  of  substituting 
foods  have  been  exhausted.  The  dietitian's 
problem   is   to  get  the   prescribed   amounts 


of  the  food  constituents  into  meals  that  will 
be  consumed  and  tolerated  by  the  patient. 
It  is  no  easy  task. 

The  diet  can  be  "low  cost"  and  yet  pro- 
vide the  essentials.  The  author  and  his  asso- 
ciates have  recommended  for  persons  taking 
treatment  at  home  a  list  of  reasonably  priced 
items:  "Food  for  Tuberculous  Patients."' 
(Prepared  by  the  Division  of  Nutrition, 
Pennsylvania  Department  of  Health.  Re- 
prints are  available  from  the  N.  C.  Tuber- 
culosis Association  at  50c  per  hundred.) 

An  analysis  of  such  a  food  list  recently 
concluded  by  the  Henry  Phipps  Institute, 
Philadelphia,  Penna..  showed  the  total  cost 
to  be  $4.69  per  person  per  week.  It  is  obvious 
that  this  removes  cost  as  an  objection  to 
maintaining  the  quality  of  the  diet.  We  are 
more  anxious  than  ever  before  to  get  the 
tuberculous  person  well  because  of  the  war- 
time necessity  for  conserving  manpower. 
Therefore,  it  is  imperative  that  we  continue 
to  improve  the  diet  of  the  tuberculous  per- 
son rather  than  relax  our  standards. 

Do  We  Feed  TB  Patients  Properly? 
Horace  R.  Getz,  M.D.,  The  XTA  Bulletin. 
September,  19H. 
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PRESIDENT'S  MESSAGE 

The  following  is  submitted  in  an  effort  to 
bring  the  members  of  the  Society  up  to  date 
on  legislative  matters  of  interest  to  organ- 
ized medicine. 

Osteopathic  Legislation 

A  bill  was  introduced  by  Mr.  J.  C.  B. 
Ehringhaus  in  behalf  of  the  osteopaths  of 
North  Carolina.  This  bill  would  in  effect  give 
the  osteopaths  the  right  to  practice  medi- 
cine. At  the  hearing  before  the  Health  Com- 
mittee of  the  House,  Chairman  Haywood  of 
the  Legislative  Committee,  Secretary  Procter 
of  the  Board  of  Medical  Examiners,  Dean 
Davison  of  Duke  University,  Mr.  Willis 
Smith,  attorney  for  the  Medical  Society,  the 
President  of  the  Medical  Society,  and  others 
spoke  against  the  bill.  The  representatives 
of  organized  medicine  were  ably  supported 
in  their  efforts  against  the  bill  by  Dr.  J.  A. 
Smith  of  Lexington,  who  is  a  member  of  the 
House  of  Representatives.  All  other  physi- 
cian members  of  the  House  aided  in  oppos- 
ing the  bill.  Dr.  McMillan,  Secretary  of  the 
Societv,  obtained  from  the  American  Medi- 
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cal  Association  certain  information  useful 
in  opposing  the  legislation.  The  bill  was 
killed  in  committee. 

Cancer  Legislation 

A  cancer  bill  drawn  by  Chairman  Griffith 
and  members  of  the  Cancer  Committee  of 
the  Medical  Society,  and  approved  by  the 
Legislative  Committee  of  the  Society*,  was 
introduced  by  Dr.  J.  A.  Smith  and  was  de- 
feated before  the  joint  Health  Committee  of 
the  House  and  Senate.  A  bill  introduced  by 
the  State  Board  of  Health  asking  for  funds 
for  cancer  control  work  was  also  reported 
unfavorably  by  the  Health  Committee  of  the 
House  and  Senate.  The  Cancer  Committee, 
the  Legislative  Committee,  and  the  State 
Board  of  Health  are  now  in  process  of  draw- 
ing a  compromise  bill  acceptable  to  all,  which 
they  believe  has  a  reasonable  chance  of  being 
enacted  into  law.  I  am  informed  that  this 
bill  would  provide  a  cancer  commission  con- 
sisting of  one  physician  from  each  district 
which  would  act  in  an  advisory  capacity. 
The  State  Board  of  Health  would  direct  the 
expenditure  of  funds  and  determine  the 
policies.  As  there  were  2400  deaths  from 
cancer  last  year,  and  as  it  ranked  as  the 
second  cause  of  death  in  North  Carolina  last 
year,  it  seems  highly  important  to  get  a 
cancer  control  measure  by  the  Legislature 
at  this  session. 

The  North  Carolina  Nursing  Association 
introduced  their  bill,  which  was  opposed  by 
the  Executive  and  Legislative  Committees 
of  the  Medical  Societyf,  and  also  by  the 
North  Carolina  Hospital  Association.  The 
chief  objection  to  this  bill  was  the  fact  that 
it  would  give  the  nursing  profession  control 
of  the  Standardization  Board.  It  also  pro- 
posed to  do  away  with  medical  representa- 
tion on  the  Board  of  Nurse  Examiners,  and 
provided  for  a  yearly  registration  of  prac- 
tical as  well  as  registered  nurses.  The  Exec- 
utive and  Legislative  Committees  offered  to 
meet  with  representatives  of  the  Nurses  As- 
sociation to  discuss  differences  of  opinion 
relative  to  the  measure.  The  Nurses  Associa- 
tion did  not  avail  themselves  of  this  offer. 

At  the  direction  of  the  Executive  Com- 
mittee, a  committee  consisting  of  Drs.  Fred 
Hubbard  and  Newsom  Battle  was  appointed 
to  aid  the  Legislative  Committee  in  repre- 
senting the  Medical  Society  in  this  matter. 
This  bill  has  been  referred  to  a  sub-com- 
mittee. 

*  See  p.  178. 
t  See  p.  180. 


Hospital  and  Medical  Care  Bill 

The  important  and  widely  discussed  medi- 
cal and  hospital  care  bill  was  finally  intro- 
duced on  February  26,  and  is  now  before  the 
joint  Appropriations  and  Health  Committee 
of  the  House  and  Senate.  It  is  a  most  dis- 
appointing and  emasculated  measure.  Mem- 
bers and  representatives  of  the  Poe  Com- 
mission have  held  numerous  conferences 
with  Governor  Cherry  and  his  advisers,  and 
the  bill  now  before  the  Appropriations  Com- 
mittee is  the  final  result  of  these  conferences 
and  indicates  the  extent  that  the  present  ad- 
ministration is  willing  to  accept  the  recom- 
mendations of  the  Poe  Commission.  Numer- 
ous meetings  of  our  Executive  Committee, 
our  Legislative  Committee  and  our  Com- 
mittee appointed  to  work  with  the  Poe  Com- 
mission have  been  held  to  discuss  and  pass 
upon  the  proposals  worked  out  by  represen- 
tatives of  the  Commission  with  the  Governor 
and  his  advisers.  Each  one  brought  back  to 
us  for  consideration  was  more  disappointing 
and  emasculated.  It  was  the  final  opinion  of 
the  Executive  and  Legislative  Committees 
that  we  approve  any  measure  that  would  es- 
tablish the  principles  of  the  plan  recom- 
mended by  the  Commission*.  Chairman  Poe 
feels  that  the  bill  now  before  the  Appropria- 
tions Committee  does  establish  the  principles 
of  the  recommendations  of  his  Commission. 

I  believe  it  was  a  healthy  thing  that  the 
great  majority  of  our  county  medical  so- 
cieties went  on  record  as  approving  the 
whole  program.  The  people  of  the  state/ 
know  that  we  approved  and  worked  for  this' 
worthy  measure,  and  this  is  to  the  credit  of 
organized  medicine.  Whether  or  not  the 
present  measure  is  enacted  into  law  depends 
upon  the  legislature.  It  is  a  hollow  shell  com- 
pared to  the  original  and  comprehensive 
measure  framed  with  the  aid  of  the  repre- 
sentatives of  organized  medicine.  The  re- 
sponsibility for  the  present  measure  rests 
with  the  administration.  Unless  it  takes  fur- 
ther steps  to  bring  into  being  a  more  com- 
prehensive program,  it  will,  in  my  opin- 
ion, have  failed  to  serve  the  best  interests  of 
the  people  of  the  state  and  will  have  left 
North  Carolina  wide  open  for  federal  regula- 
tion of  medical  practice. 

Paul  F.  Whitaker,  M.D. 

A  statement  on  the  medical  and  hospital  care 
bill  made  to  the  Appropriations  Committee  by  Dr. 
Whitaker  will  appear  in  the  April  issue. 

*  See  p.  179. 
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Minutes  of  Meeting  of  Cancer  Committee 

and   Legislative   Committee   of   the 

Medical  Society  of  the  State 

of  North  Carolina 

A  meeting  of  the  Committee  on  Cancer  and  the 
Legislative  Committee  of  the  Medical  Society  of  the 
State  of  North  Carolina  was  held  on  Sunday,  Feb- 
ruary 4,  1945,  in  the  Sir  Walter  Hotel,  Raleigh,  at 
11:30  a.m. 

The  following  were  present: 
Paul   F.   Whitaker,   M.D.,   Kinston,   President 
Roscoe  D.  McMillan,  M.D.,  Red  Springs,  Sec.-Treas. 
Members  of  Committee  on  Cancer: 
F.  Webb  Griffith,  M.D.,  Asheville,  Chairman 
L.  W.  Oehlbeck,  M.D.,  Morganton 
Ivan  M.  Procter,  M.D.,  Raleigh 
W.  D.  James,  Sr.,  M.D.,  Hamlet 
O.  B.  Bonner,  M.D.,  High  Point 
E.  McG.  Hedgpeth,  M.D.,  Chapel  Hill 
Members  of  Legislative  Committee: 
Hubert   B.   Haywood,   M.D.,  Raleigh,  Chairman 
P.  P.   McCain,*  M.D.,  Sanatorium 
W.  M.  Coppridge,  M.D.,  Durham 
Donnell  B.  Cobb,  M.D.,  Goldsboro 
President  Whitaker  stated  that  the  joint  meeting 
of  the  two  committees  was  called  to  consider  meas- 
ures  to   be   recommended   to   the   General    Assembly 
for   the    control    of    cancer    in    North    Carolina    and 
asked  Dr.  Griffith  to  make  a  statement  for  the  Can- 
cer Committee. 

Chairman  Griffith  reported  that  he  had  made  a 
study  of  the  laws  relating  to  the  control  of  cancer 
in  all  the  states  and  had  found  that  there  are  two 
general  methods  of  handling  this  problem:  (1)  by 
a  cancer  commission  and  (2)  under  the  state  board 
of  health.  Dr.  Griffith  then  read  the  following  bill, 
which  he  had  prepared  for  submission  to  the  legis- 
lature, if  approved  by  the  committees. 

"An  Act  to  establish  a  State  Cancer  Commis- 
sion and  appropriate  money  therefor. 

"It  is  hereby  enacted  by  the  General  Assembly 
of  the  State  of  North  Carolina: 

"Section  1.  There  is  hereby  created  a  commis- 
sion to  be  known  and  designated  as  the  State 
Cancer  Commission,  which  shall  be  composed  of 
the  governor,  the  chairman  of  the  cancer  commit- 
tee of  the  North  Carolina  State  Medical  Society, 
and  three  other  citizens  of  the  State  to  be  ap- 
pointed by  the  governor.  Two  of  the  appointive 
members  shall  be  members  of  the  North  Carolina 
State  Medical  Society  and  shall  be  appointed  from 
a  list  of  at  least  twice  the  number  to  be  appointed, 
submitted  to  the  Governor  by  the  North  Carolina 
State  Medical  Society.  The  third  member  of  the 
commission  shall  serve  for  a  term  of  four  years 
or  until  his  successor  is  appointed  and  has  quali- 
fied, except  that  when  this  Act  shall  first  take 
effect  one  of  the  members  from  the  North  Caro- 
lina State  Medical  Society  shall  be  appointed  on 
or  before  July  1,  1945,  to  serve  until  February  1, 
1946,  and  two  other  appointive  members  shall  be 
appointed  on  or  before  July  1,  1945,  to  serve  until 
February  1,  1949,  or  in  any  case  until  a  successor 
has  been  appointed  and  has  qualified. 

"Section  2.  The  commission  shall  elect  one  of 
their  number  to  serve  as  chairman  and  one  to 
serve  as  secretary.  The  members  of  the  commis- 
sion, except  the  secretary  shall  serve  without 
compensation  as  such  members,  but  shall  be  re- 
imbursed for  necessary  expenses  incurred  in  the 
performance  of  their  duties.  The  commission  shall 
fix  the  compensation  of  the  secretary  and  may 
appoint  and  fix  the  salaries  of  such  expert  and 


clerical  assistants  as  they  may  deem  necessary. 

"Section  3.  The  commission  shall  establish,  or- 
ganize, and  conduct  cancer  clinics  in  such  parts  of 
the  State  as  they  may  deem  most  advantageous 
for  the  public  health. 

"Section  4.  The  commission  shall  from  time  to 
time  make  such  studies  of  the  cancer  situation  in 
North  Carolina  as  they  deem  advisable  and  re- 
port their  recommendations  to  the  legislature  and 
to  the  North  Carolina  State  Medical   Society. 

"Section  5.  Out  of  the  moneys  available  under 
this  Act,  the  commission  may  furnish  clinical  care 
for  indigent  patients  suffering  from  cancer  and  in 
need  thereof.  The  commission  may  grant  State  aid 
for  the  care  in  any  place  in  the  State  of  persons 
not  wholly  indigent  who  are  suffering  from  can- 
cer and  are  without  means  of  providing  for  them- 
selves adequate  care  as  required  by  their  condi- 
tion, provided  that  the  aid  so  granted  in  any  in- 
dividual case  shall  not  exceed  in  amount  the  sums 
also  expended  for  that  case  by  a  town  or  other 
municipality.  Notwithstanding  any  provisions  of 
law  to  the  contrary  the  names  of  persons  receiv- 
ing aid  under  this  section  shall  not  be  printed  in 
any  public  report. 

"Section  6.  The  commission  is  authorized  to  re- 
ceive voluntary  contributions  for  the  purposes  of 
this  Act  or  any  of  them  from  any  source  other 
than  the  State  Treasury  and  any  sums  allotted  to 
and  received  by  the  State  or  the  commission  from 
the  Federal  Government  for  such  purposes  or  any 
of  them  and  to  administer  and  expend  the  same 
for  the  purposes  specified.  If  any  such  contribu- 
tion shall  be  made  on  condition  that  the  principal 
shall  be  invested  and  the  income  only  used,  such 
gifts  shall  be  deposited  with  the  State  treasurer 
and  by  him  invested  and  reinvested  and  the  in- 
come placed  by  him  to  the  credit  of  the  commis- 
sion. The  commission  may  in  its  discretion  make, 
amend,  suspend,  and  repeal  such  rules  and  regula- 
tions, submit  such  plans  and  reports,  comply  with 
such  provisions  necessary  to  secure  the  correct- 
ness and  verification  of  such  reports,  and  do  such 
other  acts  as  may  be  proper  for  carrying  out  the 
provisions  of  this  act  and  necessary  to  qualify 
for  the  allotment  of  funds  from  the  Federal  Gov- 
ernment. 

"Section  7.  There  are  hereby  appropriated  for 
the  purposes  of  this  act  the  sum  of  25  thousand 

dollars  for  the  fiscal   year  ending  , 

1946,  and  the  sum  of  25  thousand  dollars  for  the 

fiscal   year  ending  ,   1947,   or   so 

much  thereof  as  may  be  necessary,  together  with 
all  sums  received  by  the  commission  or  the  State 
under  the  provisions  of  the  last  preceding  sec- 
tion." 

Responding  to  an  inquiry  by  Dr.  Cobb,  Dr.  Griffith 
stated  that  approximately  ten  states  have  cancer 
commissions,  the  cancer  work  in  the  other  states 
being  under  their  state  boards  of  health. 

Further  questions  and  discussion  followed.  Presi- 
dent Whitaker  stated  that  during  Dr.  James  W. 
Vernon's  term  as  president  of  the  State  Medical 
Society  the  Executive  Committee  had  referred  this 
matter  to  the  Cancer  Committee  and  the  Legisla- 
tive Committee. 

Dr.  Ivan  M.  Procter,  being  called  upon  by  Chair- 
man Griffith  to  give  his  views,  reported  the  results 
of  his  study  and  personal  investigation  of  the  oper- 
ation of  the  Georgia  cancer-control  law  and  stated 
that  in  his  opinion  the  work  should  be  under  the 
State  Board  of  Health  but  controlled  by  the  State 
Medical  Society. 

President  Whitaker  then  called  upon  each  mem- 
ber of  the  two  committees  in  turn  for  an  expression 
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of  opinion,  and  a  full  discussion  followed. 

Dr.  Griffith  moved  the  adoption  of  the  following 
resolution: 

"Resolved  that  the  proposed  bill  as  presented  by 
the  Cancer  Committee  be  accepted,  with  the  amend- 
ment that  the  State  Cancer  Commission  shall  con- 
sist of  the  five  members  enumerated  in  the  pro- 
posed bill  with  the  addition  of  the  Secretary  of  the 
State  Board  of  Health  or  someone  in  his  department 
appointed  by  him  as  a  sixth  member;   and 

"Resolved,  further,  that  the  proposed  bill  as 
amended  be  referred  to  the  Legislative  Committee 
for  action  through  the  proper  channels." 

On  motion  of  Dr.  McCain  Section  1  of  the  pro- 
posed bill  was  amended  to  provide  that  the  Medical 
Society  shall  recommend  to  the  governor  for  ap- 
pointment only  the  number  of  physicians  actually 
to  be  appointed. 

Dr.  Griffith  moved  that  Dr.  Haywood,  Chairman 
of  the  Legislative  Committee,  and  Dr.  Procter  be 
appointed  as  a  committee  to  present  this  matter  to 
the  Honorable  R.  Gregg  Cherry,  Governor  of  North 
Carolina.  This  motion  was  seconded  by  Dr.  Cop- 
pridge  and  was  adopted. 

President  Whitaker  invited  the  members  of  the 
Cancer  Committee  to  attend  the  meeting  of  the 
Executive  and  Legislative  Committees  of  the  So- 
ciety to  be  held  in  the  Sir  Walter  Hotel  Sunday 
afternoon. 

No  further  business  appearing,  the  meeting  then 
adjourned. 


Meeting  of  Executive  and  Legislative 

Committees  of  the  Medical  Society 

of  the  State  of  North  Carolina 

with  the  State  Board  of 

Medical  Examiners 

The  Executive  Committee  and  the  Legislative 
Committee  of  the  Medical  Society  of  the  State  of 
North  Carolina  held  a  joint  meeting  on  Sunday, 
February  4,  1945,  in  the  Sir  Walter  Hotel,  Raleigh, 
at  2  p.m. 

The  following  were  present: 
Members   of   Executive   Committee: 
Paul  F.  Whitaker,  M.D.,  Kinston,  President 
Zack  D.  Owens,  M.D.,  Elizabeth  City,  First  Vice- 
President 
Roscoe    D.    McMillan,    M.D.,    Red    Springs,    Sec'y- 

Treas. 
John  Cotten  Tayloe,  M.D.,  Washington,  Councilor 

Second   District 
Newsom  P.  Battle,  M.D.,  Rocky  Mount,  Councilor 

Fourth  District 
M.  D.  Hill,  M.D.,  Raleigh,  Councilor  Sixth  District 
Joseph  A.   Elliott,  M.D.,  Charlotte,  Councilor 

Seventh  District 
Fred  M.  Patterson,  M.D.,  Greensboro,  Councilor 

Eighth  District 
I.  E.  Shafer,  M.D.,  Salisbury,  Councilor  Ninth 

District 
C.  C.  Orr,  M.D.,  Asheville,  Councilor  Tenth 

District 
Members  of  Legislative  Committee: 
Hubert  B.  Haywood,  M.D.,  Raleigh,  Chairman 
P.  P.  McCain,  M.D.,  Sanatorium 
W.  M.  Coppridge,  M.D.,  Durham 
Donnel!  B.  Cobb,  M.D.,  Goldsboro 
Members  of  Board  of  Medical  Examiners: 
C.  W.  Armstrong,  M.D.,  Salisbury 
T.  Leslie  Lee,  M.D.,  Kinston 
Roy  B.   McKnight,   M.D.,  Charlotte 
Paul  G.  Parker,  M.D.,  Erwin 
Ivan  M.  Procter,  M.D.,  Raleigh 


Member  of  North  Carolina  Hospital  and   Medical 

Care  Commission: 
Clarence  Poe,  Sc.D.,  Raleigh,  Chairman 
Members   of    Cancer    Committee: 

F.  Webb  Griffith,  M.D.,  Asheville,  Chairman 

Ivan  M.  Procter,  M.D.,  Raleigh* 

W.  D.  James,  St.,  M.D.,  Hamlet 

O.  B.  Bonner,  M.D.,  High  Point 

E.  McG.  Hedgpeth,  M.D.,  Chapel  Hill 

Others: 

Willis  Smith,  Esq.,  Raleigh,  Attorney  for  State 
Medical  Society 

George  L.  Carrington,  M.D.,  Burlington 

V.  M.  Hicks,  M.D.,  Raleigh 

Mr.  Sample  B.  Forbus,  Watts  Hospital,  Durham, 
Sec'y-Treas.,  North  Carolina  Hospital  Asso- 
ciation 

Mr.  Claude  F.  Gaddy,  Rex  Hospital,  Raleigh, 

Chairman,    Council    on    Governmental    Rela- 
tions, North  Carolina  Hospital  Association 

Mrs.  Hazel   C.  Williams,   Rex  Hospital,   Raleigh, 
President   North   Carolina   State   Nurses   As- 
sociation 

Mrs.  Marie  B.  Noell,  Raleigh,  Executive  Secretary 
State  Nurses  Association 

Miss  Bessie  M.  Chapman,  Raleigh,  Secretary  State 
Board  of  Nurse  Examiners 

Mrs.  Nora  P.  Mims,  Raleigh.  Chairman  Legisla- 
tive Committee  State  Nurses  Association 

President  Whitaker  stated  that  the  purpose  of  the 
meeting  was  to  discuss  and  act  upon  a  number  of 
matters  which  had  come  up.  He  said  that  at  the  re- 
ouest  of  Dr.  Haywood,  Chairman  of  the  Legislative 
Committee,  representatives  from  the  State  Nurses 
Association  were  present,  and  that  Dr.  Clarence  Poe, 
Chairman  of  the  North  Carolina  Hospital  and  Medi- 
cal Care  Commission,  was  also  present  to  report  on 
further  developments  in  the  Commission's  program. 
He  then  called  upon  Dr.  Poe  for  his  report. 

Dr.  Poe  outlined  the  program  of  the  Commission 
as  originally  proposed  and  the  curtailed  program 
as  presented  to  and  accented  by  the  State  Medical 
Society's  Executive  and  Legislative  Committees  at 
a  meeting  on  January  28,  1945t.  He  stated  that  the 
matter  had  been  taken  up  with  the  Honorable  R. 
Gregg  Cherry,  Governor  of  North  Carolina,  with 
members  of  the  Commission,  and  with  other  inter- 
ested parties  and  that  the  part  of  the  program  to 
he  requested  of  the  General  Assembly  was  now  as 
follows: 

Setting  up  of  the  Hospital  and  Medical  Care  Com- 
mission as  a  duly  authorized  agency  of  the  state, 
with  funds  to  be  appropriated  for  its  administrative 
expenses. 

Appropriation  of  $500,000  by  the  state  for  aid  to 
the  indigent  sick,  and  of  $75,000  to  $100,000  for  a 
loan  fund  for  aid  to  hospitals. 

The  opinion  was  expressed  by  Dr.  Poe  that  the 
above  is  as  much  of  the  program  as  it  will  be  pos- 
sible to  secure  now,  in  view  of  the  short  period  the 
Commission  has  had  for  preparation  and  for  edu- 
cational work.  He  stated  that  Governor  Cherry  had 
promised  the  support  of  the  Administration  during 
his  four-year  term  toward  the  fulfillment  of  the 
Commission's  entire  program,  which  includes  the 
expansion  of  the  University  Medical  School  to  a 
four-year  school,  the  establishment  of  a  central  hos- 
pital at  Chapel  Hill  and  other  hospitals  throughout 
the  state,  a  loan  fund  for  medical  students,  and 
other  features. 

On  motion  of  Dr.  Shafer,  seconded  by  Dr.  Patter- 
son, the  following  resolution  was  adopted: 

*  Also  listed  as  member  of  Board  of  Medical  Examiners. 
t  See  February  issue  of  the  Journal,  p.   109. 
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"Resolved  that  the  Executive  Committee  of  the 
Medical  Society  of  the  State  of  North  Carolina  ap- 
proves the  revised  program  of  the  North  Carolina 
Hospital  and  Medical  Care  Commission  as  agreed 
upon  with  Governor  Cherry  and  presented  today 
by  its  Chairman,  with  the  understanding  that  Gov- 
ernor Cherry  has  pledged  himself  to  work  for  the 
attainment  of  the  full  program." 

The  nurses  present  were  introduced  by  Dr.  Hav- 
wood.  Miss  Chapman  gave  a  synopsis  of  the  bill 
proposed  by  the  State  Nurses  Association,  which 
provides,  among  other  things,  for  the  licensing  of 
graduate  registered  nurses,  the  registration  of  nurs- 
ing attendants,  annual  re-registration  of  nurses  and 
attendants,  reduction  of  reciprocity  fee  from  $25  to 
$10,  changing  the  membership  of  the  Nurses  Exam- 
ining Board  to  consist  of  nurses  only,  and  changing 
the  Qualifications  of  the  Standardization  Board 
members  elected  from  the  State  Medical  Society  and 
the  State  Hospital  Association.  The  bill  was  fur- 
thpr  explained  by  Mrs.  Noell. 

Following  discussion,  both  with  the  nurses  and 
after  they  had  left  the  room,  Dr.  Elliott  moved  the 
adoption   of  the  following   resolution: 

"Resolved  that  the  State  Medical  Society  oppose, 
in  its  present  form,  the  legislation  proposed  bv  the 
North  Carolina  State  Nurses  Association:   and 

"Be  it  resolved,  further,  that  the  officials  of  the 
North  Carolina  State  Nurses  Association  be  advised 
of  this  action  and  that  thev  be  veouested  to  appoint. 
a  committee  from  their  Association  to  meet  with 
committees  from  the  State  Medical  Society  and  the 
North  Carolina  Hospital  Association  to  trv  to  form- 
ulate a  bill  satisfactory  to  all  concerned." 

This  motion  was  seconded  bv  Dr.  Orr  and  after 
some  further  discussion  was  adopted. 

Dr.  Haywood,  Chairman  of  the  Legislative  Com- 
mittee, then  discussed  the  need  for  a  basic-science 
law  in  order  to  meet  the  recurring  demand  for  li- 
censing practitioners  belonging  to  the  various  cults. 
Thp  proposed  law  was  further  discussed  by  Mr. 
Smith  and  others. 

Dr.  Orr  then  moved  the  adoption  of  the  following 
resolution: 

"Resolved,  that  decision  of  the  question  as  to  the 
advisability  of  presenting  a  basic-science  bill  to  the 
present  General  Assembly  for  adoption  be  left  to 
the  Chairman  of  the  Legislative  Committee,  the 
Secretary  of  the  Board  of  Medical  Examiners,  and 
the  Attorney  for  the  State  Medical   Society." 

The  motion  was  seconded  by  Dr.  Shafer  and  was 
carried. 

Secretary  McMillan  brought  up  the  question  of 
whether  the  Society  should  or  should  not  hold  its 
annual  meeting.  He  stated  that  he  had  made  ap- 
plication for  the  meeting  to  be  held  but  so  far  had 
had  no  reply. 

Dr.  Elliott  moved  the  adoption  of  the  following 
resolution: 

"Resolved  that  the  annual  meeting  of  the  Medical 
Society  of  the  State  of  North  Carolina  be  postponed 
as  long  as  the  Office  of  Defense  Transportation's 
restrictions  against  holding  conventions  are  in  ef- 
fect and  that  if  the  restrictions  are  lifted,  the  Exec- 
utive Committee  take  up  the  question  of  the  possi- 
bility of  holding  the  meeting." 

The  motion  was  seconded  by  Dr.  Patterson  and 
was  carried. 

No  further  business  appearing,  the  meeting  then 
adjourned. 


News  Notes  from  the  State  Board 
of  Health 

North  Carolina's  general  death  rate  during  1944, 
the  third  calendar  year  of  American  participation 
in  the  war  as  an  active  belligerent,  was  the  lowest 
in  the  state's  history,  having  been  only  7.9,  as  com- 
pared with  8.1  the  previous  year.  The  1943  rate  was 
an  all-time  low  up  to  that  time,  but  this  was  scaled 
down  by  two-tenths  of  a  point  in  1944,  which  now 
holds  the  record. 

North  Carolina  set  two  other  health  records  dur- 
ing 1944,  when  its  infant  mortality  rate  dropped 
to  44.7  for  an  all-time  low,  and  its  maternal  death 
rate  fell  to  2.9,  also  the  lowest  ever  recoi-ded  in  this 
state. 

Last  year's  birth  rate  was  24.7,  the  highest  since 
1929,  with  but  one  exception.  The  1943  rate  was 
25.7,  when  95,251  babies  were  born  in  this  state  and 
an  all-time  numerical  high  was  recorded,  although 
the  rate  has  been  higher  in  former  years  when  the 
population  was  much  smaller  than  it  is  now. 

The  total  number  of  deaths  reported  in  North 
Carolina  last  year,  as  shown  by  official  vital  statis- 
tics reports,  was  29,560,  as  compared  with  30,072 
in  1943,  while  births  numbered  92,412,  against  95,- 
251  the  previous  year. 

There  was  a  continued  decline  in  the  number  of 
pulmonary  tuberculosis  deaths  in  this  state  last  year, 
the  total  having  been  only  1.271,  against  1,332  in 
1943,  and  the  rate  having  fallen  from  36  to  33.9. 
From  other  forms  of  tuberculosis,  there  were  97 
deaths  last  year,  with  a  rate  of  2.6,  as  compared 
with  113  deaths  in  1943,  with  a  rate  of  3.1. 

Cancer  deaths  in  North  Carolina  in  1944  totaled 
2.298,  as  compared  with  2,317  in  1943,  the  rate  drop- 
ping from  62.6  to  61.4. 

During  the  year,  the  pneumonias  resulted  in 
1,555  deaths,  with  a  rate  of  41.5,  as  compared  with 
1,692  deaths  in   1943,  when  the  rate  was  45.7. 

For  the  second  year  in  succession,  there  was  one 
death  from  smallpox  in  1944.  Suicides  totaled  219, 
compared  with  253  in  1943,  while  the  number  of 
homicides  reported  increased  from  258  to  290.  There 
were  only  37  deaths  from  diphtheria  in  1944,  com- 
pared with  56  in  1943. 

A  continuing  decline  was  reported  in  typhoid 
fever  deaths,  which  numbered  just  12  in  1944,  as 
compared  with  19  the  previous  year  and  839  in 
1914.  Influenza  deaths  totaled  543,  against  440  in 
1943. 


Fewer  persons  died  of  pellagra  in  North  Caro- 
lina in  1944  than  during  any  year  for  which  the 
records  are  available.  For  the  entire  year,  only  64 
such  deaths  were  reported  to  the  State  Board  of 
Health  and  an  all-time  low  rate  of  1.7  was  recorded. 

It  would  be  a  fair  deduction  to  assume  that  much 
of  the  reduction  of  pellagra  that  has  occurred  in 
North  Carolina  has  been  the  result  of  nutrition  edu- 
cation which,  among  other  things,  has  led  to  the  en- 
richment of  certain  foods — especially  bread  and 
flour — from  which  nutrients  formerly  were  taken 
through  processes  of  refinement.  Enrichment  plays 
an  important  part  in  any  nutrition  program,  but 
we  also  must  keep  before  us  the  importance  of  eat- 
ing some  of  all  the  "Basic  Seven"  foods  not  simply 
at  intervals,  but  every  day. 
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DOCTOR'S  DAY 

The  Auxiliary  to  the  Medical  Society  of 
the  State  of  North  Carolina  on  March  30 
will  pay  tribute  to  all  physicians  of  the 
state,  both  in  the  armed  forces  and  on  the 
home  front. 

This  is  the  "D-Day"  of  the  Auxiliary,  and 
it  is  very  important  that  each  auxiliary  ob- 
serve it  in  some  way.  We  are  paying  tribute 
not  only  to  our  own  doctors,  but  also  to  Dr. 
Crawford  W.  Long,  who  on  that  date,  first 
used  ether  anesthesia  in  surgery. 

We  are  living  in  a  war-torn,  chaotic  world, 
and  in  the  uncertain  days  ahead  "we  need 
faith,  the  will  to  help,  the  courage  to  do,  a 
determination  to  serve  the  medical  profes- 
sion" and  to  show  our  appreciation  of  what 
has  been  done,  and  is  being  done  by  our  ex- 
cellent doctors. 

Here  are  a  few  suggestions  for  observing 
Doctor's  Day: 

Publish  a  tribute  to  the  doctors  in  your 
local  paper. 

Broadcast  a  Doctor's  Day  program. 

Send  notes  to  each  doctor  expressing  best 
wishes. 

Send  flowers  to  doctors'  offices,  clinics, 
and  hospitals. 

Send  a  boutonniere  to  each  doctor. 

Place  flowers  on  the  graves  of  deceased 
doctors  in  your  local  cemetery. 

Visit  sick  and  retired  physicians. 

Plan  dinners,  luncheons  or  picnics. 

Plant  trees  in  the  doctors'  honor ;  buy  war 
stamps  and  bonds  for  them. 

Above  all,  send  newsy,  cheerful  letters  to 
those  serving  in  the  armed  forces. 

Finally,  devote  the  day  of  March  30  to 
your  doctor  and  our  doctors. 

Mrs.  R.  S.  McGeachy, 
Doctor's  Day  Chairman 


FOR    $  u 

CRIPPLED 
CHILDREN 


BOOK  REVIEWS 


Diseases  of  the  Digestive  System.  Edited 
by  Sidney  A.  Portis,  M.D.,  Associate  Pro- 
fessor of  Medicine,  University  of  Illinois 
Medical  School.  Ed.  2.  932  pages,  with  182 
illustrations.  Price,  $11.00.  Philadelphia: 
Lea  and  Febiger,  1944. 

The  second  edition  of  this  well  known  book  brings 
up  to  date  the  material  presented  in  its  predecessor. 
A  few  changes  have  been  made.  In  view  of  the  ex- 
periences gained  in  the  present  war,  psychosomatic 
aspects  of  gastrointestinal  symptoms  are  empha- 
sized. New  clinical  and  experimental  data  are  in- 
troduced where  our  understanding  of  digestive  dis- 
eases is  affected  by  these  changes.  A  consideration 
of  the  normal  physiology  of  the  anatomical  portion 
under  consideration  precedes  the  discussion  of  the 
diseases  of  the  part. 

The  contributors  to  this  volume  are  recognized 
as  outstanding  contributors  to  our  knowledge  in  that 
branch  of  the  subject  for  which  they  accept  respon- 
sibility in  this  book.  The  material  is  handled  as 
briefly  as  is  compatible  with  complete  coverage. 
Fairness  in  presenting  views  differing  from  those 
of  the  author  is  shown  in  most  of  the  material.  Il- 
lustrations are  well  selected.  References  to  the  per- 
tinent literature  of  the  past  fifteen  years  are  given 
at  the  end  of  each  chapter. 

Dr.  Portis  has  done  a  very  fine  job  in  the  arrange- 
ment and  presentation  of  the  subject  matter  of  the 
book.  In  addition  to  the  usual  anatomical  division 
of  the  text  material,  there  are  many  helpful  chap- 
ters on  the  inter-relationships  of  the  digestive  tract 
and  the  cardio-vascular,  renal  and  endocrine  sys- 
tems. Allergic,  neurogenic,  and  psychosomatic  influ- 
ences are  described  in  some  detail  and  with  the 
greatest  possible  clarity. 

Diseases  of  the  Digestive  System  may  be  recom- 
mended as  an  authoritative,  concisely  written  aid 
to  all  physicians  desirous  of  information  in  this 
field. 


Malaria:  Its  Diagnosis,  Treatment  and  Pro- 
phylaxis. By  William  N.  Bispham,  Colonel, 
U.  S.  Army,  Retired.  197  pages.  Price, 
$3.50.  Baltimore:  The  Williams  &  Wilkins 
Co.,  1944. 

A  short,  inexpensive  monograph  to  summarize  up- 
to-date  knowledge  in  all  phases  of  malaria  has  long 
been  needed.  Malaria  has  been  the  most  important 
military  disease  of  the  present  war  and  may  very 
well  be  the  number  one  post-war  medical  problem, 
because  of  the  large  number  of  infected  military 
personnel  serving  as  a  reservoir  and  the  introduc- 
tion of  new  strains  into  areas  where  the  disease  is 
already  endemic.  The  author  has  discussed  the  dis- 
ease from  the  standpoint  of  man  as  a  reservoir  and 
as  a  clinical  problem,  from  the  standpoint  of  the 
mosquito,  and  from  that  of  the  parasite.  He  has 
avoided  much  of  the  confusing  jargon  of  the  malari- 
ologist  without  sacrificing  clarity  or  explicitness. 
The  discussion  of  immunity  in  malaria  is  one  which 
is  frequently  not  sufficiently  emphasized.  A  detailed 
discussion  of  therapy  is  given.  Historical  references 
as  well  as  the  most  recent  ones  are  included. 

It  is  unfortunate  that  the  times  have  made  it 
necessary  to  use  such  a  poor  grade  of  paper.  The 
illustrations,  though  small  in  size,  are  in  color  and 
are  reproduced  well. 

This  book  is  highly  recommended. 
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Patients  Have  Families.  By  Henry  B.  Rich- 
ardson, M.D.,  Associate  Professor  of  Clini- 
cal Medicine,  Cornell  University  Medical 
College.  408  pages.  Price,  $3.00.  New  York: 
The  Commonwealth  Fund,   1945. 

This  book  describes  the  experiences  of  a  large 
metropolitan  hospital  in  the  detailed  study  of  a  few 
selected  families.  The  study  was  an  experiment  to 
determine  the  inter-relationship  of  medical  and  so- 
cial problems  in  families.  This  is  psychosomatic 
medicine  applied  to  the  family  unit.  The  methods 
used  are  illustrated  by  typical  case  reports.  The  con- 
trast between  a  history  taken  from  this  point  of 
view  and  the  stereotyped  medical  history  is  illumi- 
nating. The  roles  of  the  physician  responsible  for 
medical  care,  of  the  psychiatrist,  of  social  and  wel- 
fare agencies,  and  of  public  health  services  are  de- 
scribed. The  description  of  the  old  general  pi'acti- 
tioner  as  a  family  phvsician  is  a  classic.  The  tre- 
mendous influence  which  a  physician's  interest  in 
a  patient  as  an  individual  can  exert  on  the  course 
of  his  illness  and  on  the  illnesses  of  the  entire 
family  is  well  shown.  This  book  should  be  read  not 
only  by  physicians,  but  by  medical  directors  of  hos- 
pitals and  of  public  health  services,  and  by  laymen 
in  social  and  welfare  agencies. 


The  Psychiatric  Novels  of  Oliver  Wendell 
Holmes.  By  Clarence  P.  Oberndorf,  M.D. 
208  pages.  Price,  $3.00.  New  York:  Co- 
lumbia University  Press,  1943. 

Dr.  Oberndorf,  by  his  careful  analysis  and  gener- 
ous annotations,  has  uncovered  the  hidden  signifi- 
cance of  the  novels  of  Dr.  Holmes  so  that  thev  may 
be  appreciated  not  only  by  students  of  psychiatry, 
but  bv  the  lav  public  as  well.  This  contribution  to 
psychiatric  literature  is  highly  recommended  to 
physicians  and  medical  students. 


Interns  Handbook.  By  Members  of  the 
Faculty  of  the  College  of  Medicine,  Syra- 
cuse University,  under  the  direction  of  M. 
S.  Dooley,  M.D.  and  Maynard  E.  Holmes, 
M.D.  579  pages.  Price,  $3.00.  Philadelphia: 
J.  B.  Lippincott  Co.,  1944. 

This  pocket-size  volume  is  an  attempt  to  present 
in  condensed  form  knowledge  which  a  new  house 
officer  or  a  physician  in  general  practice  would  find 
useful  in  the  handling  of  emergencies  or  in  the 
work-up  of  patients  in  a  hospital.  It  is  necessarily 
sketchy  in  many  respects  because  of  limitations  of 
length.  A  very  considerable  portion  of  the  book  is 
allotted  to  a  description  of  drugs,  including  their 
dosage  and  clinical  use.  The  sections  devoted  to 
therapy  are  undoubtedly  the  best  in  the  book. 


Simplified  Diabetic  Management.  By  J.  T. 
Beardwood,  Jr.,  M.D.,  and  H.  T.  Kelly,  M.D. 
Ed.  4.  172  pages.  Price,  $1.50.  Philadelphia: 
J.   B.   Lippincott  Co.,   1944. 

This  brief  guide  has  been  well  planned  for  pa- 
tients whose  dietary  instruction  has  been  under  the 
"unit  measurement  system"  of  substitution.  The 
necessity  for  cooperation  of  patient,  dietitian,  and 
nhysician  is  stressed.  Dietary  instruction  is  given 
in  some  detail.  The  measurement  of  food  and  the 
importance  of  vitamins  and  minerals  are  stressed. 
An  extensive  group  of  charts,  sample  menus  and 
recipes  are  included.  Instructions  for  administration 
of  insulin  and  performance  of  urine  tests  are  ac- 
comnanied  by  adequate  illustrations.  The  care  of 
the  feet,  exercises,  and  the  symptoms  of  complica- 
tions are  covered.  This  volume  may  be  too  concise 
for  the  patient  to  use  as  his  sole  source  of  informa- 
tion. It  is  too  meager  in  content  for  the  phvsician, 
but  will  serve  a  useful  purpose  as  an  adjunct  in 
instruction. 
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Anoroved  Lnboratorv  Technic.  Bv  John  A. 
Kolmer,  M.D.  and  Fred  Bn«rner.  V.M.D. 
1088  pages.  Price,  $10.00.  New  York:  D. 
Appleton-Century    Company,    1945. 

This  book  attempts  to  cover  in  a  medium  sized 
volume  the  techniques  for  laboratory  procedures 
which  might  be  done  in  a  general  hospital  labora- 
tory. The  approach  is  satisfactory  for  the  use  of 
technicians.  For  medical  students  and  practitioners, 
it  may  prove  inadequate.  No  attempt  is  made  to 
interpret  the  results  of  determinations;  this  is  cov- 
ered in  a  separate  volume.  The  lack  of  interpreta- 
tion might  cause  undue  emphasis  to  be  placed  on 
such  tests  as  the  Takata-Ara  reaction  on  blood  se- 
rum; tropical  diseases  as  well  as  sarcoid  and  lymph- 
ogranuloma give  positive  reactions  without  liver 
damage  because  of  the  increase  in  globulin.  There 
are  no  words  of  warning  as  to  the  dangers  entailed 
in  such  procedures  as  the  inoculation  of  animals  in 
tularemia,  brucellosis,  and  psittacosis.  The  alterna- 
tive methods  or  reagents  which  may  be  used  in  the 
performance  of  many  tests  are  not  enumerated.  The 
sputum  concentration  methods,  which  are  accepted 
as  the  best  time-saver  in  the  diagnosis  of  tubercu- 
losis, are  not  given;  the  concentration  of  fasting 
gastric  contents  is  not  mentioned.  The  auramine 
stain  for  acid-fast  organisms  is  highly  recom- 
mended, although  this  stain  has  not  given  good  re- 
sults in  many  hands.  The  illustrations  are  relatively 
poor,  especially  the  plates  for  identification  of  blood 
cells  and  other  color  plates.  The  legends  are  in- 
adequate. 


Technique  of  the  Standard  Kahn  Test  and 
of  Special  Kahn  Procedures.  By  Reuben  L. 
Kahn,  Chief  of  Clinical  Laboratories,  Uni- 
versity of  Michigan  Hospital,  Ann  Arbor, 
Michigan.  52  pages.  Price.  25c1.  Ann  Arbor: 
University   of   Michigan    Press,    1944. 

This  pamphlet  is  absolutely  essential  for  the  li- 
brary of  laboratories  doing  the  Kahn  test  for  sero- 
logic diagnosis  of  syphilis.  The  preparation  of  re- 
agents, standardization,  and  the  performance  of 
the  test  are  detailed  in  clear  language.  Errors  and 
methods  of  avoiding  them  are  discussed.  The  type 
is  large  and  can  be  conveniently  read  while  the  book 
is  lying  on  a  desk  . 


Plasma  and  Tissue  Proteins  Appear  Interchangeable 
Plasma  and  tissue  proteins  should  no  longer  be 
considered  as  distinct  entities.  Evidence  cited  edi- 
torially in  the  Winter,  1945,  issue  of  The  Journal 
of  Parenteral  Therapy  strongly  suggests  that  there 
is  a  continuous  and  rapid  interchange — or  traffic — 
between  them.  Under  conditions  of  inadequate  or 
restricted  protein  intake,  1  Gm.  of  plasma  protein 
(albumin)  is  lost  for  every  25  to  30  Gm.  of  tissue 
protein.  The  same  ratio  holds  true  when  the  attempt 
is  made  to  replace  plasma  protein  and  tissue  pro- 
tein by  restoring  an  adeauate  protein  intake.  In  pa- 
tients with  serious  protein  depletion  owing  primar- 
ily to  malnutrition  it  is  highly  impractical  to  make 
use  of  human  plasma  or  serum  transfusion. 
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(CONTINUED  FROM  PAGE  18(1) 

News  Notes  from  the  North  Carolina 
Tuberculosis  Association 

The  National  Tuberculosis  Association  has  can- 
celled its  1945  annual  meeting,  scheduled  to  be  held 
in  Buffalo,  N.  Y.,  June  13-15. 

*  *     *     * 

The  present  legislature  has  appropriated  money 
for  the  employment  of  occupational  therapists  in 
two  of  the  state  sanatoria  with  the  possibility  that 
there  will  be  such  an  appropriation  for  the  other 
sanatorium. 

*  *     *     * 

According  to  Miss  Ruth  Harris,  Executive  Secre- 
tary of  the  Mecklenburg  County  Tuberculosis  and 
Health  Association,  three  Negro  professional  men 
have  recently  been  added  as  new  members  to  her 
Board  of  Directors.  They  are  Dr.  J.  E.  Alexander; 
Mr.  Paris  McCorkle,  principal  of  a  county  school; 
Mr.  C.  T.  Perkins,  Executive  Secretary  of  the  Negro 
Y.M.C.A. 

It  is  felt  by  many  that  North  Carolina  has  one  of 
the  most  wholesome  plans  in  the  country  for  the 
handling  of  tuberculous  veterans.  The  service  man 
with  tuberculosis  is  sent  to  the  Veteran's  Facility 
for  the  Treatment  of  Tuberculosis  at  Oteen,  N.  C, 
where  his  admission  is  reported  to  the  N.  C.  State 
Board  of  Health.  The  State  Board  of  Health  in  turn 
reports  the  admission  to  the  patient's  local  health 
department.  When  the  patient  is  discharged  the 
same  reporting  procedure  is  done.  In  case  of  AWOL 
discharges  the  reporting  is  made  not  only  to  the 
patient's  local  health  department  but  to  the  place 
or  places  it  is  thought  the  patient  will  go.  Dr.  Paul 
P.  McCain,  Superintendent  of  the  North  Carolina 
Sanatoria,  is  also  furnished  a  list  of  the  veterans 
entering  and  leaving  Oteen.  In  the  case  of  AWOL 
discharges,  Dr.  McCain  writes  a  personal  letter  to 
the  veteran  urging  him  to  continue  treatment  for 
the  disease,  pointing  out  the  dangers  of  any  re- 
laxation in  the  treatment  procedure. 

News  Notes  from  the  University  of 
North  Carolina 

Dr.  W.  deB.  MacNider  attended  the  meeting  of 
the  Club  for  Research  on  Ageing  held  in  New  York 
on  February  9  and  10. 

*  *     *     * 

The  Fifth  Annual  Forum  lecture,  at  the  Seventh 
Annual  Forum  on  Allergy  in  Pittsburgh,  was  de- 
livered January  21,  1945,  by  Dr.  Milton  J.  Rosenau, 
Dean  of  the  School  of  Public  Health  of  the  Uni- 
versity of  North  Carolina  at  Chapel  Hill  and  Charles 
Wilder  Professor  of  Preventive  Medicine  and  Hy- 
giene emeritus,  Harvard  Medical  School,  Boston. 
His  subject  was  "Serendipity  in  Terms  of  Mental 
Allergy."  The  Forum  presented  its  fifth  gold  medal 
for  outstanding  contributions  in  allergy  to  Dr.  Rose- 
nau on  this  occasion. 

*  *     *     * 

Dr.  Nathan  Sinai,  Professor  of  Public  Health  of 
the  School  of  Public  Health,  University  of  Michigan, 
gave  a  series  of  lectures  on  the  pertinent  problems 
of  public  health  economics  and  medical  care  during 
January  and  February  at  Chapel  Hill. 

News  Notes  from  the  Bowman  Gray 
School  of  Medicine 

Dr.  C.  C.  Carpenter  addressed  the  Federation  of 
State  Medical  Boards  in  Chicago  on  February  13, 
1945,  on  "Deceleration  of  the  Medical  Curriculum." 


The  extensive  lantern  slide  collection  of  the  late 
Dr.  Charles  Hartwell  Cocke  of  Asheville  has  been 
presented  to  the  Bowman  Gray  School  of  Medicine. 
This  has  been  added  to  the  teaching  collection  of 
the  school. 

Dr.  Robert  W.  Lackey,  Professor  of  Physiology  at 
Southwestern  Medical  School,  will  serve  as  Visiting 
Professor  of  Physiology  for  the  trimester  beginning 
March  28,  1945. 

Bids  for  the  new  $250,000  out-patient  department 
building  will  be  opened  on  March  20,  1945.  Construc- 
tion will  begin  immediately. 


Edgecombe-Nash  Counties  Society 

The  February  meeting  of  the  Edgecombe-Nash 
Counties  Society  was  held  in  Rocky  Mount  on  Feb- 
ruary 14.  Captain  Henry  Rigdon  of  Fort  Bragg 
talked  on  the  recent  advances  in  the  treatment  of 
shock,  and  a  moving  picture  entitled  "Modern  Nu- 
trition" was  shown. 


Forsyth  County  Medical  Society 

Dr.  Julian  Moore  of  Asheville  was  guest  speaker 
at  a  dinner  meeting  of  the  Forsyth  County  Medical 
Society,  held  on  February  13.  Dr.  Moore's  subject 
was  the  "Surgical  Treatment  of  Tuberculosis." 


Ophthalmological  Seminar  Postponed 

On  advice  from  the  War  Committee  on  Conven- 
tions, Emory  University  has  postponed  the  Ophthal- 
mological Seminar  scheduled  to  be  held  in  Atlanta 
in  April. 
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News  Notes 

Dr.  W.  T.  Rainey  of  Fayetteville  was  honored  by 
the  Rotarians  at  a  dinner  meeting  for  his  work  in 
connection  with  the  Cumberland  County  Tuberculo- 
sis Sanatorium.  Dr.  Roscoe  McMillan  presented  a 
portrait  of  Dr.  Rainey  to  Dr.  M.  T.  Foster  of  the 
county  health  department.  The  picture  is  to  be 
placed  in  the  foyer  of  the  sanatorium. 

Dr.  Allan  McLean,  a  member  of  the  staff  of  the 
State  Hospital  at  Morganton,  died  at  his  home  in 
Morganton   on   February   22   after   an   extended   ill- 


Dr.  Horace  Mitchell  Baker,  administrative  head 
and  surgeon-in-chief  of  the  Baker  Sanatorium  since 
it  was  founded  in  1920,  died  at  the  sanatorium  on 

February  28. 

*  *     *     * 

Dr.  R.  H.  Holmes  of  Lumberton  and  Dr.  Frank 
Kimzey  Justice  of  Davidson  have  recently  been  pro- 
moted from  the  rank  of  major  to  that  of  lieutenant 
colonel.  Dr.  Samuel  E.  Way  of  Rocky  Mount  has 
been  promoted  to  the  rank  of  major. 

*  *     *     * 

Second  Lieutenant  Evelyn  B.  Whitlow,  of  Leas- 
burg.  N.  C.  was  among  the  army  nurses  rescued 
from  Japanese  imprisonment  on  Luzon  recently. 


Western  Reserve  University 

Dr.  Joseph  Treloar  Wearn.  professor  of  medicine ' 
at  Western  Reserve  University,  has  been  appointed  j 
dean  of  the  University's   School  of  Medicine. 

Born  in  Charlotte.  N.  C,  on  Febuary  15,  1893,  | 
Dr.  Wearn  was  graduated  from  the  Charlotte  Uni- 
versity School  and  in  1913  was  awarded  the  degree 
of  Bachelor  of  Science  from  Davidson  College.  He  | 
received  his  degree  of  Doctor  of  Medicine  from  Har- 
vard in  1917.  Davidson  College  also  granted  him  an 
honorary  degree  of  doctor  of  science  in  1943. 


North  Carolina  League  for 
Crippled  Children 

The  North  Carolina  League  for  Crippled  Children 
will  hold  its  annual  Easter  Campaign  from  March 
19  to  April  1.  The  receipts  from  this  once  a  year 
appeal  will  be  used  to  provide  medical  care,  educa- 
tional needs,  and  social  and  recreational  opportuni- 
ties for  crippled  children  living  within  the  borders 
of  the  state. 


Sufficient  penicillin  was  produced  in  this  country 
last  year  to  treat  3,200.000  sufferers  from  such  seri- 
ous diseases  as  septicemia  or  pneumonia,  according 
to  Doctors  Theodore  G.  Klumpp.  president,  and 
Justus  B.  Rice,  director  of  medical  research.  Win- 
throp  Chemical  Company,  Inc.,  New  York  and  Rens- 
saeler.  New  York. 

Expansion  of  penicillin  production  in  1944  to  close 
to  sixteen  hundred  billion  (1,600,000,000,000)  Oxford 
units,  8,000  per  cent  of  the  total  production  of  all 
previous  years,  and  new  developments  in  antibiotics, 
chemotherapy,  blood  plasma,  anesthetics,  antipara- 
sitics, and  insecticides  were  reviewed  in  a  scientific 
paper  prepared  by  the  two  doctors  for  publication 
in  the  current  issue  of  Chemical  and  Engineering 
News. 

In  concluding  their  review  of  the  year,  Doctors 
Klumpp  and  Rice  stated  that  the  "small  gains  in 
technical  skill,  forced  draft  production,  and  imme- 
diately useful  skill  stimulated  by  war  are  more 
than  overshadowed  by  the  interruption  of  long 
range  research  programs  and  the  diversion  of  un 
told  numbers  of  capable  investigators  to  routine 
tasks. 

"Progress  in  pharmaceuticals  and  medicinals  in 
1944  has  been  made  on  borrowed  time."        « 
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The  increasing  incidence  of  cancer  in  the 
general  population  is  reflected  by  the  cancer 
mortality  rate  in  North  Carolina11'. 

Fear  Deaths  Rate  per 

from  Cancer  lOO.Ofio  pop. 

1934  1,774  53.7 

1935  1,780  52.1 

1936  1,785  52.6 

1937  1,912  54.8 

1938  1,907  53.8 

1939  1,993  56.4 

1940  2,034  56.8 

1941  2,056  56.8 

1942  2,219  60.6 

1943  2,372  63.8 

1944  2,298  61.6 

Cancer  remains  second  among  the  causes  of 
death  in  the  United  States.  The  death  rate 
from  cancer  per  100,000  population  in  the 
United  States  registration  area  increased 
from  82.1  in  1916  to  111.0  in  193612'.  Statis- 
ticians have  shown  that  these  figures  repre- 
sent a  true  increase,  and  are  not  due  to  im- 
proved diagnosis  or  to  greater  life  expect- 
ancy. We  have  made  little  progress  in  our 
search  for  the  cause  of  malignancy.  There- 
fore, our  efforts  at  present  must  be  directed 
toward  early  recognition  and  correct  treat- 
ment of  the  condition. 

At  the  beginning  of  this  century,  the 
United  States  was  widely  criticized  for  its 
high  maternal  mortality  rate.  A  general  edu- 
cational campaign  was  instituted,  with  tan- 
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pital and  the  Department  of  Obstetrics  anil  Gynecology  of  the 
Bowman  Gray  School  of  Medicine  of  Wake  Forest  College. 

1.  Reports   of   North   Carolina    Bureau   of   Vital   Statistics. 

2.  Hoffman.  R.  L. :  The  Cancer  Record  of  1937.  The  Spectator. 
Prudential   fnsarance  Company  of  America.  June  23.   1938. 


gible  early  results.  Many  state  and  county 
medical  societies  organized  maternal  mor- 
tality committees  which  played  a  noteworthy 
part  in  this  program.  They  found  that  the 
pathological  conditions  which  contribute  to 
maternal  mortality  occur  infrequently  in  the 
experience  of  any  one  physician.  In  retro- 
spect many  deaths  were  seen  to  be  avoidable. 
The  function  of  these  committees  was  to 
investigate  each  maternal  death  which  oc- 
curred in  their  locality,  and  to  determine 
with  the  aid  of  the  attending  physician 
whether  or  not  the  death  was  inevitable.  The 
committee  made  an  unprejudiced  analysis  of 
the  cause  of  death.  In  each  case  of  an  avoid- 
able death  the  cause  was  attributed  either 
to  ignorance  or  negligence  on  the  part  of  the 
patient,  or  to  errors  in  judgment  by  the  at- 
tendant. In  every  area  benefiting-  from  the 
work  of  a  committee  on  maternal  mortality 
the  decrease  in  the  maternal  death  rate,  in 
comparison  to  that  in  areas  without  such  a 
program,  has  been  striking.  In  Rhode  Is- 
land131, for  example,  the  committee  began 
their  survey  in  1932.  The  maternal  mortality 
rate  the  first  year  was  5.7  per  1000  live 
births ;  by  1942  it  was  1.9  per  1000 — a  drop 
of  66%  per  cent.  The  only  credit  claimed  by 
the  committee  for  this  gratifying  reduction 
was  its  share  in  stimulating  interest  in  ob- 
stetrical hazards  and  their  proper  manage- 
ment. 

3.    Ten   Year  Study  of  Maternal  Mortality.   Rhode   Island  M. 
J.    26:202-204    (Oct.)    1943. 
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Patients  with  cancer  usually  come  first  to 
their  family  physician  or  surgeon.  However, 
individual  experience  is  even  more  limited 
in  the  highly  specialized  field  of  neoplasms 
than  in  obstetrical  complications  which  so 
often  cause  maternal  deaths.  The  factors  in- 
fluencing the  mortality  rates  of  these  com- 
pletely unrelated  conditions  are  identical. 
The  tumor  clinics  throughout  the  nation  can 
serve  much  the  same  function  as  do  the  ma- 
ternal mortality  committees*11.  This  would 
depend  upon  the  impartial  review  of  each 
case  by  the  clinic  and  an  active  criticism  of 
its  management,  made  with  an  attitude  of 
generosity  rather  than  of  censure.  In  each 
instance  names  should  be  so  closely  guarded 
that  no  direct  blame  can  possibly  be  directed 
at  any  person  conscientiously  working  in  the 
interests  of  medical  progress  and  of  the  af- 
fected patient. 

The  tumor  clinic  idea  was  launched  by  the 
American  College  of  Surgeons  in  1930,  and 
by  1943  there  were  380  clinics  which  met 
minimum  standards.  Approximately  80,000 
patients  are  seen  in  these  clinics  annually. 
The  minimum  requirements  of  a  tumor  clinic 
include  regular  attendance  of  a  pathologist, 
radiologist,  surgeon,  and  internist141.  Repre- 
sentatives of  other  medical  and  surgical 
specialties  usually  attend  also.  A  tumor 
clinic  was  organized  at  the  North  Carolina 
Baptist  Hospital  in  April,  1944.  Three  hun- 
dred and  eighty  patients  with  malignant 
tumors  have  since  been  registered.  A  com- 
plete history  is  obtained  from  each  patient, 
physical  and  laboratory  examinations  are 
made,  and  biopsies  are  performed  for  posi- 
tive diagnosis.  The  patient  is  then  presented 
for  group  discussion.  No  professional  charge 
is  made  for  any  service. 

The  advantages  which  a  tumor  clinic  of- 
fers to  the  practicing  physician  are  as  fol- 
lows : 

1.  An  opportunity  for  free  group  consul- 
tation for  the  diagnosis  of  difficult  or  obscure 
lesions. 

2.  An  opportunity  to  profit  by  observing 
the  problems  of  many  physicians. 

3.  An  opportunity  to  keep  abreast  of  mod- 
ern methods  of  therapy,  and  to  judge  the  re- 
sults obtained. 

4.  An  opportunity  to  refer  to  a  group  for 
study  a  patient  who  otherwise  might  be  lost 
by  direct  referral  to  an  individual. 

4.    fa)  Crowell.    Bowman    C :   The   Role   of   the   Cancer   (  link 
in  Cancer  Control.  Radiolosry  10:580-542   (Jinn'    1941. 
b)   Kress.   L.  C,  and  Levin.   M.    L.:   Experiences  and   Re- 
sults In  Ttinmr  Clinii   Organization  in  New  York  State, 
Radiology   10:548-348  (June)   I»4S. 


The  tumor  clinics  are  open  to  all  physi- 
cians1'", many  of  whom  accompany  their  own 
patients  and  contribute  to  the  discussion  of 
all  patients  presented. 

Our  experience  has  shown  us  how  limited 
is  our  knowledge  as  individuals.  It  has 
proven  the  educational  value  of  analysis  of 
each  case.  A  broad  conception  of  the  cancer 
problem  results  from  the  observation  of 
large  numbers  of  otherwise  unavailable  pa- 
tients. The  exchange  of  ideas  in  the  group 
brings  to  light  many  obscure  interrelation- 
ships in  all  cases  of  cancer. 

Ideally,  a  malignancy  should  be  diagnosed 
at  the  time  when  simple  complete  surgical 
excision  is  possible.  This  ideal  is  seldom  a 
reality.  Some  of  the  factors  which  tend  to 
delay  diagnosis  and  treatment  are: 

1.  Ignorance  and  pessimism  of  the  lay 
public. 

2.  Limited  diagnostic  facilities  and  experi- 
ence, and  an  attitude  of  defeatism  on  the 
part  of  the  profession. 

3.  Wartime  pressure  on  physicians. 

4.  The  asymptomatic  character  of  many 
early  neoplasms. 

5.  The  usual  expense  of  elaborate  diagnos- 
tic procedures. 

Fortunately  the  ignorance  of  the  public  is 
being  eradicated  by  the  monumental  efforts 
of  the  Field  Army  of  the  American  Cancer 
Society"''.  Little  progress  has  been  made  in 
eliminating  the  attitude  of  defeatism  in  the 
doctor,  who  is  being  constantly  discouraged 
by  observation  of  patients  in  terminal  phases 
of  this  disease.  In  the  majority  of  these 
treatment  can  be  only  palliative  at  best, 
because  of  the  extent  to  which  the  lesion  had 
progressed  when  the  need  for  treatment  was 
recognized.  However,  it  is  encouraging  to 
all  of  us  that  the  last  ten  years  have  brought 
reports  of  increasing  percentages  of  five- 
year  cures.  The  difficulty  presented  by  the 
relatively  asymptomatic  character  of  early 
neoplasms  can  be  overcome  only  by  exhaust- 
ive investigation  of  even  slightly  suggestive 
complaints.  The  expansion  of  diagnostic 
facilities,  making  them  easily  available,  can 
banish  the  existing  economic  factors. 

Each  week  it  is  more  evident  that  in  some 
patients  late  diagnosis  is  unavoidable.  In 
many  cases  credit  or  blame  is  warranted 
For  each  patient  a  probable  prognosis  can 
usually  be  determined.    Favorable  prognoses 

5.  The  Tumor  Clinic  of  the   North   Carolina    Baptist    Hospital 
meets   each    Fridav   at    12:30    p.m. 

6.  Formerly   the   Women's    Field   Army   of   the   American    Sol 
Ciety   for  the   Control   Of  Cancer. 
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may  be  credited  to  the  intelligence  of  the 
patient,  to  adequate  examination  by  the  phy- 
sician, or  occasionally  to  the  sheer  good  for- 
tune of  an  incidental  diagnosis.  Unfavorable 
prognoses  can  frequently  be  blamed  upon  ig- 
norance and  delay  by  the  patient,  or  upon 
poor  judgment  or  inadequate  examination 
by  the  physician. 

The  accumulated  knowledge  has  been  of 
great  interest  to  the  members  of  the  clinic. 
The  stories  given  by  various  patients  are 
not  only  of  statistical  significance,  but  are 
also  individually  interesting  and  informative 
records.  Because  the  distribution  of  physi- 
cians in  rural  areas  and  war  restrictions  on 
time  and  travel  have  limited  the  number  who 
can  attend  the  meetings,  the  Tumor  Clinic  of 
the  North  Carolina  Baptist  Hospital  pro- 
poses to  publish  a  critique  of  cases  in  the 
Journal  each  month. 

Case  1 

Miss  B.,  a  57  year  old  unmarried  trained 
nurse,  first  consulted  her  physician  on  De- 
cember 8,  1943.  She  had  reached  the  meno- 
pause when  she  was  50  years  of  age  in  an 
entirely  uneventful  manner,  with  a  gradual 
decrease  in  bleeding  and  final  abrupt  cessa- 
tion of  menstruation.  The  only  abnormality 
of  menstruation  she  had  ever  exhibited  was 
dysmenorrhea  during  her  early  menstrual 
life.  ■ 

After  reaching  the  menopause,  the  patient 
had  no  bleeding  or  discharge  whatsoever  un- 
til two  or  three  months  before  consulting 
her  physician.  She  then  began  to  notice  a 
slight,  clear  vaginal  discharge  which  grad- 
ually increased  in  amount  and  became  yel- 
low. Occasional  blood  stains  were  noted  in 
this  secretion,  but  no  active  vaginal  bleeding 
had  occurred.  The  patient  had  had  no  asso- 
ciated symptoms,  and  no  complaints  suggest- 
ive of  constitutional  disease  were  revealed 
by  a  review  of  systems.  Her  weight  had  been 
constant.  She  had  had  no  pain,  and  no  local 
irritation  associated  with  the  discharge. 

General  physical  examination  revealed  no 
abnormalities.  Pelvic  examination  revealed 
sparse  pubic  hair  of  normal  texture  and  dis- 
tribution. Atrophic  changes  were  present  in 
the  external  genitalia,  represented  by  flat- 
tening of  the  labia  majora,  almost  complete 
loss  of  labia  minora,  and  loss  of  elasticity  of 
the  skin  of  the  vulva.  The  introitus  was  nul- 
liparous,  with  good  support  of  the  perineum 
and  bladder.  Bartholin's  and  Skene's  glands 
were  negative.  The  vaginal  mucosa  through- 


out was  smooth,  glistening,  and  red  in  ap- 
pearance. On  palpation,  the  cervix,  l'/G  cm. 
in  diameter,  was  found  to  be  soft  and  regu- 
lar in  outline.  The  uterus  was  atrophic ;  it 
measured  5  cm.  in  length,  was  in  third  de- 
gree retroversion,  and  was  movable.  There 
were  no  palpable  thickenings  of  the  parame- 
trium or  palpable  masses  in  the  adnexa  on 
vaginal  or  rectal  examination. 

Speculum  examination  of  the  cervix  re- 
vealed a  small  ulceration,  approximately  i/2- 
1  cm.  in  diameter,  adjacent  to  the  external  os 
of  the  cervix.  This  tissue  was  soft,  and  slight 
bleeding  occurred  when  it  was  sponged.  A 
biopsy  specimen  was  taken. 

The  patient's  red  blood  cell  count  was  4,- 
460,000,  the  white  blood  cell  count  11,000, 
the  hemoglobin  12.5  Gm.  No  chemical  or  mi- 
croscopic abnormalities  of  the  urine  were 
noted. 

Tumor  Clinic  Discussion 

Pathologist:  The  microscopic  sections 
show  the  cervical  tissue  to  be  massively 
infiltrated  with  extremely  active  hyperchro- 
matic  squamous  epithelial  cells  which  pre- 
sent numerous  mitotic  figures,  and  form 
lakes  and  cords  of  tumor  cells.  Many  areas 
of  the  tumor  show  massive  infiltrations  of 
leukocytes.  No  epithelial  pearl  formation  is 
present  and  in  many  instances  the  epithelial 
cells  are  approaching  a  spindle  cell  appear- 
ance. Diagnosis :  Squamous  cell  carcinoma 
of  cervix,  grade  between  three  and  four. 

Radiologist  :  The  use  of  irradiation  alone 
for  the  treatment  of  squamous  cell  carcinoma 
of  the  cervix  has  been  the  accepted  treat- 
ment in  practically  all  clinics  during  the  last 
two  decades.  The  decision  which  must  be 
made  concerns  the  irradiation  dosage  which 
is  applicable  for  the  patient,  rather  than  a 
choice  of  the  method  of  treatment.  Almost 
without  exception  in  this  type  of  case,  x-ray 
irradiation  is  indicated  as  the  first  step  in 
treatment.  This  therapy  is  followed  by  the 
necessary  amount  of  radium. 

There  are  two  reasons  for  this  arrange- 
ment and  timing  of  the  irradiation  therapy: 
the  first  is  that  the  use  of  radium  is  contra- 
indicated  by  the  presence  of  infection,  which 
almost  invariably  accompanies  any  ulcera- 
tive lesion ;  the  second  is  that  with  any  exten- 
sive lesion  on  the  vaginal  wall  and  particu- 
larly in  the  recto-vaginal  and  vesico-vaginal 
septum,  the  abrupt  sloughing  following  an 
application  of  radium  may  result  in  fistula 
formation. 
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In  this  patient,  the  very  limited  extent  of 
the  lesion  and  the  absence  of  inflammatory 
reaction,  other  than  that  secondary  to  the 
tumor  itself,  raise  the  question  of  the  advis- 
ability of  using  radium  primarily  for  imme- 
diate destruction  of  this  limited  lesion.  The 
moderate  obesity,  with  a  rather  thick  abdom- 
inal panniculus,  and  the  fact  that  the  patient 
is  quite  blond  may  appreciably  limit  the  dos- 
age of  x-ray  and  its  effectiveness. 

Gynecologist  :  The  diagnosis  of  a  League 
of  Nations  clinical  stage  one  carcinoma  of 
the  cervix  is  exceptional  in  our  experience 
and  in  that  of  all  of  the  gynecological  serv- 
ices the  country  over.  Great  credit  is  due  the 
patient  for  promptly  seeking  attention  for 
symptoms  which  would  be  considered  insig- 
nificant by  many  patients.  Her  physician  is 
to  be  highly  commended  for  the  immediate 
biopsy  of  this  small,  soft,  and  apparently 
superficial  lesion,  which  lacks  many  of  the 
characteristics  of  the  usual  cervical  carci- 
noma. 

The  gynecological  group  in  the  profession 
has  abandoned  the  use  of  radical  operation, 
with  few  exceptions,  in  an  attempt  to  cure 
even  these  very  early  lesions.  The  rich 
lymphatic  anastomosis  in  the  cervix  means 
that  extension  of  the  lesion  to  the  adjacent 
pelvic  lymphatic  glands  has,  for  practical 
purposes,  invariably  occurred.  We  can  offer 
this  patient  an  85-90  per  cent  chance  of  five- 
year  cure  with  irradiation.  The  gross  mor- 
tality due  to  this  treatment,  even  in  the  pres- 
ence of  extensive  infected  lesions,  is  1  per 
cent  in  the  better  clinics.  Treatment  of  a  lim- 
ited lesion  of  this  type  should  have  a  neg- 
ligible mortality. 

The  trend  to  combine  operative  proced- 
ures with  irradiation  is  evident  in  the  liter- 
ature. Dr.  Fred  Taussig'"'  has  recently  re- 
ported favorable  results  from  the  use  of  reg- 
ional lymphadenectomy  in  combination  with 
irradiation  in  the  clinical  stage  two  carci- 
nomas of  the  cervix.  A  procedure  of  this 
type  may  be  worth  considering  at  a  later 
date  for  this  patient. 

Tumor  Clinic  Opinion 

Treatment  of  choice:  Irradiation.  Radium 
application-  to  precede  deep  x-ray  therapy 
to  the  pelvis,  for  the  reasons  listed. 

Prognosis :  Excellent. 

Credits".  (1)  Intelligence  of  the  patient 
(a  nurse) . 

7.    Taussig,    F.    .1.:    Present    Stains    in    Treatment    of    Cervix 
Cancer,  ,F.   Ml.   Sinai   Hosp,    10:172-175    (May-June)    IMS. 


(2)  Biopsy  of  a  small,  atypical 

cervical  lesion  by  the  phy- 
sician. 

(3)  Early  treatment. 

Follow-Up  Note 

Radium  was  placed  in  the  cervix  on  De- 
cember 27,  1943,  and  a  total  radium  close  of 
4800  mg.  hours  was  given  without  reaction. 
This  treatment  was  begun  less  than  three 
weeks  after  the  patient's  first  visit  to  a  phy- 
sician. In  the  following  weeks  deep  pelvic 
roentgen  therapy  was  given  to  the  tolerance 
limit  of  the  patient's  skin;  the  total  amount 
given  was  4,032  roentgen  units. 

The  patient  returned  regularly  for  obser- 
vation at  the  Tumor  Clinic.  She  was  last 
seen  on  February  8,  1945,  when  pelvic  exam- 
ination revealed  a  smoothly  healed  vaginal 
mucosa  without  evidence  of  a  gross  lesion, 
and  rectal  and  vaginal  examinations  revealed 
the  uterus  to  be  freely  movable,  with  no  pal- 
pable tissue  present  in  the  parametrium. 

The  patient  has  no  complaints,  and  she 
has  had  no  vaginal  discharge  or  bleeding. 
She  has  resumed  her  full  activities,  and  her 
general  condition  is  excellent  fifteen  months 
after  the  initial  diagnosis. 

Case  2 

Two  years  ago  this  53  year  old  carpenter 
began  to  have  "bleeding  hemorrhoids"  and 
his  stools  began  to  diminish  progressively  in 
diameter.  About  the  same  time,  he  had  two 
attacks  of  "stomach  trouble,"  characterized 
by  nausea,  vomiting,  and  tarry  stools.  He 
did  not  seek  the  advice  of  a  physician  at  this 
time.  Six  months  ago,  when  he  consulted  a 
doctor,  he  was  told  that  he  had  hemorrhoids, 
and  a  hemorrhoidectomy  was  performed. 
"Barium  x-ray  studies"  were  made,  and  he 
says  that  his  stomach  and  rectum  were  re- 
ported to  be  normal.  Gastric  analysis  is  said 
to  have  revealed  hyperacidity. 

Six  weeks  after  operation  he  had  a  recur- 
rence of  rectal  bleeding  and  began  to  have 
symptoms  of  low  intestinal  obstruction. 
When  he  was  seen  here  as  an  outpatient  in 
January,  1945,  he  had  an  anal  stricture 
which  would  not  admit  an  examining  finger. 
The  patient  was  advised  to  come  into  the 
hospital  for  sigmoidoscopic  examination.  He 
delayed  entering  the  hospital  for  some  two 
months,  and  during  the  interim  was  treated 
with  "shots"  to  stop  the  rectal  bleeding.  Hos- 
pitalization for  study  was  again  advised. 

Two  months  after  his  initial  visit  to  the 
outpatient  department,  he  entered  the  hos- 
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pital.  Examination  under  spinal  anesthesia 
revealed  not  only  an  anal  stricture  but  also  a 
large  fungating  mass  on  the  left  antero- 
lateral wall  of  the  rectum,  approximately  6 
cm.  above  the  anal  orifice.  A  portion  of  the 
mass  extended  onto  the  posterior  wall  of  the 
rectum.  It  measured  about  8  by  8  cm.  and 
was  firmly  fixed.  It  was  difficult  to  tell 
whether  or  not  there  was  bladder  involve- 
ment. Several  biopsy  specimens  were  taken 
from  this  mass  at  different  points. 

An  x-ray  film  of  the  pelvis  revealed  no  evi- 
dence of  metastasis.  Cystoscopic  examination 
was  done,  and  the  diagnosis  was  prostatic 
median  bar  enlargement;  no  gross  pathology 
was  noted  in  the  bladder  mucosa. 

This  man's  general  condition  seems  excel- 
lent. He  has  had  no  weight  loss  and  no  com- 
plaints referable  to  any  system  other  than 
the  gastro-intestinal  tract.  The  red  blood 
cell  count  is  5,200,000,  the  white  blood  cell 
count  12,300,  the  hemoglobin  11.1  Gm.  Urin- 
alysis showed  5-8  white  blood  cells  and  3-5 
red  blood  cells  per  high  power  field,  but  no 
other  abnormality. 

Tumor  Clinic  Discussion 

Pathologist:  This  is  a  perfect  biopsy 
specimen  from  a  pathological  point  of  view. 
It  consists  of  fragments  of  tissue  identified 
as  rectal  mucous  membrane,  or  at  least  large 
bowel  mucous  membrane,  in  which  one  sees 
a  definite  transition  from  normal  large 
bowel  mucous  membrane  to  adenocarcinoma- 
tous  tissue.  The  transition  is  abrupt  and  is 
characteristic  of  cancer  found  in  the  rectum 
or  recto-sigmoid.  The  tissue  is  moderately 
well  differentiated;  the  cells  show  anaplasia 
and  hyperchromatism,  with  a  moderate  num- 
ber of  mitotic  figures.  The  pathological  di- 
agnosis is  adenocarcinoma,  arising  in  the 
large  bowel,  about  grade  two. 

First  Surgeon:  We  plan  to  attempt  an 
abdominoperineal  resection  upon  this  man. 
He  is  at  present  being  prepared  with  sodium 
sulfathalidine.  We  hope  to  be  able  to  remove 
this  tumor  as  a  palliative  measure,  if  not  as 
as  a  curative  measure.  These  patients  al- 
ways do  better  with  removal  of  the  primary 
growth,  rather  than  a  simple  palliative  colos- 
tomy. The  extent  of  the  lesion  is  such  that 
I  doubt  if  we  can  do  more  than  relieve  the 
obstruction. 

I  feel  that  this  tumor  was  present  at  the 
time  of  the  hemorrhoidectomy,  and  that  it 
emphasizes  the  necessity  for  re  careful  sig- 
moidoscope examination  during  any  rectal 


operation.  We  all  admit  that  in  many  cases 
a  satisfactory  examination  cannot  be  done 
unless  the  patient  is  under  anesthesia. 

Pathologist:  What  about  the  procedure 
of  fulguration  of  the  tumor  if  it  is  not  re- 
sectable ? 

Second  Surgeon:  This  procedure  has 
been  recommended  by  a  group  of  workers  in 
Oregon  in  a  report  of  a  large  series  of  pa- 
tients treated  by  abdominoperineal  resec- 
tion. Fulguration  was  carried  out  with  an 
electrosurgical  unit  in  elderly  patients,  and 
in  cases  where  there  was  a  contraindication 
to  extensive  surgery,  or  where  the  tumor 
mass  was  not  resectable.  They  obtained  very 
satisfactory  palliative  results  for  as  long  as 
three  years  in  most  of  the  patients.  Of 
course,  the  procedure  has  certain  dangers, 
particularly  that  of  perforation,  with  asso- 
ciated pelvic  peritonitis. 

Third  Surgeon  :  How  about  the  procedure 
of  rhizotomy  simply  for  relief  of  pain  or  the 
instillation  of  ammonium  sulfate  into  the 
intrathecal  space  as  has  been  recommended 
recently  in  cases  of  inoperable  pelvic  carci- 
nomas? I  believe  that  this  should  be  kept  in 
mind  if  the  other  procedures  fail. 

First  Surgeon:  We  are  faced  with  the 
combined  problem  of  internal  obstruction 
and  rectal  malignancy.  Operation  of  some 
type  must  be  done,  and  our  decision  will  of 
necessity  be  made  at  the  time  of  operation. 
I  believe  we  are  agreed  that  the  procedure 
must  almost  inevitably  be  simply  palliative. 

Radiologist:  We  can  offer  only  palliative 
therapy  for  carcinoma  of  the  rectum.  Many 
patients  are  relieved  of  most  of  their  local 
complaints  for  long  periods  of  time  by  ir- 
radiation. The  recent  reports  indicate  that 
the  best  results  are  obtained  with  super- 
voltage  roentgen  therapy. 

Although  the  bony  pelvis  shows  no  x-ray 
evidence  of  metastasis,  this  does  not  mean 
that  the  periosteum  and  the  sacrum  are  not 
already  involved.  Bone  changes  demon- 
strable by  x-ray  are  the  result  of  bone  de- 
struction, and  imply  a  gross  lesion. 

In  view  of  the  obstruction,  x-ray  therapy 
offers  little  or  nothing  to  this  ma'ri. 

Tumor  Clinic  Opinion 

The  recommendation  of  the  clinic  is  an 
exploratory  operation,  with  an  abdomino- 
perineal resection  if  this  is  at  all  possible, 
regardless  of  whether  the  lesion  is  believed 
to  be  curable  by  operation. 

Prognosis :  Very  poor. 
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Blame:   1.  Delay  by  patient. 

2.  Inadequate  examination  by  first 
examining  physician. 

Follow-Up  Note 

This  patient  was  operated  upon  one  week 
after  his  presentation  at  the  Tumor  Clinic. 
The  surgeon's  report  was  as  follows :  "An 
abdominoperineal  resection  was  carried  out. 
At  operation  the  tumor  was  found  to  have 
infiltrated  the  rectal  wall  and  adjacent  tis- 
sues so  that  it  was  densely  adherent  to  the 
bladder.  It  was  necessary  to  open  the  base 
of  the  bladder  in  order  to  carry  out  the  re- 
section. There  were  no  glands  involved  along 
the  aorta  or  either  iliac  artery.  There  were 
no  metastases  in  the  liver  or  other  abdominal 
organs.  It  was  felt  that  the  prognosis  was 
very  poor  in  spite  of  the  fact  that  most  of 
the  tumor  mass  was  removed  and  that  no 
wide  extension  was  found." 


PRINCIPLES  FREQUENTLY 

NEGLECTED  IN  THE  TREATMENT 

OF  POLLINOSIS 

Ralph  V.  Ellis,  M.D. 
Greensboro 

The  prophylactic  injection  of  specific  pol- 
len extracts  affords  more  relief  to  the  suffer- 
er from  pollen  disease  than  does  any  other 
form  of  treatment.  Some  have  been  more 
successful  with  this  method  than  have 
others,  and  considering  the  amount  of  detail 
involved  in  its  correct  application,  it  would 
be  strange  if  this  had  not  been  so.  The  de- 
gree of  success  attained  by  those  who  use 
this  method  of  treatment  will  depend  upon 
the  extent  to  which  the  two  cardinal  prin- 
ciples of  specific  and  adequate  treatment  are 
recognized. 

If  the  treatment  is  to  be  specific,  the  in- 
jections must  contain  extracts  of  all  the  anti- 
genically  different  pollens  to  which  the  pa- 
tient is  sensitive  and  which  seasonally  per- 
meate the  atmosphere  of  the  patient's  en- 
vironment. If  the  treatment  is  to  be  ade- 
quate, the  amount  of  extract  administered 
must  be  sufficient  to  render  the  patient  in- 
sensitive to  the  amounts  of  pollen  to  which 
he  is  ordinarily  exposed. 


Group 

1  ACERACEAE 
Maple .  Bo*  elder 

2  BETULACEAE 
Birch.  Hazel 

3.  SALICACEAE 

Poplar,  Willow 
4    URTICACEAE 

Elm.NcHIc 

5.  CVPERACEAE-IVPHACEAE 
Jcdqc.  Bulrush.  Cattail 

6.  OLEACEAE 
Ash 

7.  PAGACEAE 
Oak 

A.  GRAMINEAE 

Grass 
9.  |UOLANDACEAE 

Walnut,  Hlchory 
10    PLANTAG1NACEAE 

Plantain 

1 1 .  FOLYGONACEAE 
Dock,  Sorrel 

12.  LEGUM1NOSAE 
Alfalfa,  Clover 

1}    AMARANTHACEAE 

Fiqwccd 
1-.  CHENOPODIACEAE 

Russian  Thistle 
15.  ARTEM151AE 

Saqe,  Wormwood 
16    AMBROS1ACEAE 

Raqmcea 


70    60    90  100 


294  441  58B 

Number  of  cases 


Hear)  before  the  Section  on  Ophthalmology  and  Otolaryn- 
gology, Medical  Society  of  the  State  of  North  Carolina.  Pine- 
hurst,   May   2,   1841. 


Fig.  1.  Showing  (1)  the  lack  of  correlation  be- 
tween skin  sensitivity  and  clinical  sensitivity, 
and  (2)  the  relative  clinical  importance  of  vari- 
ous pollen  groups.  (From  Ellis,  R.  V.3) 

The  Principle  of  Specificity 
Skin  testing 

The  first  principle  depends  upon  the  eti- 
ologic  diagnosis.  The  skin  test,  which  is  the 
technique  most  commonly  used  in  the  eti- 
ologic  diagnosis  of  hay  fever  and  related 
conditions,  is  based  upon  the  fact  that  the 
skin  is  usually  sensitive  to  the  allergenic  sub- 
stance of  the  pollen  grains,  even  when  skin 
manifestations  are  not  a  part  of  the  clinical 
picture.  That  patients  often  exhibit  positive 
skin  reactions  to  pollens  which  do  not  give 
rise  to  symptoms  in  the  respiratory  mucous 
membranes  is  a  fact  concerning  which  many 
physicians  appear  to  be  uninformed.  Al- 
though this  lack  of  correlation  between  skin 
sensitivity  and  clinical  sensitivity  has  long 
been  known,  it  has  not  received  the  emphasis 
which  it  deserves.  Notwithstanding  the 
great  value  of  skin  testing,  its  limitations 
must  be  recognized,  or  the  etiological  diag- 
nosis will  be  erroneous  as  often  as  it  is  cor- 
rect. In  fact,  a  positive  pollen  test,  in  itself, 
no  more  establishes  an  etiological  diagnosis 
than  a  positive  Mantoux  test  indicates  an 
active  tuberculosis. 

Skin  sensitivity  may  exist  in  marked  de- 
gree without  any  demonstrable  sensitivity  in 
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the  respiratory  mucosa  (fig.  1).  Although 
rare,  the  converse  also  occurs — that  is,  mu- 
cous membrane  sensitivity  may  exist  with- 
out demonstrable  skin  sensitivity.  Errors 
due  to  this  latter  factor  alone  will  be  few 
when  patients  giving  negative  reactions  to 
the  scratch  test  are  retested  by  the  method 
of  intradermal  injection. 

I  do  not  mean  to  imply  that  skin  testing 
is  of  no  value  in  the  diagnosis  of  hay  fever. 
Nothing  could  be  further  from  the  truth. 
The  results  of  skin  testing  are  of  great  value, 
but  only  when  correlated  with  other  impor- 
tant data. 

The  atmospheric  pollens 

If  a  positive  skin  test  to  any  particular 
species  of  pollen  is  to  have  diagnostic  signifi- 
cance, it  must  be  shown  that  this  species  of 
pollen  is  a  pollutant  of  the  atmosphere  of  the 
region  in  which  the  patient  resides,  and  also 
that  the  period  of  pollination  coincides  with 
the  patient's  illness.  The  gross  neglect  of 
this  extremely  important  principle  indicates 
that  the  profession  in  general  is  not  sufficient- 
ly well  informed  concerning  the  periodicity 
of  pollination  in  the  various  species  of  plants. 
The  pollination  period  of  each  species  varies 
but  little  from  year  to  year,  and  the  vari- 
ation is  in  fact  almost  negligible  except  for 
the  species  flowering  early  in  the  spring. 
The  duration  of  the  pollination  period  varies 
considerably  in  different  species,  some 
flowering  for  a  few  days  only  (as  in  the  case 
of  the  trees),  others  for  several  weeks — for 
example,  the  pigweed  and  ragweed. 

Concerning  the  pollens  which  cause  human 
illness  throughout  the  length  and  breadth  of 
our  country,  knowledge  is  by  no  means  com- 
plete. Blackley's  work,  which  so  conclusively 
established  the  etiological  role  of  pollens  in 
hay  fever,  included  only  the  pollen  of  certain 
grasses.  Evidence  quickly  accumulated  that 
the  pollen  of  other  plants  was  also  involved. 
The  erroneous  presumption  arose,  and  un- 
fortunately still  prevails  to  an  unwarranted 
extent,  that  any  flowering  plant  is  potential- 
ly a  cause  of  hay  fever.  It  was  not  until  1917, 
when  Scheppegrell1"  pointed  out  that  only 
those  species  which  pollinate  through  the 
agency  of  wind  pollute  the  air  in  sufficient 
amounts  to  cause  allergic  manifestations,  that 
any  real  progress  was  made  in  determining 
the  causes  of  hay  fever.  Numerous  botanical 
surveys  were  made,  listing  the  wind  polli- 

1.    Scheppegrell.  W. :  Classification  of  Hav  Fever  Pollens.  Bos- 
ton  M.   «i  S.  J.  177:42    (July   12)    1917. 


nated  species  occurring  in  the  area  surveyed, 
and  giving  the  approximate  periods  of  bloom 
upon  the  basis  of  field  observations.  These 
surveys  indicated  which  plants  were  poten- 
tial pollutants  of  the  atmosphere,  but  failed 
to  demonstrate  actual  pollution  or  to  give 
any  information  as  to  the  amount  of  pollu- 
tion. 

There  is  available  a  method,  however, 
which  will  furnish  positive  information  con- 
cerning the  plants  responsible  for  atmos- 
pheric pollution.  It  consists  in  exposing 
microscopic  slides  coated  with  a  sticky  sub- 
stance to  catch  pollen  grains  settling  out  of 
the  atmosphere.  By  microscopy  the  various 
pollens  are  then  identified  and  counted.  These 
data  give  accurate  information  concerning 
the  kinds  of  pollen  which  pollute  the  air,  and 
are  a  reasonably  accurate  index  to  the 
amount  of  each  which  is  present.  This  kind 
of  information  eliminates  guesswork  and 
leads  to  accurate  determination  of  the  causes 
of  hay  fever.  Only  through  extensive  appli- 
cation of  this  method  over  the  entire  coun- 
try can  the  treatment  of  pollinosis  become 
exact.  The  chief  obstacle  to  a  more  extensive 
use  of  the  slide  or  pollen  count  method  lies 
in  the  dearth  of  competent  technicians.  The 
only  means  of  overcoming  this  is  to  train 
more  individuals  to  do  this  work.  Very  little 
information  of  this  kind  is  available  for 
North  Carolina.  Todd  in  1934'21  published 
some  valuable  data,  but  this  study  is  very 
incomplete.  This  society  should  seek  ways 
and  means  to  accumulate  more  accurate  data 
on  the  causes  of  hay  fever  by  supporting 
investigations  in  various  representative 
areas  throughout  the  state. 

The  group  principle 

The  botanical  surveys  which  have  been 
published  for  the  United  States  list  more 
than  one  thousand  species  of  wind  pollinated 
plants.  With  the  aid  of  information  con- 
tributed by  the  pollen  count  method  many 
have  been  eliminated  as  causes  of  hay  fever, 
since  it  can  be  shown  that  many  do  not  cause 
atmospheric  pollution  and  that  for  others  it 
is  insignificant.  Another  important  discov- 
ery has  been  that  even  the  trained  morphol- 
ogist  is  unable  to  differentiate  the  pollens  of 
some  closely  related  species  as  he  encounters 
them  on  the  slide.  This  fortunately  seems 
unimportant,  for  the  pollens  of  closely  re- 
lated species  appear  to  contain  essentially 
one  common  excitant.    A  person  sensitive  to 

2.    Todd,  L.  C:  Hay  Fever  Pollen  Content  of  Air  in  Charlotte 
in   1983,  South.   Med.  and  Surg.   90:343346    (July)    19S4. 
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GROUP 

1  MAPLE. BOX  ELDER. 
2.  BIRCH.  HAZEL 
d  POPLAR.  WILLOW 

4  ELM.  NETTLE.  HEMP 

,   SEDGE.  BULRUSH 

5  CAT-TAIL 

6.  ASH 
7   OAK 

6  GRASSES 

0  WALNUT,  BUTTERNUT 
*  HICKORY 

10.  PL  AM  TAIN 

U  DOCK,  SORREL 

12.  ALEALFA.  CLOVER 

13  PIGWEED 

U  RUSSIAN  THISTLE 

15  SAGE, WORMWOOD 

16  RAGWEED 

17  ALL  GROUPS 

Fig.  2.    Duration  of  pollination,  together  with  the  time  of  greatest  pollen  production  of  each  group. 

(From  Ellis.  R.  V.*J 


MAR 

APR 

MAY 

JUNE 

JULY 

AUG 

SEPT 

OCT 

J 

M 

\^M>^ 

^^^^ 

^^^^^^^^ 

^^^^^k 

^^a^^a^ai^ 

^^ 

^^a^njfc^. 

one  species  of  oak,  for  example,  is  sensitive 
to  all  species  of  oaks.  The  same  statement 
applies  to  various  other  family  groups,  such 
as  the  Ambrosiaceae,  Gramineae,  Amaran- 
thaceae,  and  Chenopodiaceae.  The  simplifi- 
cation resulting  from  this  principle  is  tre- 
mendous. Hundreds  of  species  become 
grouped  as  a  few  antigenic  groups.  (Fig.  2) 

Multiple  sensitivity 

Another  fact  which  has  not  received  suffi- 
cient consideration  is  that  a  majority  of  in- 
dividuals suffering  from  pollen  disease  are 
susceptible  to  more  than  one  cause,  even 
when  these  causes  have  been  reduced  to 
group  antigens.  In  a  series  of  700  hay  fever 
patients'"',  43  per  cent  suffered  during  the 
fall  period.  Only  3.5  per  cent  were  suscep- 
tible to  ragweed  alone,  39.5  per  cent  being 
allergic  to  other  pollens  in  addition  to  that 
of  ragweed  (table  1). 

3.    Ellis.  K.  v.:  Pollinosls  from  the  Standpoint  "f  Preventive 
Medicine    and    Public    Health.    Journal-Laneel    00:253-25, 


i     The  Principle  of  Adequacy 

Adequacy  of  treatment  is  both  qualitative 
and  quantitative.  If  each  pollen  is  viewed 
as  a  separate  and  specific  cause  of  hay  fever, 
the  problem  of  compounding  an  extract  for 
treatment  is  extremely  complex.  When  the 
principle  of  group  antigens  is  employed,  the 
problem  is  greatly  simplified.  If  a  patient 
is  sensitive  to  more  than  one  antigenic 
group,  two  factors  must  receive  considera- 
tion in  the  treatment:  (1)  the  relative  sensi- 
tivity of  the  patient  to  each  component,  and 
(2)  the  relative  amounts  of  each  component 
encountered  by  the  patient.  No  formula  has 
as  yet  been  devised  to  place  this  on  a  strictly 
mathematical  basis. 

To  be  quantitatively  adequate  the  amount 
of  extract  administered  must  be  sufficient  to 
render  the  patient  insensitive  to  the  amounts 
of  pollen  antigen  which  he  ordinarily  en- 
counters. It  is  important  to  remember  that. 
although  pollen  extracts  may  be  standard- 
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Apr.   May   June   July   Aug.   Sept.   Oct.   Number   Per  cent   Causes- 
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7 
7 

1. 
1. 

) 
) 
) 

Trees 

28 

4. 

Grass 

48 

7. 

Weeds*  (Not  inc.  ragweed) 

25 

3.5 

16.5 

Ragweed 
Total 

276 

39.5 

Ragweed  and  weeds* 

161 

23. 

Grass  and  weeds 

Ul 

20. 

Trees,  grass  and  weeds 

7 

1. 

Trees,  weeds 

700 

100.0 

•Amaranth,  Chenopod,  Dock  and  Plantain  Groups. 


ized  with  reasonable  accuracy,  patients  can- 
not be.  There  is  at  present  no  means  by 
which  we  can  determine  in  advance  the 
amount  of  pollen  extract  needed  to  prevent 
the  occurrence  of  symptoms  in  an  individual 
patient.  This  same  difficulty,  however,  has 
been  encountered  in  certain  immunization 
procedures  with  which  we  have  succeeded 
admirably.  It  is  a  well  established  fact  that 
some  people  may  be  immunized  to  diphtheria 
with  as  little  as  .1  cc.  of  Ramon's  toxoid; 
yet  more  than  50  per  cent  of  individuals  re- 
quire at  least  2  cc,  and  occasional  individ- 
uals as  much  as  5  cc.  to  accomplish  the  same 
purpose.  The  accepted  procedure  for  im- 
munizations in  general  is  to  administer  more 
than  is  needed  for  the  average  person. 

Pollen  extracts  are  standardized  in  terms 
of  units.  It  is  unfortunate  that  there  are  in 
use  sevei-al  different  kinds  of  units.  Although 
these  are  not  interchangeable,  any  one  seems 
to  serve  equally  well  when  used  consistently. 
We  have  found  that  a  total  of  200,000  to 
300,000  pollen  units*  will  need  to  be  adminis- 
tered to  the  average  hay  fever  sufferer  dur- 
ing a  period  just  preceding  the  date  at  which 
symptoms  are  expected.  For  the  sake  of 
safety  and  comfort  the  administration  of  this 
dose  should  be  distributed  over  a  period  of 
not  less  than  twelve  weeks,  and  preferably 
longer. 

As  a  general  rule,  pollen  extract  treatment 
sets  commercially  available  contain  too  little 

*  1    unit  equals   .00001    nig.   of   pollen    nitrogen. 


of  the  antigenic  material  to  be  of  much  value. 
Many  manufacturers  have  pushed  the  sale  of 
sets  containing  fifteen  doses,  each  in  a  sep- 
arate ampule.  These  may  be  attractive  to  the 
patient  but  could  have  little  more  than  a 
psychological  effect  in  relieving  symptoms, 
for  the  total  amount  of  antigen  in  such  sets 
ranges  from  10,000  to  20,000  units— less 
than  10  per  cent  of  the  amount  usually  re- 
quired for  a  successful  pre-seasonal  treat- 
ment. Such  packages  also  unnecessarily  in- 
crease the  cost  of  treatment.  From  1  Gm.  of 
pollen,  the  average  cost  of  which  does  not 
exceed  25  cents,  the  manufacturer  obtains  a 
million  pollen  units.  There  can  be  little  ex- 
cuse, therefore,  for  marketing  treatment  sets 
containing  less  than  an  adequate  supply  of 
antigen.  It  would  make  no  appreciable  dif- 
ference in  the  manufacturer's  cost  whether 
a  treatment  set  contained  50,000  or  500,000 
units,  as  the  cost  of  the  crude  pollen  in  either 
case  would  not  exceed  5  cents.  The  manu- 
facturers of  pollen  biologicals,  for  the  most 
part,  have  not  kept  faith  with  our  profession, 
and  have  not  made  treatment  sets  with 
adequate  amounts  of  antigen  easily  available. 

Summary 

1.  In  order  to  be  successful,  the  treatment 
of  pollinosis  by  the  prophylactic  injection  of 
pollen  extracts  must  be  specific  and  adequate. 

2.  The  etiologic  diagnosis  of  pollinosis 
must  be  based  on  a  correlation  of  the  results 
of  skin  testing  with  other  important  data. 
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3.  A  more  complete  knowledge  of  the  anti- 
genic pollens  native  to  North  Carolina  should 
be  obtained  by  investigations  employing  the 
pollen  count  technique. 

4.  The  use  of  the  group  antigen  principle 
will  greatly  simplify  the  problems  of  diag- 
nosis and  treatment. 

5.  The  commercially  available  pollen  ex- 
tract treatment  sets  do  not,  as  a  rule,  con- 
tain adequate  amounts  of  antigen. 


THE  SIGNIFICANCE  OF  PLEURISY 
WITH  AND  WITHOUT  EFFUSION 

Allison  L.  Ormond.  M.D..  F.A.C.P. 
Hickory 

It  is  the  purpose  of  this  paper  to  attempt 
to  show  that  the  tubercle  bacillus  is  the  di- 
rect exciting  etiological  factor  in  an  over- 
whelming majority  of  all  cases  of  pleurisy, 
either  with  or  without  effusion. 

Christian,  in  his  recent  revision  of  Osier's 
Principles  and  Practice  of  Medicine'",  said: 
"The  early  diagnosis  of  pulmonary  tubercu- 
losis may  be  said  to  mean  the  recognition  of 
lesions  which  do  not  give  positive  signs.  Sus- 
picion is  an  important  factor  in  the  early 
diagnosis  with  the  determination  to  leave 
nothing  undone  to  decide  whether  or  not  tu- 
berculosis is  present  in  the  patient." 

In  the  year  420  B.C.  Hippocrates  left  to 
posterity  this  wise  aphorism :  "If  disease  and 
treatment  start  together,  the  disease  will  not 
win  the  race."  Certainly  this  is  particularly 
applicable  to  the  handling  of  all  cases  of 
pleurisy  with  and  without  effusion. 

Historical  Conditions 

Prior  to  the  time  of  Hippocrates,  the  term 
pleuritis  was  employed  in  connection  with 
almost  any  condition  accompanied  by  pain 
in  the  chest.  Curiously  enough.  Hippocrates 
(460-370  B.C.)  omitted  entirely  the  symp- 
toms of  pleurisy  in  his  otherwise  accurate 
tabulation  of  the  cardinal  symptoms  of  pul- 
monary tuberculosis.  Aurelianus  in  the  year 
450  A.D.  added  pleurisy  to  the  list. 

Among  the  many  who  wrote  on  the  subject 
of  pleurisy  through  successive  centuries,  the 
name    of    Laennec     stands    out    above    all 


Read  before  the  Section  on  the  General  Practice  of  Medi- 
cine  and  Surgery.  Medical  Society  "f  Hie  State  of  North  Caro- 
lina, Plnehorst  May  I,  HU. 

From  the  Western  North  Carolina  Sanatorium.  Black 
Mountain. 

l.  Christian.  Henry  \  :  Outer's  Principles  and  Practice  of 
Medii  Inc.  ed.  1  I,  New  York.  D.  Appleton-Ontun  I  o. 
1(4!,   p.    154. 


others-'.  Through  the  invention  of  the  steth- 
oscope and  the  publication  of  his  classical 
book,  "Traite  de  l'auscultation  mediate,"  he 
unquestionably  established  the  foundation 
for  our  present  knowledge  of  intrathoracic 
disease.  Few  diagnostic  physical  signs  of 
importance  in  any  form  of  pleurisy  have 
been  added  to  the  ones  described  by  him.  As 
advances  in  pathology  and  bacteriology  were 
made,  the  relationship  between  diseases  of 
the  lung  and  pleura  was  gradually  estab- 
lished. 

Definition  of  Pleurisy 

Pleurisy  is  an  inflammation  of  the  serous 
coverings  of  the  lungs  and  may  involve  the 
visceral,  parietal,  interlobar,  and  diaphrag- 
matic layers'21.  It  may  be  acute  or  chronic, 
sharply  localized  or  diffuse,  dry  or  accom- 
panied by  a  serous,  serofibrinous,  purulent, 
or  hemorrhagic  effusion,  small  and  encapsu- 
lated or  filling  most  of  the  complemental 
space. 

Classification 

The  types  of  pleurisy  may  be  classified 
under  four  main  headings,  as  follows: 

I.  Acute  fibrinous  or  plastic  pleurisy121. 

A.  Primary,  caused  by  injury  to  the  chest 
wall. 

B.  Secondary,  originating  (11  from  exten- 
sion of  an  inflammatory  process  involv- 
ing the  lungs,  pericardium,  mediastinum 
or  occasionally  the  liver;  or  (21  from  the 
blood  stream  in  cases  of  septicemia. 

II.  Acute  serofibrinous  pleurisy,  or  pleurisy 
with  effusion.  This  type  constitutes  a  large 
percentage  of  all  cases  of  pleurisy. 

III.  Purulent  pleurisy  or  empyema.    This  type  is 
usually  secondary  to  infection  in  the  lung. 

IV.  Special  forms  of  pleurisy: 

A.  Encapsulated   pleurisy. 

B.  Hemorrhagic  pleurisy. 

C.  Diaphragmatic  pleurisy. 

D.  Encysted  pleurisy. 

E.  Interlobar  pleurisy. 

F.  Chylothorax. 

For  all  clinical  purposes  we  may  divide 
pleurisy  into  two  main  etiological  groups: 

1.  Tuberculous,  comprising  about  70  per 
cent  of  all  cases. 

2.  Non-tuberculous. 

Etiological  Factors 

It  is  now  generally  believed  that  pleurisy 
is  always  secondary  to  disease  elsewhere  in 
the  body,  particularly  pulmonary  disease. 
Inasmuch  as  tuberculosis  is  by  far  the  most 
frequently  encountered  pulmonary  infection. 

t  Miller  ami  Mohr..  in  rvelopedia  of  Medicine.  Surgery, 
and  Specialties,  Philadelphia.  F.  A.  Davis  Co..  19J0.  vol. 
II,  |.p.  TT3  ::«. 
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this  disease  overshadows  all  others  as  an  ex- 
citing cause  of  pleurisy  with  and  without  ef- 
fusion ;  however,  we  may  see  pleurisy  as  a 
sequel  of  lobar  pneumonia,  bronchopneu- 
monia and  pneumonitis,  hemorrhagic  infarc- 
tion and  embolus,  pulmonary  abscess  and 
gangrene,  mycotic  infection,  bronchiectasis, 
malignancy,  and  typhoid  fever.  Pleurisy  may 
also  result  from  septicemia,  endocarditis, 
tonsillitis,  osteomyelitis,  pelvic  and  prostatic 
infections,  or  intra-abdominal  infections. 

The  bacteria  most  commonly  seen  in  cases 
of  pleurisy  are  tubercle  bacilli,  pneumococci, 
staphylococci,  and  streptococci,  in  the  order 
named.  A  positive  tuberculin  test  is  present 
in  the  overwhelming  majority  of  these  cases. 

Although  exposure  to  cold,  per  se,  is  no 
longer  considered  a  cause  of  pleurisy1-',  un- 
due exposure,  especially  with  fatigue,  seems 
to  initiate  respiratory  infections  which  may 
lead  to  pleurisy.  Occupational  and  environ- 
mental factors  which  predispose  to  pulmon- 
ary tuberculosis  and  other  respiratory  dis- 
eases also  influence  the  occurrence  of  pleu- 
risy. Pleurisy  reaches  its  highest  peak  co- 
incident with  the  annual  rise  in  pulmonary 
disease  during  the  winter  months.  Pleurisy 
is  most  common  in  young  adults,  and  males 
are  affected  more  often  than  females. 

Statistics  on  the  relation  of  pleurisy 
to  tuberculosis 

For  at  least  fifty  years  many  clinical  and 
statistical  studies  have  been  made  to  estab- 
lish the  percentage  of  cases  of  pleurisy  with 
effusion  associated  with  or  followed  by  pul- 
monary tuberculosis.  The  reported  percent- 
ages of  patients  developing  tuberculosis  with- 
in seven  years  after  an  attack  of  pleurisy 
have  varied  from  35  to  70  per  cent1231.  If 
more  cases  could  be  followed  for  a  longer 
period  of  time,  it  is  very  likely  that  the  per- 
centage would  be  raised  to  approximately 
80  per  cent.  Graham141  says  that  more  than 
80  per  cent  of  the  cases  of  pleurisy  with  ef- 
fusion are  tuberculous  in  origin.  A  very 
high  percentage  of  guinea  pigs  inoculated 
with  the  exudate  develop  tuberculosis,  even 
when  exhaustive  microscopic  examinations 
of  the  fluid  have  failed  to  reveal  the  tubercle 
bacilli. 

Other  writers  have  attempted  to  establish 
the  relationship  of  tuberculosis  to  pleural 
effusion  by  analyzing  a  large  series  of  cases 

3.    (a)   Haniman.  L..  cited  by  Christian(l),  p.  857. 

(b)   Hedges,  C.  E. :  Tbe  Aetiology,  Immediate  ami   Remote 
Prognosis   of   Primary   Pleurisy   with    Serous    Effusion, 
St.  Barth.   Hosp.   Rep.   36:75-145,   1901. 
i.    Graham,    E.    A.:    Surgical    Diseases    of    the    Chest,    Phila- 
delphia. Lea  and  Febiger,   1937,  p.  lis. 


of  pulmonary  tuberculosis  to  determine  the 
incidence  of  patients  with  a  preceding  his- 
tory of  pleurisy  with  effusion1'1.  Records  of 
the  Phipps  Institute  show  that  out  of  5,896 
patients  with  tuberculosis,  23.8  per  cent  gave 
an  antecedent  history  of  pleurisy'61".  Hast- 
ings, reviewing  the  histories  of  1,182  pa- 
tients with  pulmonary  tuberculosis,  noted 
the  occurrence  of  fibrinous  pleurisy  and  pleu- 
risy with  effusion  in  55.7  per  cent'50'. 

Clinical  Picture 
Onset 

The  onset  of  pleurisy  with  and  without  ef- 
fusion may  be  abrupt  or  insidious.  In  the 
former  case  the  patient  may  complain  of  a 
stitch  in  the  side,  or  a  sudden,  sharp,  lanci- 
nating pain  in  the  chest,  accentuated  by  res- 
piration. If  the  onset  is  insidious,  there  is 
soreness  in  the  chest,  general  malaise,  cough, 
headache,  nausea,  fever,  anorexia,  loss  of 
weight,  and  increasing  fatigability.  Pleurisy 
which  begins  abruptly  is  more  likely  to  be 
of  non-tuberculous  origin;  that  which  has 
an  insidious  onset,  tuberculous.  Pain  is  more 
severe  in  the  former  group. 

Physical  signs 

1.  The  patient  is  usually  lying  on  the  af- 
fected side,  except  in  the  case  of  diaphrag- 
matic pleurisy,  when  the  patient  is  more 
likely  to  lie  on  the  uninvolved  side. 

2.  Motion  of  the  affected  side  is  restricted. 

3.  Friction  fremitus  is  often  felt, 

4.  There  is  impairment  of  percussion  only 
when  fluid  has  formed. 

5.  As  a  rule  there  is  a  friction  sound  on 
auscultation.  This  varies  from  fine,  super- 
ficial crepitant  rales,  not  easily  distinguished 
from  pulmonary  rales,  to  a  loud,  grating, 
leathery  sound.  The  friction  sound  becomes 
less  audible  or  disappears  entirely  under  the 
following  conditions : 

a.  Absorption  of  the  inflammatory 
exudate 

b.  Formation  of  an  effusion 

c.  Formation  of  adhesions 

d.  Immobility  of  the  affected  side. 

The  transition  from  fine  crepitant  rales  to 
friction  rub  to  disappearance  of  diagnostic 
signs  because  of  fluid  formation  is  often  so 
rapid  that  the  diagnosis  may  be  completely 

5.    (a)   Burrell.  L.S.T. :  Pleural  Effusion,  Brit.  M.  J.  1:619-621 
(April   11)    1931. 

(b)  Norris,  G.  W.  and  I.andis.  H.  R.  M.:  Diseases  of  the 
Chest  and  the  Principles  of  Physical  Diagnosis,  ed.  5, 
Philadelphia,  W.  B.  Saunders  Co..   1933.  p.  673. 

(c)  Pierce,  E.  A.:  Pleurisy  and  Tuberculosis,  Northwest 
Med.   9:114-115    (March)    1917. 

(d)  Hastings.  D.  R.:  Pleurisy;  Its  Significance  and  Treat- 
ment,  Minnesota   Med.   9:11(115    (March)    1926. 
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missed  if  one  does  not  listen  to  the  chest  fre- 
quently enough. 

X-Ray  Diagnosis  of  Hydrothorax 
Early 

The  early  formation  of  pleural  effusions 
is  not  easily  detected  in  the  usual  posterior- 
anterior  roentgenogram  because  the  fluid 
gravitates  to  the  posterior  costophrenic  si- 
nus, this  being  the  most  dependent  part  of 
the  pleural  space.  It  has  been  estimated  that 
amounts  up  to  400  cc.  cannot  be  visualized 
by  the  usual  methods'-1.  Frequently,  in  the 
posterior-anterior  film,  a  fuzzy  roughening 
of  the  lateral  costophrenic  sinus  can  be  made 
out.  In  a  posterior-anterior  roentgenogram 
made  in  the  lateral  decubitus  position,  a 
linear  shadow  can  often  be  seen  parallel  to 
the  long  axis  of  the  chest.  This  is  due  to 
fluid  that  has  gravitated  to  the  inferior  cen- 
tral gutter. 

Intermediate 

Fluid  of  any  consequence  casts  a  shadow 
of  much  the  same  density  as  those  of  the 
heart,  diaphragm,  and  sub-diaphragmatic 
organs.  It  is  difficult  at  times  to  distinguish 
it  from  these  shadows  and  from  shadows 
produced  by  tumors,  consolidation  of  the 
lung,  and  marked  pleural  thickening.  As  the 
amount  of  fluid  increases,  the  obliteration  of 
the  costophrenic  sinus  is  increasingly  notice- 
able. The  shadow  becomes  larger  and  the 
upper  surface  becomes  concave,  curving  up- 
ward and  outward  from  the  hilum  to  the 
midaxillary  line.  This  persistent  curved  up- 
per border  is  due  to  the  fact  that  the  outer 
margin  of  the  lung  is  lighter  and  more  com- 
pressible than  the  inner  portion. 

Late 

As  the  fluid  increases,  it  extends  upward 
towards  the  apex  but  maintains  the  diag- 
nostic concave  surface.  The  concave  surface 
disappears  at  the  apex  in  cases  of  massive 
hydrothorax  with  marked  mediastinal  dis- 
placement. 

Differential  Diagnosis 

Although  the  clinical  picture  of  pleurisy 
with  and  without  effusion  is  almost  pathog- 
nomonic, typical  cases  may  be  confused  with 
other  conditions,  such  as  intercostal  neural- 
gia, herpes  zoster,  myalgia,  Pott's  disease, 
aneurysm,  and  intrathoracic  tumors.  Chris- 
tian"'" says  that  a  diagnosis  of  intercostal 

6.    Christian.  Henry  A.(l).  p.   33. 


neuralgia  should  be  made  with  great  hesita- 
tion, for  it  is  probably  very  rare.  The  other 
conditions  named  present  additional  symp- 
toms and  signs  other  than  pain.  A  sudden 
pain  in  the  chest  producing  an  indefinite  fric- 
tion rub  with  elevation  of  temperature, 
cough,  and  partial  immobilization  of  the  af- 
fected side  is  always  pleuritic  in  nature. 

Although  diaphragmatic  pleurisy  alone  is 
rare,  it  does  occur;  the  referred  pain  often 
follows  the  phrenic  nerve  and  causes  pain 
in  the  shoulder  region  posteriorly.  Just  as 
frequently  the  pain  is  conveyed  through  the 
tenth,  eleventh,  and  twelfth  thoracic  nerves 
and  is  referred  to  their  areas  of  distribution 
in  the  lower  abdomen.  I  am  familiar  with  a 
case  in  which  the  pain  was  referred  to  the 
lower  right  quadrant  of  the  abdomen,  and  an 
appendectomy  was  done.  The  pain  persisted 
following  convalescence,  and  an  x-ray  film 
of  the  chest  revealed  right  basal  pulmonary 
tuberculosis  with  cavitation. 

Etiologic  Diagnosis 

When  the  diagnosis  of  pleurisy  with  or 
without  effusion  is  established,  the  proced- 
ures listed  below  should  be  followed: 

1.  Have  a  tuberculin  test  done. 

2.  Have  an  x-ray  film  made  of  the  chest. 

3.  Aspirate  a  sufficient  amount  of  the  ef- 
fusion for  laboratory  examination. 

4.  Over  a  period  of  years  make  frequent 
fluoroscopic  or  x-ray  examinations  of 
the  patient. 

Curiously  enough,  it  is  the  classical  case 
of  pleurisy  with  or  without  effusion  in  which 
etiologic  studies  are  entirely  and  repeatedly 
neglected.  A  patient  comes  to  his  doctor 
with  the  history  of  a  "stitch  in  his  side," 
and  with  dyspnea,  pain  in  his  lower  chest 
with  almost  every  breath,  a  slight  fever,  and 
an  apprehensive  expression.  Examination 
reveals  crackling  rales  and  a  suspicious  fric- 
tion rub  over  the  point  of  maximum  pain 
and  tenderness.  A  diagnosis  of  simple  pleu- 
risy is  made.  Treatment  usually  consists  in 
relief  of  the  pain  by  medication  and  immobil- 
ization of  the  chest  by  strapping.  The  pa- 
tient is  sent  home  with  the  assurance  that 
he  has  just  a  little  pleurisy  and  that  he  will 
be  all  right  in  a  few  days.  When  he  is  seen 
again  in  a  few  days  his  pain  has  almost  dis- 
appeared, his  temperature  is  almost  normal, 
and  the  patient  is  feeling  much  improved. 
Examination  may  or  may  not  reveal  crackl- 
ing rales  at  the  site  of  the  original  pain.  The 
patient  is  again  assured  that  the  pleurisy 
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will  soon  disappear  entirely.  A  week  later 
all  physical  signs  have  disappeared  and  he 
is  allowed  to  return  to  normal  activity.  In 
so  lightly  diagnosing  the  condition  as  simple 
pleurisy,  we  forget  that  pleurisy  is  a  symp- 
tom and  not  a  disease  entity ;  we  forget  that 
this  pleurisy  may  be  the  beginning  of  tuber- 
culosis; we  forget  that  approximately  60  to 
70  per  cent  of  all  pleurisies  are  due  to  the 
tubercle  bacillus;  we  forget  to  give  the  pa- 
tient a  tuberculin  test;  we  forget  to  do  the 
one  essential  thing  in  all  cases  of  pleurisy — 
to  have  an  x-ray  film  made  of  the  chest  and 
read  by  one  who  is  competent  to  interpret  it. 

A  Survey  of  Pleurisy  with  and  without 

Effusion  at  the  Western  North 

Carolina  Sanatorium 

Relation  of  pleurisy  to  tuberculosis 

In  a  recent  survey  of  284  tuberculous  pa- 
tients at  the  Western  North  Carolina  Sana- 
torium, 181  or  63.5  per  cent  were  found  to 
have  a  history  of  pleurisy  with  or  without 
effusion.  In  133  or  46.6  per  cent  the  attack 
was  classified  as  severe,  and  in  53  or  18.6  per 
cent  as  mild,  usually  extended  dull  aching. 
Thirty-six  or  20.9  per  cent  of  the  181  pa- 
tients developed  a  demonstrable  effusion.  It 
is  quite  likely  that  many  more  had  small  ef- 
fusions which  could  easily  have  been  demon- 
strated on  an  x-ray  film  and  just  as  easily 
overlooked  on  physical  examination.  Aspi- 
ration was  done  in  16  cases;  in  4  this  was  re- 
peated. In  8  cases  the  fluid  was  examined 
for  tubercle  bacilli  and  found  negative.  No 
patients  remembered  any  reference  to  guinea 
pig  inoculation  of  the  fluid  aspirated  from 
their  chests. 

It  is  significant  to  note  the  number  of 
days,  months,  and  years  that  elapsed  before 
the  diagnosis  of  pulmonary  tuberculosis  was 
established  (table  1).  Ninety-seven  of  the  181 
patients  had  pleurisy  with  or  without  effu- 
sion one  to  twenty-five  years  (average  five 
and  a  half  years)  before  the  diagnosis  of 
pulmonary  tuberculosis  was  made.  Eight  of 
these  had  x-ray  films  of  their  chests  made  at 
the  time  of  the  primary  pleuritis.  Seventy- 
four  patients  had  pleurisy  with  or  without 
effusion  one  to  nine  months  (average  three 
and  two-tenths  months)  before  a  diagnosis 
of  pulmonary  tuberculosis  was  made.  In  11 
of  these  x-ray  films  of  the  chest  were  made 
at  the  time  of  the  primary  pleuritis.  In  10 
patients  the  diagnosis  of  tuberculosis  was 
made  an  average  of  ten  days  after  the  at- 
tack of  pleurisy.   It  is  significant  that  all  ten 


of  these  had  x-ray  films  made  of  their  chests 
at  the  time  of  the  primary  pleuritis.  It  is 
further  significant  to  note  that  in  163  or  90 
per  cent  of  the  181  patients  who  gave  a  his- 
tory of  pleurisy,  the  pulmonary  tuberculosis 
subsequently  developed  on  the  same  side  of 
the  chest. 

Table  1 

Time  Interval   Between   the  Primary    Attack  of 

Pleurisy   and   the   Diagnosis   of   Pulmonary 

Tuberculosis 

IN  TERMS  OF  YEARS 

No.  Fears       No.  Oases  No.  Years  No.  Cases 

1  27  12  5 

2  16  13  1 

3  7  14  1 

4  9  15  5 

5  4  16  1 

6  5  17  0 

7  3  18  1 

8  2  19  0 

9  2  20-25  3 

10  5  —  — 

11  0         Average  5.5     Total  97 

IN  TERMS  OF  MONTHS 

.V.j.  Min illts  Nil  Cases  No.  Months  No.  Cases 

1  15  7  3 

2  18  8  2 

3  15  9  1 

4  8  10  0 

5  1  —  — 

6  10  Average  3.2     Total  74 

IN  TERMS  OF  DAYS 

No.  Days  No.  Cases 

(average) 

10  10 

Location  of  pain 

The  pain  of  the  initial  pleurisy  occurred 
in  the  following  areas: 

Location                                No.  Cases  Percentage 

Apex  12  6.6% 

Midscapular  line   19  10.4% 

Midaxillary  line  26  14.3% 

Anterior  axillary  line 58  32.0% 

Midclavicular  line   44  24.3% 

Base    22  11.6% 

Abdomen    1  0.05% 

It  is  immediately  noted  that  pain  occurred 
more  frequently  in  the  front  of  the  chest 
than  in  the  back;  in  70.7  per  cent  of  the 
cases  it  was  felt  between  the  midaxillary  line 
and  the  sternum  and  between  the  clavicle  and 
the  base  ventrally.  This  observation  confirms 
the  findings  of  Behan17'  that  pain  of  pleural 
lesions  is  most  often  felt  in  or  near  the 
anterior  axillary  line,  which  corresponds 
roughly  to  the  points  of  emergence  or  areas 
of  greatest  tenderness  of  the  intercostal 
nerves.  Gordon's  recent  clinico-pathological 
study  of  35  cases  of  tuberculous  pleural  ef- 

7.    Behan,  R.  J.:  Pain,  New  York,  D.  Appleton  and  Co.,  1920, 
p.  791. 
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fusion'^'  revealed  that  the  tubercles  located 
in  the  anterior  part  of  the  lung  show  a  de- 
cided tendency  to  rupture,  probably  because 
of  the  greater  respiratory  movement  in  the 
anterior  chest. 
Duration  of  pain 

Information  obtained  from  the  181  pa- 
tients revealed  that  from  the  time  of  the 
original  "stitch  in  the  side,"  the  duration  of 
the  pain  was  as  follows: 

Duration                                     No.  Cases  Percentage 

1-12  hours  33  18.2% 

1-3  days  43  23.7% 

4  -  7  days  44  24.3% 

2  -  4  weeks  37  20.4% 

5  - 12  weeks  13  7.18'  i 

4  months  and  over 11  6.0% 

(One  patient  had  continuous  pain  for  10  years.) 

It  is  evident  that  in  the  majority  of  these 
patients  the  pain  was  of  comparatively  short 
duration — less  than  one  week  in  66.3  per 
cent.  The  phase  of  intense,  lancinating  pain 
usually  lasts  a  few  hours,  decreasing  in  in- 
tensity thereafter  over  a  period  of  days  as 
fluid  is  interposed  between  the  visceral  and 
parietal  pleurae  or  as  the  pleuritis  subsides. 
During  this  period  the  etiological  diagnosis 
should  be  made. 
Associated  conditions 

One  hundred  and  forty-one,  or  77.3  per 
cent,  of  the  181  patients  were  suffering  from 
respiratory  diseases  prior  to  the  development 
of  pleurisy.  Ninety-eight  of  these  had  severe 
colds,  34  had  influenza,  and  9  pneumonia. 
Eleven  patients  had  noticed  general  symp- 
toms of  malaise,  fatigue,  and  nervousness; 
18  had  had  gastro-intestinal  symptoms;  1 
was  pregnant.  Ten  patients  developed  pain 
in  the  chest  without  any  prodromal  symp- 
toms or  prior  illnesses. 
Treatment 

This  survey  reveals  that  153  of  the  181  pa- 
tients, or  84.5  per  cent,  consulted  their  local 
doctors  at  the  time  of  the  initial  attack  of 
pleurisy.  In  28,  or  18.3  per  cent,  an  x-ray 
or  fluoroscopic  examination  of  the  chest  was 
made  and  no  demonstrable  disease  was 
found.  The  subsequent  treatment  was  pal- 
liative. Yet  164  of  the  181  patients  were 
found  to  have  pulmonary  tuberculosis  within 
ten  years  after  the  attack  of  pleurisy,  and 
in  84  the  diagnosis  was  made  within  ten 
months. 

It  is  even  more  significant  that  59.6  per 

B.  Gordon,  P...  Charr,  R..  and  Sayaeool.  J.  W.:  Pleural  Ef- 
fusions in  Pulmonary  Tuberculosis,  Am.  Rey.  Tuberc.  47: 
85-40    (Jan.)    1048. 


cent  of  the  181  patients  gave  a  history  of 
pulmonary  tuberculosis  in  their  family.  Ne- 
glect of  proper  guidance  and  advice  by  the 
physician  is  obvious. 

Conclusion 

Early  tuberculosis  should  always  be  sus- 
pected in  cases  of  pleurisy,  with  and  without 
effusion.  Cases  of  pleurisy  with  effusion 
should  be  regarded  as  tuberculous  until 
proven  otherwise.  Remember  that  pleurisy 
is  a  symptom  and  not  a  disease,  and  that 
many  years  of  the  patient's  life  may  depend 
on  a  correct  diagnosis  and  proper  treatment. 


USEFULNESS    OF   REPEATED 

OPHTHALMOSCOPIC    EXAMINATIONS 

DURING  THE  TREATMENT  OF 

HYPERTENSION 

Frederick  W.  Stocker,  M.D. 

Durham 

During  the  last  ten  years  considerable 
work  has  been  done  in  evaluating  the  signifi- 
cance of  ocular  symptoms  in  general  vascu- 
lar hypertension'".  Although  there  is  not  yet 
complete  agreement  about  every  detail  of  the 
problem,  certain  principles  seem  now  to  be 
established.  It  is  not  my  intention  to  re- 
view today  all  the  different  theories  about 
hypertension  and  its  manifestations  in  the 
eye.  I  shall  concentrate  on  reporting  my  own 
experience  in  examining  the  fundi  of  hyper- 
tensive patients  under  treatment,  and  the 
conclusions  which  can  be  drawn  from  the 
changes  observed  during  treatment. 

In  1937  I  reported  experiences  with  more 
than  50  cases1-',  and  in  1939,  together  with 
Dr.  C.  Meili,  published  a  report  on  more 
than  100  cases'3'.  Since  then  I  have  made 
many  more  similar  observations.  A  survey 
of  the  literature,  however,  shows  that  al- 
though much  attention  is  paid  to  the  changes 
in  the  fundi  of  patients  with  hypertension, 
little  is    said  about  the    response  of    these 

Read  before  the  Section  on  Ophthalmology  and  Otolaryn- 
gology, Medical  Society  of  tbe  State  of  North  Carolina.  Pine- 
burst,   May   -'.   1044. 

i.  (a)  Keith.  N.  M.:  Cardiovascular  Diseases  in  Relation  to 
the  Retina,  Ann.  Otol..  Rbin.,  and  Laryng.  42:06-111 
I  March)     1033. 

(h>  Wagener,  II.  P.:  The  Nature  and  Significance  of  the 
Retinal  Lesions  Associated  with  Hypertensive  Disease. 
Tr.    Am.    Acad,    Ophth.    14:54-74,    1030. 

(c)  Koch.  P.  I..  P.:  Retina  in  Systemic  Vascular  Hyper 
tension.    Arch,    llplitli.    28:565-584    (Oct)    1911. 

2,  Stocker,  P.:  I'eber  systematische  Kontrollen  des  Augen 
hlntergrunds  be]  Hypertonlkern,  Schweiz.  med.  Wchnschr. 

68:388,    193H. 

3.  Meili.  C.  and  Stocker.  F. :  Die  medikauicntoese  Behaudluns 
der  Hypertonien  unter  spezieller  Beraeckslchtignng  der 
GefaessycrnenderunEen      im     Augenhintergmnd,      Schweil. 

med.    Wchiis.hr.    69  :s3:.  -an    I  Sept.    l«l    1939. 
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changes  to  treatment.  For  that  reason  I  feel 
that  it  is  appropriate  to  stress  once  more 
the  importance  of  repeated  ophthalmoscopic 
examinations  during  the  treatment  of  hy- 
pertension. 

There  are  three  approaches  to  the  study 
of  the  changes  in  the  eye  associated  with 
hypertension : 

1.  Measurement  of  the  caliber  of  the  retin- 
al blood  vessels. 

2.  Measurement  of  the  blood  pressure  in 
the  retinal  vessel  (ophthalmodynamometry). 

3.  Ophthalmoscopic  examination. 
Although   the   first   and   second   methods 

have  their  value,  the  general  ophthalmo- 
scopic examination  still  seems  to  be  of 
greater  clinical  importance1111.  The  type  of 
observation  I  am  discussing  today  has  to 
rely  exclusively  on  ophthalmoscopic  exami- 
nations. One  great  disadvantage  of  this 
method  is  that  there  is  no  way  of  recording 
observations  accurately.  Fundus  photog- 
raphy usually  is  not  good  enough  to  show 
the  slight  differences  which  we  have  to  take 
into  consideration.  This  makes  it  necessary 
that  the  repeated  examinations  be  done  by 
the  same  observer. 

Etiology  and  Mechanism  of 
Hypertension 

Hypertension  is  not  an  etiologic  entity. 
The  following  etiologic  classification  of  hy- 
pertension may  be  suitable  for  practical  pur- 
poses : 

1.  Primary  or  essential  hypertension. 

2.  Arteriosclerotic  hypertension. 

3.  Toxic  hypertension. 

Although  in  our  series  we  included  cases 
belonging  to  all  these  groups,  we  were  chief- 
ly interested  in  patients  with  primary  hy- 
pertension. It  is  now  generally  recognized 
that  hypertension  is  brought  about  pri- 
marily by  a  reduction  in  the  caliber  of  the 
small  arteries  or  arterioles.  The  blood  pres- 
sure rises  as  the  heart  has  to  force  the  blood 
through  the  narrowed  vessels.  Thus,  the 
symptom  of  elevated  blood  pressure  would 
have  to  be  considered  as  a  compensatory 
mechanism. 

Volhard's  original  idea'41  was  that  there 
was  a  general  angiospasm  reducing  the  cali- 
ber of  the  arterioles,  and  some  people  still 
hold  to  this  theory.  However,  Pal151  gave  an 

4.  Volhard,  F..  in  von  Bergmann,  G.  and  Staehelin,  R  ■ 
Handbuch  der  inneren  Medizin,  ed.  -1,  Berlin.  Springer, 
1931,   vol.   6. 

.1.  Pal,  Jacob:  Die  Tonuskranklieiten  des  Ilerzens  und  der 
Qefaesse,  Berlin.  Springer,  1934;  and  previous  publica- 
tions. 


explanation  which  seems  to  be  more  univers- 
ally adaptable  to  the  different  forms  and 
stages  of  hypertension.  The  presence  of  a 
permanent  spasm  of  the  vascular  muscles  is 
not  in  agreement  with  the  laws  of  physi- 
ology, for  any  muscle  spasm,  however  long 
it  may  last,  is  always  followed  by  a  period 
of  relaxation.  Smooth  muscle  fibers  consist 
of  two  different  parts — the  fibrils  and  the 
sarcoplasm.  Pal  demonstrated  that  there 
also  exist  two  different  types  of  function. 
There  is  a  kinetic  function,  which  in- 
volves the  fibrils,  and  a  tonic  function,  which 
concerns  the  sarcoplasm.  He  found  that  pa- 
paverine, for  instance,  may  paralyze  the 
fibrils  without  affecting  tonicity,  whereas 
the  nitrites  may  reduce  the  tonus  without 
paralyzing  the  fibrils. 

Thus  hypertension  of  long  standing  would 
be  brought  about  by  a  condition  of  increased 
tonicity.  Often  a  real  spasm  of  the  muscle 
fibrils  is  combined  with  this  increased  tonic- 
ity for  a  certain  period  of  time,  as  in  the 
so-called  vascular  crisis. 

The  Importance  of  Ophthalmoscopic 
Examinations 

In  beginning  hypertension  all  these  dis- 
turbances seem  to  be  purely  functional.  They 
change  in  intensity  and  may  regress  to  a 
certain  extent  at  times.  After  an  indefinite 
length  of  time,  the  condition  may  become 
fixed,  presumably  as  a  result  of  anatomical 
changes.  It  is  obviously  very  important  to 
determine  which  stage  of  hypertension  is 
present  in  a  specific  case.  By  observing  the 
fundus  of  the  eye  at  regular  intervals  while 
a  patient  is  under  treatment  we  can  obtain 
important  information  as  to  this  question. 

The  effectiveness  of  any  treatment  for 
hypertension  is  usually  judged  by  the  re- 
duction in  blood  pressure  and  the  improve- 
ment in  general  symptoms  achieved.  Since 
sedation  alone  may  sometimes  accomplish 
these  results,  however,  it  is  more  important 
to  know  whether  the  changes  in  the  periph- 
eral vascular  system  have  also  improved. 
There  are  only  two  ways  of  observing  di- 
rectly the  smallest  blood  vessels  in  the  body : 
capillary  microscopy  and  ophthalmoscopic 
examination.  The  ophthalmoscopic  exami- 
nation is  not  only  the  less  complicated  of  the 
two  methods,  but  is  also  preferable  for  other 
reasons. 

The  most  important  changes  in  the  retinal 
vessels  found  in  general  hypertension  are: 


200 


NORTH   CAROLINA   MEDICAL  JOURNAL 


April,  1945 


Prognosis  of  Hypertension  According  to  Response   of   Fundus    Changes   to   Treatment 


Group 


Fundus  before  treatment 


After   treatment 


ProQnosi* 


Slight  hypertensive  changes  of  retinal 
vessels  and/or  slight  reduction  of  vision. 


Fundus  hack  to  normal. 
Vision  improved. 


Good 


2 

Marked  hypertensive 
retinal  vessels. 

changes 

of 

Considerable  regression  of 
changes  of  retinal  vessels. 

Fail- 

3 

'Marked  hypertensive 
retinal  vessels. 

changes 

of 

No  change. 

Poor 

4 

Retinitis  or 
neuroretinitis. 

Improved. 

Relatively  good  if  kid- 
neys function  normally. 

5 

Retinitis  or 
neuroretinitis. 

Unimproved. 

Poor,  even  if  kidneys 
function  normally; 
very  poor  if  impaired. 

1.  Gunn's  arteriovenous  compression  phe- 
nomenon. 

2.  Local  constrictions  of  arterioles. 

3.  General  constrictions  of  arterioles. 

4.  Corkscrew-like,  tortuous  venules. 

In  addition  to  these  primary  changes,  and 
in  consequence  of  them,  secondary  changes, 
such  as  hemorrhages,  retinitis  and  neuro- 
retinitis—  or  retinopathy  and  neuroretin- 
opathy,  if  you  prefer  these  terms — may  oc- 
cur. Time  will  not  permit  me  to  discuss  in 
detail,  the  nature  and  significance  of  each  of 
these  changes. 

Experimental  Evaluation  of  the  Prognosis 

in  Hypertension  on  the  Basis  of 

Eyeground  Changes 

Basing  our  experiments  on  Pal's  concep- 
tion, we  chose  a  combination  of  drugs  which 
might  be  able  to  act  on  the  different  parts  of 
the  vascular  system  as  well  as  on  the  central 
nervous  system,  which  controls  to  a  large 
extent  the  action  of  the  vascular  muscles. 
The  medicament"11  contained: 

1.  Papaverine  nitrite. 

2.  Chloral  hydrate. 

3.  Bromural. 

Papaverine  was  expected  to  paralyze  the 
fibrils  of  the  smooth  vascular  muscles,  and 
the  nitrite  to  act  on  the  capillaries  and  to 
reduce  the  tonicity  of  the  sarcoplasm  of  the 
muscle  fibers.  Chloral  hydrate  is  known  as 
a  sedative,  antispasmodic  and  peripheral 
vasodilator.  The  action  of  bromural  is 
purely  sedative.  It  reduces  the  nervous  ir- 
ritability from  which  many  patients  with 
hypertension  suffer.  It  may  thus  prevent  the 
emotional  disturbances  which  often  cause 
angiospasm  and  consequently  increase  the 
blood  pressure. 

6.    Later  manufactured  by  Hummel  A.  fi.  Zurich,  Switzerland, 
under  the  name  of  Tonospasmin. 


Experimental  studies  on  animals  by  Roths- 
child and  Meili,TI  had  preceded  the  clinical 
use  of  the  drug. 

The  following  procedure  was  adopted : 

Before  any  treatment  was  instituted  a 
general  physical  examination,  including  a 
blood  pressure  reading,  was  given,  and  a 
study  of  the  blood  and  urine  chemistry  was 
made.  At  the  same  time  the  ophthalmoscopic 
findings  were  recorded.  Then  a  certain 
amount  of  the  combination  of  drugs  de- 
scribed above  was  given  regularly  over  a 
period  of  several  weeks.  Usually  an  ophthal- 
moscopic examination  was  made  again  after 
one  week  of  treatment,  and  was  repeated  at 
regular  intervals,  first  of  several  weeks,  later 
of  several  months.  The  patient's  general  con- 
dition was  also  carefully  watched. 

Most  patients  showed  a  greater  or  less 
reduction  in  blood  pressure  and  a  certain 
improvement  in  subjective  symptoms.  The 
response  of  the  retinal  vessels  was  not  uni- 
form. In  some  cases  in  which  the  vision  had 
been  slightly  reduced,  without  any  visible 
damage  to  the  retina,  it  returned  to  normal. 
General  or  local  constrictions  of  the  arteri- 
oles and  tortuosities  of  the  venules  improved 
or  disappeared  completely.  In  some  cases 
even  the  arteriovenous  compression  phenom- 
enon became  less  marked  or  entirely  un- 
noticeable.  In  other  cases  the  fundus  re- 
mained completely  unchanged  in  spite  of 
subjective  improvement  and  some  reduction 
in  blood  pressure. 

The  subsequent  courses  of  these  two 
groups  of  patients  were  very  different.  The 
patients  who  showed  regression  of  the  hy- 
pertensive changes  in  the  retinal  vessels  con- 
tinued to  feel  comparatively  well.  While 
they  observed  the  general  rules  of  hygiene 

7.  Rothschild,  I-',  and  Melli,  r. :  Experimenteller  Reitrasr  zur 
Beliandlunsr  der  Hypertonic,  Helvet.  Med.  Acta.  6:255-263 
(M  iv)    1(139. 
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indicated  in  hypertension,  including  dietary 
restrictions,  and  used  the  drug  intermittent- 
ly for  certain  periods  they  did  not  develop 
any  severe  complications  during  the  period 
of  observation,  which  varied  from  several 
months  to  several  years. 

In  contrast  to  this  group,  the  subsequent 
course  of  the  patients  who  did  not  show  any 
improvement  in  the  fundus  while  taking  the 
drug  regularly  was  less  favorable.  The  slight 
reduction  in  blood  pressure  and  improve- 
ment in  subjective  symptoms  noted  at  first 
were  not  of  long  duration.  As  soon  as  the 
drug  was  discontinued,  and  sometimes  while 
it  was  still  being  taken,  the  blood  pressure 
would  rise  again,  and  eventually  the  various 
complications  of  progressive  hypertension 
developed. 

It  would  seem,  therefore,  that  in  an  early 
stage  of  hypertension,  when  the  increased 
tonicity  of  the  arterioles  is  still  purely  func- 
tional and  is  reversible,  the  use  of  antispas- 
modic drugs  would  be  of  value.  When  the 
increased  tonicity  has  existed  for  a  consid- 
erable time,  anatomical  changes  must  take 
place  in  the  walls  of  the  vessels,  making  it 
impossible  for  them  to  relax.  We  may  call 
this  the  fixed  stage  of  hypertension.  Patients 
in  this  stage  do  not  respond  to  medication, 
and  before  long  will  develop  serious  compli- 
cations. 

So  far  the  discussion  has  applied  only  to 
the  cases  of  hypertension  with  vascular 
changes  in  the  retina  but  without  secondary 
changes  causing  albuminuric  or  hyperten- 
sive retinitis  and  neuroretinitis.  In  cases 
with  these  secondary  changes  the  etiology 
of  the  hypertension  is  of  great  importance 
in  the  prognosis. 

Some  cases  based  on  transitory  endocrine 
disturbance  improve  remarkably.  I  observed 
a  case  of  well  developed  neuroretinitis  in  a 
patient  with  climacteric  hypertension  which 
cleared  up  completely.  The  patient  recovered 
and  was  still  feeling  well  ten  years  after  the 
first  observation. 

In  the  cases  of  neuroretinitis  from  essen- 
tial, hereditary  hypertension  all  depends  on 
whether  the  normal  function  of  the  kidneys 
can  be  maintained.  If  the  urine  and  blood 
chemistry  are  normal  the  retinitis  may  clear 
up  and  the  patient's  general  condition  im- 
prove for  a  number  of  years.  If  the  retinitis 
is  combined  with  deficient  function  of  the 
kidneys  and  retention  of  nitrogen,  a  toxic 
factor  is  added  to  the  primary  hypertension 
and  the  prognosis  is  bad. 


In  neuroretinitis  resulting  from  toxic  hy- 
pertension, as  in  infectious  glomerulonephri- 
tis and  pregnancy,  the  course  depends  en- 
tirely on  the  extent  to  which  the  toxic  fac- 
tor can  be  eliminated. 

Summary 

In  patients  with  arterial  hypertension  the 
ophthalmoscopic  examination,  repeated  at 
regular  intervals  while  the  patient  is  under 
treatment,  gives  important  information  as 
to  the  stage  of  hypertension  present.  By 
demonstrating  whether  the  increased  toni- 
city of  the  arterioles  is  reversible  or  fixed, 
the  examination  of  the  fundus  furnishes 
invaluable  hints  as  to  the  prognosis. 

When  retinitis  or  neuroretinitis  is  present, 
the  prognosis  depends  largely  on  the  etiology 
of  the  hypertension  and  on  the  function  of 
the  kidneys. 


THE  NEED  FOR  WIDESPREAD 
WHOOPING  COUGH  IMMUNIZATION 

Robert  B.  Lawson,  M.D. 
Winston-Salem 

During  the  past  few  years  tremendous 
strides  have  been  made  in  the  control  of  the 
contagious  diseases  of  childhood.  Smallpox 
has  nearly  been  wiped  out  through  almost 
universal  vaccination.  Diarrhea  and  enteri- 
tis persist,  but  the  cases  are  few  in  compari- 
son to  the  number  a  generation  ago.  The 
results  of  diphtheria  control  are  evidenced 
by  the  falling  mortality  rates.  At  the  present 
time,  however,  a  program  of  whooping  cough 
control  is  not  well  established  and  should  be 
considered  a  prime  objective  by  everyone  in- 
terested in  public  health  and  infant  care. 
Whooping  cough  is  now  a  leading  cause  of 
death  in  infancy  and  early  childhood.  Al- 
though the  incidence  of  the  disease  is  highest 
in  the  preschool  years,  the  case  fatality  rate 
is  highest  in  infancy.  Approximately  95  per 
cent  of  all  deaths  from  whooping  cough  oc- 
cur in  children  under  2  years  of  age.  In  those 
infants  who  survive  the  prolonged  illness 
and  debility  characteristic  of  whooping 
cough  there  may  be  permanent  cerebral 
damage  and  bronchial  damage  leading  to 
bronchiectasis. 

Read  before  the  Section  on  Public  Health  and  Education. 
Medical  Society  of  the  State  of  North  Carolina,  Pinehurst, 
May  2.  194*. 

From  the  Department  of  Pediatrics,  Bowman  Gray  School 
of  Medicine  of  Wake   Forest  College. 
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Fig.   1 

Figure  1  shows  the  comparative  mortality 
rates  from  whooping  cough  and  diphtheria 
in  North  Carolina  for  the  past  sixteen  years. 
We  can  see  that  in  1935  the  falling  diph- 
theria rate  reached  a  relative  plateau,  where 
it  remained  until  1939.  At  that  time  the 
state  legislature  passed  a  law  requiring  im- 
munization of  all  children  against  diphtheria 
before  the  age  of  1  year*.  I  believe  there  is 
no  doubt  that  this  law  and  the  increased 
effort  on  the  part  of  health  officers  which 
was  stimulated  at  that  time  have  caused  the 
very  satisfactory  decline  in  the  death  rate, 
which  should  continue  to  an  even  lower  fig- 
ure. 

It  is  difficult  to  compare  whooping  cough 
with  diphtheria,  for  there  are  wide  yearly 
fluctuations  in  the  morbidity  rates  which,  of 
course,  are  reflected  in  the  mortality  rate.  In 
this  disease  also  there  has  been  a  trend  to- 
ward lower  death  rates  in  recent  years,  but 
I  believe  that  we  may  expect  a  jump  in  the 
morbidity  and  mortality  rates  in  the  next 
year  or  two,  since  there  are  a  large  number 
of  infants  and  small  children  who  are  not  im- 
mune. In  order  to  prevent  such  peaks  in  the 
incidence  of  the  disease  we  must  now  re- 
examine whooping  cough  control  in  the  light 
of  present  knowledge. 

The  obvious  ways  to  cut  down  the  mortal- 
ity rate  are:  (1)  Improved  treatment  of  the 
infected  patient,  (2)  prevention  of  contact 
infection,  (3)  widespread  immunization  of 
susceptible    children.    Since    this    paper    is 


*  The  1945  legislature  passed  a  law  making  im- 
munization against  whooping  cough  compulsory  for 
children  under  1  year  of  age. 


primarily  concerned  with  the  last  method, 
the  first  two  will  be  mentioned  only  super- 
ficially. 

The  therapy  of  whooping  cough  has  been 
improved  to  a  great  extent  by  the  proper 
use  of  the  sulfonamides  in  the  treatment  of 
the  complicating  pneumonia.  Although 
Hemophilus  pertussis  is  not  affected  by  the 
sulfonamides,  the  secondary  invaders  usual- 
ly are.  Specific  treatment  of  pertussis  may 
be  carried  out  with  hyperimmune  human 
serum111  from  the  Philadelphia  Serum  Ex- 
change or  hyperimmune  rabbit  serum.  The 
use  of  pertussis  vaccines  or  antigens  has 
not  been  proven  to  have  significant  effect  on 
the  disease  once  it  has  been  acquired.  One 
important  aim  of  treatment  is  to  maintain 
adequate  nutrition.  This  implies  an  adequate 
diet  fortified  with  extra  amounts  of  ascorbic 
acid  and  the  B  complex  vitamins. 

Attempts  to  prevent  contact  between  pa- 
tients with  whooping  cough  and  susceptible 
children  must  be  continually  carried  out. 
Particular  care  must  be  taken  to  isolate  in- 
fected children  from  small  infants  in  the 
same  household.  Unfortunately,  many  prac- 
tical obstacles  interfere  with  this  method  of 
prevention,  the  most  important  of  which  is 
that  the  cases  are  not  usually  diagnosed  until 
the  whoop  appears.  Thus,  for  a  period  of 
one  to  three  weeks,  the  infected  child  may 
spread  the  organism  around.  Once  the  child 
begins  to  whoop,  the  incidence  of  positive 
cultures  rapidly  declines,  and  it  is  seldom 
that  a  positive  culture  can  be  picked  up  even 
by  the  best  methods  (nasopharyngeal  swab) 
after  the  sixth  week  of  the  disease121. 

It  is  apparent  that  the  only  satisfactory 
method  of  decreasing  the  mortality  and  mor- 
bidity from  whooping  cough  is  to  increase 
the  general  immunity  of  preschool  children 
by  the  method  of  widespread  immunization 
which  has  been  so  successful  with  diph- 
theria. The  value  of  immunization  has  been 
clearly  demonstrated.  The  early  studies  on 
whooping  cough  immunization  were  not  well 
controlled  or  dealt  with  too  small  a  series  to 
be  significant.  However,  there  are  now 
enough  good  papers  on  this  subject  to  show 
that  immunization  with  85  to  100  billion 
freshly  isolated,  killed  pertussis  organisms, 
given  in  divided  doses,  will  protect  80  to  85 

1.  McGuinneSS,  Aims  ('..  Armstrong.  Janet  G.,  ami  Keltnn, 
Harriet  M.:  Hyperimmune  Whooping  Cough  Serum,  .1. 
Pedlat  84:249-258   (March)   1944. 

2.  Miller,  J.  J..  Jr..  Leaeli.  C.  W..  Salto.  T.  M.,  ami  Ilumher. 
.1.  It.:  Comparison  of  the  Nasopharyngeal  Swab  ami  the 
Cough  Piute  in  the  Diagnosis  of  Whooping  Cough  ami 
Hemophilus  Pertussis  Carriers.  Am.  .1.  Pull.  Health  88: 
889  948   (July)    1948. 
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per  cent  of  exposed  children,  whereas  only 
10  to  15  per  cent  of  non-vaccinated  children 
will  escape131.  It  should  be  made  clear  that  it 
takes  about  two  months  for  immunity  to 
develop,  and  therefore  vaccination  will  not 
be  effective  after  exposure  has  already  taken 
place.  In  such  an  event,  hyperimmune  hu- 
man or  rabbit  serums  are  the  only  proven 
prophylactic  agents. 

Although  the  value  of  whooping  cough 
immunization  is  generally  accepted,  there  is 
some  difference  of  opinion  regarding  such 
details  as  the  type  of  material,  the  total  dose, 
the  time  interval  between  injections,  and  the 
age  at  which  immunization  should  be  done. 
The  consensus  of  opinion  is  that  the  method 
of  culture  and  preparation  of  the  vaccine 
makes  little  difference  if  it  is  prepared  from 
several  phase  I  strains.  The  value  of  toxoids 
prepared  from  pertussis  toxin  has  not  been 
established.  However,  laboratory  studies  and 
clinical  trials  being  carried  out  now  indicate 
that  whooping  cough  immunization  may  be 
carried  out  concurrently  with  diphtheria 
and  tetanus  immunization  by  the  use  of  a 
mixture  of  pertussis  vaccine  with  alum  or 
aluminum  hydroxide  precipitated  diphtheria 
and  tetanus  toxoids'".  The  details  of  such  a 
mixed  immunization,  which  has  much  to 
recommend  it,  are  not  fully  worked  out  at 
the  present  time. 

Dosages  totaling  as  much  as  120  billion 
organisms  have  been  used,  but  apparently 
85  billion  organisms  are  sufficient  for  the 
primary  course  of  immunization.  Although 
earlier  schedules  called  for  weekly  closes, 
it  is  apparent  that  a  two  to  four  week  inter- 
val between  doses  provides  more  lasting  im- 
munity. 

The  difference  of  opinion  regarding  the 
age  at  which  immunization  should  be  started 
arose  from  the  recognition  of  the  fact  that 
immunization  before  6  months  of  age  does 
not  give  as  lasting  an  immunity  as  does  later 
immunization.  On  the  other  hand,  the 
fact  that  the  highest  fatality  rate  is  in 
infants  younger  than  6  months  suggests  the 

3.  (a)  Sincer-Brooks,    C.    H. :    Controlled    Study    of    Pertussis 

Prophylaxis:  Comparison  of  Phase  I.  H.  Pertussis 
Vaccine  with  Undenatured  Bacterial  Antigen,  J 
Pediat.    14:25-38    (Jan.)    1939. 

(b)  Itambar,  A.  C,  and  others:  Studies  in  Immunity  to 
Pertussis;  An  Evaluation  of  Pertussis  Vaccination  by 
Clinical  Means  and  by  the  Opsonocytophagic  Test, 
J.A.M.A.    117:79-85    (July    12)  1941. 

(c)  Coppolino.  John  F. :  Pertussis  Prophylaxis,  J.  Pediat. 
21:348-352    (Sept.)     1942. 

4.  Miller,  John  J.,  Jr..  Humber.  J.  B.,  and  Dowrie,  James 
O. :  Immunization  with  Combined  Diphtheria  and  Tetanus 
Toxoids  (Aluminum  Hydroxide  Adsorbed)  Containing 
Hemophilus  Pertussis  Vaccine,  J.  Pediat.  24:281-289 
(March)    1944. 


desirability  of  earlier  immunization.  It  will 
help  to  clarify  our  thinking  on  this  subject 
if  we  recognize  that  we  can  protect  an  in- 
fant from  whooping  cough  in  two  ways: 
first  by  having  him  immunized,  and  second 
by  reducing  the  incidence  of  whooping  cough 
in  possible  contacts — that  is,  in  the  rest  of 
the  neighboring  child  population — so  that  his 
chances  of  exposure  are  reduced.  Although 
an  infant  may  be  protected  to  some  extent 
by  early  immunization,  his  best  protection 
would  be  the  absence  of  whooping  cough  in 
his  older  contacts.  A  public  health  program 
which  stresses  early  immunization  in  order 
to  cut  down  the  mortality  rate  in  infants 
under  1  year  of  age  may  result  in  a  con- 
tinued high  incidence  of  whooping  cough  in 
preschool  and  school  children,  because  of  the 
shorter  period  of  immunity.  Although  the 
fatality  rate  is  not  high  in  children  of  this 
age,  whooping  cough  brought  home  by  these 
older  children  will  endanger  the  infants  who 
have  not  been  immunized.  I  believe,  there- 
fore, that  from  the  public  health  point  of 
view  it  is  more  rational  to  immunize  after 
6  months  of  age  and  to  rely  on  the  lowered 
incidence  of  whooping  cough  in  the  child 
population  to  protect  the  infants  under  6 
months. 

We  do,  however,  suggest  a  different  pro- 
gram for  the  private  physician  who  is  re- 
sponsible for  an  individual  infant  rather 
than  the  general  population.  In  private  prac- 
tice I  believe  that  earlier  immunization  is 
justified  if  the  infant's  immunity  is  re-stim- 
ulated by  a  booster  dose  of  vaccine  at  1  year 
and  possibly  another  at  2  years  of  age  to 
maintain  his  immunity.  With  these  points 
in  mind,  we  suggest  the  following  schedules 
of  immunization: 

Schedules  for  Whooping  Cough  Immunization 

Phase  I  Vaccine  (10,  15,  or  20  Billion  Organisms 
per  Cubic  Centimeter) 
Dose  lOBillion/cc.  15  Billion /cc.  21)  Billion /cc. 

First  10  billion  15  billion  10  billion 

(lcc.)  (lee.)  (0.5  cc.) 

Second  20  billion  30  billion  20  billion 

(2  cc.)  (2  cc.)  (1.0  cc.) 

Third  25  billion  45  billion  25  billion 

(2.5  cc.)  (3  cc.)  (1.25  cc.) 

Fourth  30  billion  30  billion 

(3cc.)  (1.5  cc.) 

Total  85  billion  90  billion  85  billion 

Interval  between  injections:  2-4  weeks 
Age  at  institution  of  immunization: 

For  general  use  when  follow-up  is  uncertain,  6-8 

months 
For    private    patients    with    good    follow-up,    4 
months,  with  "booster"  doses  of  10  billion  or- 
ganisms at  1  and  2  years  of  age. 
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Summary 

1.  Whooping  cough  is  a  major  cause  of 
death  in  infancy. 

2.  Immunization  against  whooping  cough 
is  practicable  and  produces  complete 
protection  against  the  disease  in  85 
per  cent  of  exposed  children,  and  par- 
tial protection  in  most  of  the  remain- 
ing 15  per  cent. 

3.  Public  health  officials  and  private  phy- 
sicians are  urged  to  promote  universal 
immunization  against  whooping 
cough'"". 

.    I.;tpin.    Joseph    H-:    Whooping    Cough    Control,    J.    Pediat. 
24:381-394    (March)    1944. 


Abstract  of  Discussion 

Dr.  (i.  M.  Cooper  (Raleigh):  The  State  Board  of 
Health  has  been  supplying  free  diphtheria  toxoid 
for  the  last  eight  years.  I  think  that  the  legislature 
should  make  a  provision  for  our  laboratories  to 
furnish  all  of  these  vaccines  free  of  charge.  So  far, 
they  have  not  done  it. 

Dr.  H.  C.  Whims  (Newton):  How  can  we  best  fit 
in  whooping  cough  immunization  with  our  present 
typhoid  clinic?  I  don't  see  how  we  can  give  the 
doses  two  or  three  weeks  apart. 

Dr.  Lawson:  I  believe  it  is  more  practicable  to 
carry  out  the  whooping  cough  immunization  in  con- 
nection with  the  well-baby  clinics,  where  they  are 
established.  (Parenthetically,  I  think  that  such 
clinics  should  be  established  in  connection  with 
every  public  health  unit.)  Children  seen  in  typhoid 
clinics  are  beyond  the  age  when  whooping  cough 
immunizations  are  of  most  value.  However,  it  is 
better  to  give  immunizations  a  week  apart  than  to 
give  no  immunization. 


THUMBNAIL  SKETCHES  OF  EMINENT  PHYSICIANS 

Josiah  C.  Trent,  M.D.,  Editor 
Durham 


THE  EVOLUTION  OF  THE 
ASEPTIC  PRINCIPLE 

IV 

SIR  JOHN  PRINGLE    (1707-1782) 
Pioneer  in  Antiseptics 

Before  Pasteur  numerous  investigators  at- 
tempted to  fathom  the  mysteries  of  infec- 
tious disease,  wound  suppuration,  and  putre- 
faction. Each  one,  although  handicapped  by 
his  chronological  place  in  history,  contrib- 
uted something  to  the  knowledge  of  the  sub- 
ject which  enabled  the  next  man  to  go  a  step 
further.  Thus  far  we  have  discussed  the 
early  therapy  of  wounds,  the  discovery  of 
bacteria  by  Leeuwenhoek,  and  the  refutation 
of  the  theory  of  spontaneous  generation  by 
Redi — all  important  links  in  the  development 
of  our  modern  aseptic  ritual. 

In  the  seventeenth  century  Francis  Bacon 
called  the  inducing  or  accelerating  of  putre- 
faction "a  subject  of  very  universal  inquiry." 
and  said:  "It  is  of  excellent  use  to  inquire 
into  the  means  of  preventing  or  staying 
putrefaction:  which  makes  a  great  part  of 
physic  and  surgery.""'  It  was  not  until  the 
middle  of  the  eighteenth  century,  however, 
that  the    cause  and  effects  of    putrefaction 

1.    Quoted  by  Pringle. 


again  attracted  the  attention  of  scientific  ob- 
servers. The  most  distinguished  of  these  ob- 
servers was  Sir  John  Pringle,  a  pioneer  in 
the  antiseptic  idea. 

Pringle,  a  Scotchman  born  in  1707,  the 
youngest  son  of  a  nobleman,  received  his 
preliminary  education  at  St.  Andrews  Uni- 
versity and  his  medical  education  at  Leyden, 
under  Boerhaave  and  Albinus.  After  return- 
ing to  Edinburgh  he  was  made  Professor  of 
Pneumatics  and  Moral  Philosophy  at  the 
University:  nevertheless  he  continued  to 
practice  medicine  until  1742.  when  he  was 
appointed  physician  to  the  Earl  of  Stair, 
who  then  commanded  the  British  Conti- 
nental Army.  Through  the  Earl  he  was  made 
physician  to  the  military  hospital  in 
Flanders,  and  from  1744  to  1758  served  as 
physician-general  of  the  army.  He  was  made 
a  Fellow  of  the  Royal  Society  in  1745  and 
served  as  president  of  this  famous  society 
from  1772  to  1778.  He  died  of  apoplexy  in 
1782. 

During  his  military  service  he  made  a 
careful  study  of  the  diseases  prevalent  in  the 
army,  and  in  1752  he  published  his  Observa- 
tion* mi  th(  Diseases  of  the  Army.  In  this 
work,  which  revolutionized  military  medi- 
cine throughout  Europe,  he  laid  down  the 
true  principles  of  military  sanitation,  espec- 
ially with  regard  to  the  ventilation  of  hos- 
pital wards.    Pringle  is   also  credited    with 
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on  septic  and  antiseptic  substances,  the  re- 
sults of  which  he  communicated  to  the  Royal 
Society  in  1750-1752.  They  were  first  printed 
in  the  "Transactions"  of  that  society,  but 
were  later  enlarged  and  published  as  an  ap- 
pendix to  his  Diseases  of  the  Army  under  the 
title  "Experiments  and  Observations  upon 
Septic  and  Antiseptic  Substances"  (fig  1). 
He  states  that  he  was  "led  to  make  some  ex- 
A    P  T5   17   ^[    T~\  T  V"  periments  and  remarks  on  this  subject,  from 

■**■  •*— '  -"-^    -L^  ■*-  ■**■»  my  having    had  an    uncommon  number    of 

putrid  distempers  under  my  care  in  the  hos- 
pitals of  the  army."13'  In  some  forty-eight 
CONTAINING  experiments    Pringle    completely    disproved 

the  prevalent  theory  that  alkaline  salts  pro- 
moted putrefaction.  By  adding  various  salt 
IT-.-.-.   .-;.■,•,•■■,.■  . 1  r\UC «.* mixtures  to  bits  of  beef  he  was  able  to  as- 

Experiments  and  Obfervations        certain  theil.  relative  preservative  values. 

His  results  were  summarized  in  the  follow- 
ing table  :(4) 

UPON  Sea   salt   1 

Sal  gemmae  1  + 

Tartar  vitriolated  2 

Septic  and  Antiseptic  Subftances,  Spiritus   Mindereri   2 

Tartaris  Solubilis  2 

Sal  Diureticus  2+ 

Crude  Sal  Ammoniacum  3 

Read  at  fevera!   Meetincs  of  the   Royal  Saline  mixture   3 

Society.  Nitre    4  + 

Salt  of  Hartshorn   4+ 

Salt  of  Wormwood  4  + 

Borax  12  + 

Salt  of  Amber  20  + 

Alum   30  + 

He  continued  his  experiments,  using  gums, 
resins,  acids,  wine,  beer,  bile  and  other  sub- 
Fig.  I.  .Pringle's  complete  work  on  antiseptics,        stances   to   inhibit   putrefaction   in   various 
"Experiments  and  Observations  upon  Septic  and  materials  such  as  human  blood,  bread,  milk 

Antiseptic  Substances,"  was  published  as  an  ap-         and  crabs'  eyes.  For  his  highly  original  work 
pendix  to  his  Observations  on  Diseases  of  the         ne  reCeived  the  Copley  Gold  Medal. 
Army,  London,  1752.    (Author's  collection)  . 

Pringle  s  experiments  were  of  such  excel- 

having  originated  the  Red  Cross  idea.  It  was  lence  that  they  warranted  Pasteur's  careful 

at  his  suggestion,    about    the  time  of    the  stu(^  one  hundred  years  later'5'.  Although  it 

battle  of  Dettingen   (1743),  that  "the  Earl  ls  obvious  from  a  review  of  Pringle  s  papers 

of  Stair  proposed  to  the  Duke  de  Noailles  that  he  had  no  true  conception  of  the  cause 

that  the  hospitals  on  both  sides  should  be  of  the   Putrefactive   process  which  he  was 

considered  as  sanctuaries  for  the  sick  and  studying,  the  original  observations  which  he 

mutually    protected."12'  This    idea    was    not  raade  Perhaps  helped  to  lay  the  foundation 

pursued  to  its  logical  end  until  the  Inter-  upon  which  such  a  magnificent  superstruc- 

national  Red  Cross  was  brought  into  being  ture  was  brought  to  completion  a  little  more 

through  the  efforts  of  Henri  Dunant  a  hun-  than  a  century  later  by  the  immortal  Pas- 

dred  years  later.  teur. 

After  returning    from  his    military  post  J-  C.  T. 

Pringle  conducted  a  series  of  investigations  3.  ibid,  p.  367. 

4.    ibid.  p.   376. 
.    2.    Observations    on    Diseases    of    the    Army,    London.     17ji.         5.    Sigerist.  Henry  E.:  An   Autograph  Note  of  Louis  Pasteur, 
preface,    p.    viii.  Bull.   Inst.   Hist.   Med.   1:158-157    (Feb.)    1936. 
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GUEST  EDITORIAL 

THE   PROBLEM  OF  CANCER 

Carl  V.  Reynolds,  M.D. 

State  Health  Officer 

From  1934  through  1944  cancer  was  the 
primary  cause  of  22,130  deaths  in  North 
Carolina,  a  number  equal  to  half  the  popu- 
lation of  a  modern  city  of  44,000.  During 
this  period,  cancer  rose  from  eighth  to  fourth 
among  the  leading  causes  of  death  in  this 
state,  having  passed  tuberculosis  in  1937. 

The  1934  cancer  death  rate  was  53.7  per 
100.000  inhabitants,  as  compared  with  63.8 
in  1943.  While  the  rate  for  1944  dropped 
to  61.6,  according  to  the  provisional  report, 
this  cannot  be  taken  as  even  an  indication  of 
a  downward  trend,  as  there  have  been  fre- 
quent minor  fluctuations  but  a  sustained  up- 


ward trend  in  recent  years.  Hence,  the  slight 
decline  noted  last  year  offers  no  reason  for 
encouragement. 

From  1934  through  1944,  tuberculosis  in 
all  forms  was  responsible  for  19,697  deaths 
in  North  Carolina.  Not  only  was  this  total 
smaller  than  the  total  for  cancer  deaths,  but 
the  incidence  of  tuberculosis,  as  reflected  in 
vital  statistics  reports,  continued  to  decline, 
while  the  incidence  of  cancer  continued  to 
increase. 

In  1934,  when  the  cancer  death  rate  in 
North  Carolina  was  53.7  per  100,000  inhabit- 
ants, the  tuberculosis  death  rate  was  64.8. 
By  1943,  the  cancer  mortality  rate  had  risen 
to  63.8,  while  the  tuberculosis  rate  had 
dropped  to  39.4.  Last  year  it  reached  a  new- 
low  of  36.5. 

As  late  as  1916,  tuberculosis  was  the  lead- 
ing cause  of  death  in  North  Carolina.  It  now 
ranks  eighth,  with  cancer  fourth.  Heart  dis- 
eases now  rank  first  among  the  causes  of 
death  in  North  Carolina,  followed  by  cere- 
bral hemorrhage  and  nephritis,  in  the  order 
named — then  cancer. 

North  Carolina  has  spent  hundreds  of 
thousands  of  dollars  building,  equipping  and 
staffing  sanatoria  for  the  treatment  of  tuber- 
culosis, and  every  dollar  thus  spent  has  been 
a  wise  investment.  But  what  can  we  say 
about  our  efforts  in  behalf  of  cancer  control? 
Admittedly,  cancer  presents  a  more  difficult 
problem  than  tuberculosis,  as  cancer  is  con- 
trollable only  in  the  early  stages — hence  the 
necessity  for  early  diagnosis  and  treatment 
in  any  cancer  control  program.  Of  course, 
tuberculosis  also  should  be  diagnosed  and 
treated  in  its  early  stages. 

For  cancer,  there  is  no  known  method  of 
prevention,  no  certainty  as  to  its  cause. 
There  also  was  a  time  when  tuberculosis 
appeared  to  be  neither  curable  nor  prevent- 
able, and  the  progress  we  have  made  in  com- 
batting this  wasting  disease  rests  upon  early 
diagnosis  and  treatment  and  the  expenditure 
of  money  and  effort  to  provide  proper  treat- 
ment. 

Our  present  method  of  attack  on  cancer 
includes  search  for  the  disease  in  its  early 
stages,  early  diagnosis,  and  surgery. 

The  two  present  methods  of  approach  to 
the  problem  of  cancer  control  are:  (1) 
through  independent  groups  dedicated  to 
control  programs,  but  limited  in  scope  and 
effectiveness:  (2)  through  a  recognized  state 
agency,  preferably  the  department  of  public 
health,  which  in  North  Carolina  now  serves 


April,  1945 


EDITORIALS 


207 


more  than  95  per  cent  of  the  state's  popula- 
tion and  is  staffed  by  qualified  personnel 
who  are  in  a  position  to  locate  early  cases  of 
cancer  and  refer  them  to  the  proper  clinics 
already  in  operation.  This  approach  would 
necessitate  some  financial  appropriation,  for 
it  is  through  the  medical  profession  that  we 
desire  to  have  patients  examined  and  re- 
ferred to  physicians  for  medical  and  surgical 
care,  under  a  plan  similar  to  that  now  work- 
ing so  well  along  other  lines. 

The  problem  of  cancer  is  a  responsibility 
which,  sooner  or  later,  must  be  met. 


POLITICS  AND  MENTAL  HYGIENE 
IN  NORTH  CAROLINA 

Although  the  members  of  the  1945  legis- 
lature may  not  realize  it,  they  have  given 
the  program  of  mental  health  in  Noi'th  Caro- 
lina such  a  setback  that  it  will  take  years  for 
it  to  recover — if  it  ever  does.  They  have  also 
given  the  doctors  of  North  Carolina  a  grim 
warning  of  what  may  be  expected  if  the 
practice  of  medicine  is  ever  placed  under 
political  control.  The  story  was  told  briefly 
by  the  Associated  Press  correspondent  on 
March  20 : 

The  House  . . .  passed  a  bill  providing  for  a 
new  15-member  State  hospitals  board  of  control 
to  be  appointed  for  staggered  terms  by  the 
Governor.  The  new  board  will  be  appointed  from 
the  State's  12  congressional  districts  with  three 
members  at  large.  The  measure  also  provides 
that  the  hospitals  board  business  manager  be 
appointed  for  a  six-year  term  instead  of  two. 

The  story  behind  this  bill  should  be  of  in- 
terest to  all  doctors  and  taxpayers.  It  began 
with  the  melodramatic  newspaper  articles 
written  by  an  ex-patient  of  the  Morganton 
hospital,  which  prompted  Governor  Brough- 
ton  to  appoint  a  five-member  board  of  in- 
quiry to  investigate  conditions  at  this  hos- 
pital and  to  offer  recommendations  for  im- 
proving conditions  in  all  our  state  hospitals 
for  mental  disease111.  The  report  submitted 
by  this  board  on  August  6,  1942,  recom- 
mended, among  other  things,  "consolidation 
and  coordination  of  the  control  of  State  Men- 
tal Hospitals  in  North  Carolina  under  a  uni- 
fied central  board,  of  which  the  Secretary  of 
the  State  Board  of  Health  shall  be  an  ex- 
officio  member ;  the  Board  to  be  comprised  of 
fifteen  members  appointed  by  the  Governor 
and  representative  of  the  Piedmont,  the  East- 
ern and  the  Western  sections  of  the  State — 

1.    The    Report    of    the    State    Hospital    Investigation    Board. 
Editorial.   North  Carolina  M.   J.   3:505-506    (Sept.)    1912. 


one  woman  and  four  men  being  chosen  to 
represent  each  section ;  the  term  of  appoint- 
ment being  for  five  years  and  staggered  so 
that  the  term  of  one  member  from  each  of 
the  divisions  shall  expire  each  year." 

The  provision  for  making  the  terms  of  ap- 
pointment five  years  and  staggering  them 
so  that  only  three  would  expire  each  year 
was  inserted  after  mature  deliberation,  in 
order  to  keep  this  unified  board,  so  far  as 
was  humanly  possible,  free  from  political 
domination.  The  members  of  the  board  of 
inquiry  all  recognized  the  grave  dangers  in- 
herent in  making  this  over-all  board  a  politi- 
cal football,  to  be  kicked  about  by  every  in- 
coming governor  at  will. 

The  board  of  inquiry  also  recommended 
that  the  central  board  should  select  a  general 
superintendent  of  mental  hygiene,  and  that 
he  should  "hold  office  at  the  pleasure  of  the 
Hospitals  Board  of  Control,  or  until  a  suc- 
cessor shall  be  appointed  and  qualify."  The 
commission  appointed  during  the  Ehring- 
haus  administration,  and  headed  by  Dr. 
Frederic  M.  Hanes1-1,  also  recommended  a 
general  director  of  mental  health  for  the 
state.  Neither  the  Hanes  commission  nor  the 
board  of  inquiry,  however,  recommended  a 
general  business  manager.  Both  these  groups 
felt  that  a  business  manager  for  each  insti- 
tution was  enough. 

Much  of  the  good  intention  of  the  board  of 
inquiry  was  nullified  by  the  1943  legislature, 
when  it  (1)  specified,  before  the  office  was 
filled,  that  the  general  superintendent  of 
mental  hygiene  should  be  employed  for  only 
two  years  "unless  sooner  removed  . .  .  for  in- 
competence or  misconduct." 

(2)  Inserted  the  standard  provision  that 
the  governor  should  have  the  power  to  re- 
move any  member  of  the  board  when  he 
pleased,  and  should  "not  be  required  to  give 
any  reason  for  such  removal." 

(3)  Provided  for  a  general  business  man- 
ager, and  set  up  a  system  of  dual  control, 
with  authority  divided  between  the  business 
and  the  professional  administrations. 

The  first  and  second  provisions  were  dis- 
cussed editorially  in  the  January  issue  of  the 
North  Carolina  Medical  Journal1'".  The 
third  was  a  source  of  constant  friction  at 
the  Morganton  hospital.  Any  request  from 
the    superintendent    to    a    non-professional 

2.  The    Morganton    Investigation,    Editorial,    North    Carolina 
M.   J.    3:109    (April)    1042. 

3.  Mr.    Oldham— Right    and    Wrong.    Editorial.    North    Caro- 
lina M.  J.  6:40   (Jan.)    1945. 
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employee,  even  for  something  so  simple  as 
the  repair  of  a  leaky  faucet,  was  apt  to  be 
met  with  a  surly  refusal — in  which  the  em- 
ployee might  be  upheld  by  the  business  man- 
ager. The  climax  came  when  the  business 
manager  resigned  and  the  executive  commit- 
tee— over  the  protest  of  the  general  business 
manager,  who  insisted  that  the  appointment 
was  his  prerogative — elected  a  successor. 
This  action  of  the  executive  committee  was 
approved  by  the  full  board. 

The  next  chapter  in  the  story  was  the  in- 
troduction of  Senate  Bill  No.  170  by  Senator 
O'Berry  of  Goldsboro.  This  bill  provides  for 
a  new  board  of  control,  to  be  appointed  by 
the  governor.  The  very  transparent  subter- 
fuge was  used  that  every  section  of  the  state 
would  have  better  representation  by  the  se- 
lection of  one  member  from  each  congress- 
ional district  than  by  the  present  arrange- 
ment of  dividing  the  appointments  equally 
among  the  eastern,  the  central,  and  the  west- 
ern sections  of  the  state.  The  real  purpose 
of  the  bill,  however,  is  contained  in  the  sec- 
tion which  provides  that  the  term  of  the  gen- 
eral business  manager  shall  be  increased 
from  two  to  six  years,  and  that  he  "shall 
have  full  supervision  over  the  fiscal  manage- 
ment, custodial  operations,  and  .  .  .  the  phy- 
sical properties  and  equipment  of  the  insti- 
tutions. All  personnel  or  employees  of  said 
institutions  engaged  in  any  aspect  of  the 
business  management .  .  .  shall  be  responsible 
to  the  supervision  and  direction  of  said  Gen- 
eral Business  Manager."  In  order  to  insure 
that  the  board  of  control  shall  not  interfere 
with  the  general  business  manager's  author- 
ity, further  provision  is  made  that  the  busi- 
ness manager  at  each  of  the  institutions 
shall  be  appointed  by  the  general  business 
manager  and  shall  function  "under  the  di- 
rection and  control  of  the  General  Business 
Manager.  He  may  be  removed  by  the  Gen- 
eral Business  Manager  for  incompetence  or 
misconduct." 

The  members  of  the  legislature  would  have 
done  well  to  read  at  least  the  summary  and 
recommendations  of  the  Hanes  commission's 
report.  On  pages  358-361  are  listed  the  mini- 
mum standards  for  state  hospitals  adopted 
by  the  American  Psychiatric  Association. 
The  first  three  are  as  follows: 

1.  The  chief  executive  officer  must  be  a  well- 
qualified  physician  and  experienced  psychiatrist 
whose  appointment  and  removal  must  not  be 
controlled  by   partisan  politics. 

2.  All  other  persons  employed  at  the  institution 
ought  to  be  subordinate  to  him  and  subject  to  re- 


moval by  him  if  they  fail  to  discharge  their  duties 
properly. 

3.  The  positions  and  administration  of  the  in- 
stitution must  be  free  from  control  for  the  pur- 
poses of  partisan  politics. 

It  took  no  prophet  to  foresee  some  of  the 
results  of  the  O'Berry  bill.  Already  Dr. 
Owen  and  Dr.  Saunders  have  resigned  as 
superintendents  of  the  state  hospitals  at  Ra- 
leigh and  Morganton,  and  many  of  the  physi- 
cians on  the  already  depleted  staffs  will  also 
get  out.  Their  places  will  be  hard  to  fill,  for 
psychiatrists  are  the  most  sought-after  men 
in  the  medical  profession.  According  to  Dr. 
Lawrence  S.  Kubie,  Special  Consultant  to  the 
Army  Air  Surgeon,  the  present  lack  of 
trained  psychiatrists  is  "the  most  critical 
manpower  shortage  in  the  country  today. "I4) 
Although  there  is  a  need  for  twenty  thous- 
and trained  psychiatrists,  only  three  thous- 
and are  available.  The  legislators  should 
have  been  warned  by  the  very  fact  that, 
while  there  were  nine  well  qualified  appli- 
cants for  the  business  manager's  place  at 
Morganton,  all  efforts  have  failed  to.  secure 
enough  physicians  to  replace  the  members  of 
the  medical  staff  who  have  died  within  the 
past  year. 

It  will  be  impossible  to  persuade  a  first- 
rate  psychiatrist,  unless  he  has  in  him  the 
stuff  of  which  martyrs  are  made,  to  accept 
the  position  of  general  superintendent  of 
mental  hygiene  under  the  proposed  arrange- 
ment. Last  fall  a  prominent  psychiatrist  in 
another  state  who  was  asked  to  consider  the 
position  said,  in  a  letter  declining  the  offer: 

You  will  find  that  most  medical  people  with 
sound  administrative  training  will  approach  any 
relationship  with  a  business  manager  very  cau- 
tiously. I  do  not  believe  that  a  double-headed  or- 
ganization can  operate  hospitals.  This  is  partic- 
ularly true  in  mental  hospitals  because  every  fi- 
nancial move  is  directly  related  to  the  welfare  of 
the  patients  and  this  applies  to  such  gross  ex- 
penditures as  new  construction  as  well  as  to  such 
details  as  the  repairing  of  hospital  linen  with  the 
assistance  of  patients.  I  know  that  most  physi- 
cians are  poor  business  people  and  that  they  do 
not  operate  hospitals  as  economically  as  factories. 
The  trouble  is  hospitals  are  not  factories  and  also 
cannot  be  operated  economically.  Such  a  relation- 
ship will  make  a  great  many  experienced  people 
shy  of  your  situation. 

The  first  board  of  control  was  composed 
of  men  and  women  who  served  at  real  per- 
sonal sacrifice,  because  they  were  interested 
in  the  welfare  of  the  state's  mentally  sick 
people.  This  board  had  been  in  existence  just 
long  enough  to  begin  to  understand  and  ap- 
preciate the  problems  involved  in  the  man- 

I.    The  Psychiatric  Bottleneck,  Editorial.  New  York  Med.  l: 
4:9    (Feb.   20)    1015. 
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agement  of  our  institutions  and  to  take  pride 
in  the  slow  but  sure  progress  made  toward 
bettering  the  lot  of  the  psychotic  patient. 
The  next  few  years  should  have  greatly  en- 
hanced the  usefulness  of  this  board.  With 
haste  that  borders  on  bad  manners,  however, 
the  amended  bill,  as  finally  adopted,  provides 
that  the  old  board  should  go  out  of  office  on 
April  1.  Is  it  too  frivolous  to  apply  to  the 
situation  the  old  rhyme, 

Since  I  was  so  soon  done  for, 
What  was  ever  I  begun  for? 

Doubtless  most  of  the  members  of  the  leg- 
islature are  honest  men  who  tried  sincerely 
to  do  their  best  for  the  welfare  of  the  state. 
The  passage  of  the  Mitchell  bill  (for  which 
Dr.  Maurice  H.  Greenhill  of  Duke  University 
deserves  a  large  share  of  the  credit),  bring- 
ing up  to  date  many  of  the  laws  regulating 
our  institutions  for  mental  patients,  was  a 
long  step  forward.  It  is  a  tragedy  that  the 
legislators  were  misled  into  taking  a  much 
longer  step  backward.  The  mentally  afflicted 
of  North  Carolina  will  pay  dearly  for  the 
action  of  "a  little  group  of  wilful  men."  This 
lesson  should  warn  physicians  and  their  pa- 
tients alike  what  may  be  expected  under 
medical  practice  controlled  by  politicians, 
whether  state  or  federal. 


AUSTRALIA'S  EXPERIENCE  WITH 
GOVERNMENT  MEDICINE 

This  journal  recently1"  quoted  the  South 
African  Medical  Journal  in  refutation  of  a 
statement  made  by  Miss  Amy  Porter  in 
Collier's  for  January  27,  to  the  effect  that 
"The  organized  doctors  of  Great  Britain 
strongly  favor  more,  rather  than  less,  com- 
pulsory insurance." 

Another  dissenting  opinion,  and  a  very 
able  one,  is  found  in  the  Medical  Journal  of 
Australia  for  January  6,  in  the  address  of 
David  Roseby,  retiring  president  of  the  Vic- 
torian Branch  of  the  British  Medical  Asso- 
ciation. The  address  is  devoted  largely  to  the 
efforts  of  Australian  organized  medicine  to 
withstand  the  encroachments  of  the  govern- 
ment on  the  practice  of  medicine. 

There  is  one  theme  which  flowed  throughout 
every  event  of  the  year  as  a  Wagnerian  Leitmotif 
— it  was  our  struggle  for  freedom — freedom  to 
carry  out  our  daily  tasks  according  to  the  tradi- 
tions of  practice  which  have  existed  for  thousands 
of  years.  As  a  counter  melody  there  has  been  our 
determination  to  see  . . .  that  nothing  but  the  very 
best  in  our  power  is  good  enough  for  the  citizens 
of  our  country. 

We  had  been  promised  by  the  former  govern- 
ment that  while  war  was  being  fought  we  were 


not  to  have  interference  with  the  conditions  of 
practice  ...  A  succeeding  government  claimed, 
however,  that  the  promise  of  the  former  govern- 
ment did  not  hold  good.  "You  see,"  they  say,  "an 
election  has  been  held  since  that  promise  was 
given.  There  is  a  new  government  ajid  a  new  min- 
ister." In  vain  we  said  that  it  was  the  same  party 
in  power,  and  the  same  persons  were  cabinet  min- 
isters .  .  .  The  result  was  the  Pharmaceutical  Bene- 
fits Act  and  all  that  followed  it. 

The  Pharmaceutical  Benefits  Act  set  up  a 
standard  formulary  which  must  be  used  by 
the  doctor  in  prescribing  for  his  panel  pa- 
tients. If  any  preparation  outside  the  form- 
ulary is  prescribed,  or  any  ingredient  added 
or  increased  in  amount,  the  "so-called  free 
bottle  of  medicine  is  to  be  charged  at  the  cost 
of  the  whole  of  the  ingredients."  Those  doc- 
tors who  like  to  mix  their  prescriptions,  as 
Whistler  said  he  mixed  his  paints,  "with 
brains,"  would  have  to  follow  the  fancy  of 
some  government  pharmacist  instead.  It  is 
rather  hard  to  visualize  American  doctors 
allowing  Messrs.  Wagner,  Murray  and 
Dingell  to  prescribe  for  them  the  medicines 
they  may  give  their  patients. 

Dr.  Roseby  reminds  his  colleagues  that 
"there  are  penalties  in  the  act,"  and  proves 
his  point  by  quoting  from  "The  New  Despot- 
ism," a  book  by  the  late  Lord  Hewart,  Lord 
Chief  Justice  of  England: 

As  an  example  of  present  despotic  bureaucracy, 
consider  the  treatment  of  panel  doctors  under  the 
National  Insurance  Acts  which  is  "pure  despot- 
ism". The  doctors  are  liable,  at  the  mere  discre- 
tion of  the  official  who  acts  for  the  Minister  of  . 
Health,  to  be  ruined  professionally  by  being 
struck  off  the  panel,  or  as  a  lesser  punishment,  to 
be  fined  to  an  arbitrary  extent.  In  one  instance,  a 
fine  of  one  thousand  pounds  was  imposed  on  two 
doctors  who  carried  on  business  in  partnership. 
"Excessive  prescribing",  an  offence  wholly  un- 
known to  the  law,  which  consists  in  prescribing 
for  the  patient  medicines  which  are  too  expensive 
in  quality  or  too  liberal  in  quantity,  is  one  of  the 
things  for  which  a  doctor  may  be  penalized.  One 
might  think  that  for  a  person  who  is  bound  by 
law  to  insure  and  pay  contributions  under  the 
acts,  the  best  medicine  ought  to  be  prescribed  in 
illness  . . .  One  might  wonder  whether,  in  this 
matter,  the  interests  of  patients  are  adequately 
taken  into  consideration. 

In  commenting  on  the  advantages  claimed 
by  the  politicians  for  doctors  in  government 
medical  service,  Roseby  tartly  says: 

I  recently  attended  a  meeting  of  government 
medical  officers  in  this  State,  where  salaries  only 
were  under  consideration.  My  only  comment, 
guarded,  of  course,  is  that  I  wish  that  any  young 
medical  graduate  who  contemplates  a  government 
.job  could  have  heard  the  remarks  of  those  already 
in  the  service. 

Could  it  be  that  Miss  Porter  was  misin- 
formed ? 

1.    British     Doctors     and     Compulsory     Insurance,      Editorial, 
North  Carolina   M.  J.   6:101    (Feb.)    1945. 
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CLINICO-PATHOLOGICAL 
' CONFERENCE 

Bowman  Gray  School  of  Medicine 

of  Wake  Forest  College 

Winston-Salem 

Presentation  of  Case 
First  admission 

This  50  year  old  farmer  entered  the  hos- 
pital for  the  first  time  on  December  1,  1942, 
complaining  of  fever  of  three  months'  dur- 
ation. Nineteen  years  prior  to  admission  he 
had  had  migratory  polyarthritis,  with  hot 
swollen  joints,  which  had  kept  him  in  bed 
for  ten  weeks.  He  was  told  at  that  time  that 
his  "heart  was  in  bad  shape."  Six  years  be- 
fore admission  he  noted  mild  dyspnea  on 
exertion.  A  year  later  he  went  "acutely  in- 
sane" for  ten  months,  but  recovered  com- 
pletely. The  onset  of  the  present  illness  was 
marked  by  diarrhea,  with  about  eight  black 
foamy  stools  a  day,  and  by  fever  without 
chills.  The  diarrhea  lasted  ten  days  and  was 
accompanied  by  anorexia  but  not  by  vomiting 
or  nausea.  His  family  physician  made  blood 
smears  and  told  him  that  he  had  malaria. 
He  was  given  white  tablets  to  take  three 
times  a  day,  but  had  noticed  no  improvement 
at  the  end  of  a  week.  He  continued  to  have 
fever  in  the  afternoon,  sometimes  as  high  as 
103  F.  He  noted  a  tender  erythematous 
eruption  on  the  face,  with  a  butterfly  dis- 
tribution. 

The  patient  stated  that  in  order  to  supple- 
ment his  income,  he  had  helped  a  butcher  for 
several  years.  Some  of  the  cattle  had  been 
condemned  by  the  health  department  as 
having  Bang's  disease.  He  frequently  boarded 
some  of  these  "skinny  animals"  until  they 
fattened  up.  A  short  time  before  the  onset 
of  the  present  illness  he  had  butchered  a 
sick  female  goat  which  "would  not  catch." 

Physical  examination  showed  the  tempera- 
ture to  be  100.4  F.,  the  pulse  100,  respira- 
tion 20,  blood  pressure  120  systolic,  55  dias- 
tolic. There  was  an  indurated  erythematous 
butterfly-shaped  eruption  across  the  malar 
prominences  and  the  nose.  There  were  two 
abdominal  masses.  One  was  in  the  left  upper 
quadrant  and  extended  down  to  the  level  of 
the  umbilicus:  it  was  thought  to  be  the 
spleen.  The  other  was  felt  in  the  right  upper 


quadrant  and  extended  three  fingers'  breadth 
below  the  right  costal  margin ;  this  was 
taken  to  be  the  liver. 

Accessory  clinical  findings:  Examination 
of  the  urine  was  negative.  The  blood  showed 
9.9  Gm.  of  hemoglobin,  4,180,000  red  blood 
cells,  5,100  white  blood  cells,  with  33  per 
cent  polymorphonuclears,  61  per  cent  lymph- 
ocytes, and  5  per  cent  monocytes.  The  sedi- 
mentation rate  was  18  mm.  in  one  hour.  A 
blood  smear  showed  signet  ring  forms  of 
malarial  parasites.  The  Kahn  test  was  neg- 
ative. Blood  cultures  showed  no  growth. 
Examination  of  the  spinal  fluid  yielded  no 
pathological  findings.  Agglutination  tests 
for  brucellosis,  typhoid,  paratyphoid  A  and 
B,  tularemia,  and  Shiga  and  Flexner  types 
of  dysentery  were  negative.  A  brucellergin 
skin  test  was  negative.  A  biopsy  of  the  left 
epitrochlear  lymph  node  revealed  only  fatty 
tissue.  Examinations  of  the  stools  were  neg- 
ative. 

Course  in  hospital:  The  temperature  curve 
was  of  an  irregular  spiking  type,  with  peaks 
reaching  103  F.  Forty-eight  hours  after  the 
patient  was  put  on  quinine  and  plasmochin 
his  temperature  reached  99  F.  and  remained 
there  for  forty-eight  hours,  but  began  to 
spike  again  soon  thereafter.  The  patient  was 
discharged  after  two  weeks.  He  was  told  to 
continue  quinine  sulfate  and  to  return  to  the 
outpatient  department  in  two  weeks  for  fur- 
ther observation.  He  was  seen  on  January 
7.  1943,  in  the  outpatient  clinic  and  reported 
that  he  had  continued  to  have  fever.  He  had 
had  several  episodes  of  epistaxis. 

Second  admission 

His  second  admission  was  on  January  24, 
1943.  He  had  continued  to  have  fever,  and 
one  week  before  admission  experienced  a  se- 
vere chill  which  lasted  several  hours.  Since 
the  previous  admission  his  upper  teeth  had 
been  removed.  An  indurated  erythematous 
rash  had  been  present  on  his  elbows  and  up- 
per arms  for  two  weeks.  He  had  had  a  re- 
currence of  diarrhea  and  fever. 

On  physical  examination  a  circumscribed 
maculo-papular  rash,  which  was  angry  red 
in  color  and  blanched  very  easily,  was  seen 
distributed  over  the  shoulders,  back  and  lat- 
eral aspects  of  the  arms.  The  heart  was  not 
enlarged.  There  was  a  fairly  harsh,  blowing 
systolic  murmur  at  the  aortic  area,  and  a 
high  pitched,  blowing  diastolic  murmur  was 
heard  down  the  left  sternal  border  when  the 
patient  was  in  the  upright  position.  This  was 
not  present  constantly.    The   remainder  of 
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the  findings  were  as  described  on  the  previ- 
ous examination. 

Accessory  clinical  findings:  The  hemo- 
globin was  7.5  Gm.  and  there  were  3,000,000 
red  blood  cells  and  4,200  white  blood  cells 
with  36  per  cent  polymorphonuclears,  6  per 
cent  eosinophils,  and  58  per  cent  lympho- 
cytes. Repeated  blood  cultures  were  negative. 

Course  in  hospital :  The  patient  was  given 
a  course  of  sulfadiazine;  he  developed  a 
febrile  response  to  the  drug,  however,  and  it 
|  was  discontinued.  Sternal  biopsy  revealed 
erythroblastic  hyperplasia  of  slight  degree. 
The  diastolic  aortic  murmur  could  be  heard 
only  on  a  few  occasions.  X-ray  examination 
of  the  chest  revealed  only  slight  cardiac  en- 
largement. The  patient  continued  to  run  an 
irregular  spiking  temperature  curve,  and 
was  discharged  unimproved  after  a  hospital 
stay  of  forty-two  days. 

Third  admission 

The  third  admission  was  on  May  24,  1943. 
The  patient  had  continued  to  run  fever  and 
had  had  intermittent  diarrhea  and  anorexia 
since  discharge.  He  had  also  had  four  at- 
tacks of  paroxysmal  nocturnal  dyspnea.  The 
remainder  of  his  teeth  had  been  pulled.  The 
physical  findings  were  essentially  the  same 
as  on  previous  admissions. 

Accessory  clinical  findings :  There  were 
6.7  Gm.  of  hemoglobin,  3,600,000  red  blood 
cells  and  5,850  white  blood  cells  with  73  per 
cent  polymorphonuclears,  19  per  cent  lymph- 
ocytes, and  7  per  cent  monocytes.  Blood  cul- 
tures made  aerobically,  anaerobically  and 
under  10  per  cent  carbon  dioxide  tension 
were  sterile.  An  x-ray  of  the  chest  showed 
increased  cardiac  enlargement  of  aortic  con- 
figuration. There  was  generalized  accentua- 
tion of  the  bronchial  and  vascular  markings 
throughout  both  lung  fields  without  specific 
characteristics.  The  electrocardiogram  was 
normal. 

Course  in  hospital :  The  temperature  curve 
spiked  up  to  104  degrees  F.  On  June  5,  1943, 
peritoneoscopy  was  performed  and  a  section 
of  the  spleen  was  removed  for  biopsy.  A  few 
hours  later  the  patient  went  into  shock.  He 
vomited  several  times.  The  abdomen  was 
tender ;  muscle  spasm  was  present  and  peris- 
talsis was  absent.  The  pulse  rate  went  to 
145  per  minute,  and  the  patient  was  cold, 
cyanotic,  and  sweating  profusely.  He  died 
eighteen  hours  after  operation. 


Discussion 


Dr.  Robert  L.  McMillan:  The  terminal 
event  in  this  patient's  life  seems  to  have  been 
massive  hemorrhage  into  the  peritoneal  cav- 
ity, with  irreversible  shock  and  death.  The 
source  of  the  hemorrhage  was  the  site  of  the 
incision  made  in  the  spleen  through  the  peri- 
toneoscope. It  is  worthy  of  mention  that 
bleeding  from  such  incisions  done  in  this 
manner  is  obviously  very  difficult  to  control. 

Several  features  stand  out  in  the  history, 
physical  findings  and  laboratory  data.  Un- 
doubtedly one  point  of  great  significance  is 
the  aortic  diastolic  murmur.  As  was  noted 
in  the  summary,  this  murmur  was  distinctly 
heard  by  numerous  investigators  on  one  day 
and  was  inaudible  on  the  next.  Nineteen 
years  before  admission,  at  the  age  of  31,  the 
patient  had  what  seems  to  have  been  typical 
rheumatic  fever,  and  was  told  that  he  had 
heart  disease.  For  the  past  six  years  the 
patient  had  had  dyspnea  on  exertion.  One 
may  thus  presume  that  he  had  rheumatic 
endocarditis. 

Of  further  interest  in  connection  with  this 
heart  murmur  are  the  recurring  fever  and 
the  butterfly-shaped  eruption  over  the  nose 
and  face,  which  suggest  the  possibility  of 
disseminated  lupus  erythematosus  with  ver- 
rucous endocarditis.  One  could  hardly  doubt 
the  diagnosis  of  disseminated  lupus  erythe- 
matosus with  such  an  adequate  description 
of  the  typical  butterfly  lesion.  However,  it 
should  be  recalled  that  this  patient  presented 
no  evidence  of  mitral  stenosis,  which  is  the 
typical  valvular  lesion  in  the  rare  cases 
of  verrucous  endocarditis.  Involvement  of 
the  aortic  valve  alone  by  this  process  has  not 
been  described,  and  the  4  instances  of  aortic 
valve  involvement  in  a  total  of  23  cases  of 
verrucous  endocarditis  described  by  Gross111 
exhibited  lesions  of  the  aortic  valve  demon- 
strable only  by  microscopic  means  and  hence 
not  capable  of  producing  the  murmur  of 
aortic  insufficiency.  Therefore,  we  may  elim- 
inate verrucous  endocarditis  as  a  cause  of 
this  patient's  endocardial  lesion. 

Such  a  diastolic  murmur  arising  as  the 
result  of  a  partially  ruptured  aorta  or  dis- 
secting aneurysm  of  the  aorta  would  almost 
certainly  be  associated  with  pain  in  the  chest 
and  hypertension,  neither  of  which  was  pres- 
ent in  this  case.  The  facts  that  the  illness 
was  of  nine  months'  duration,  was  febrile  in 

1.  Gross,  L. :  Cardiac  Lesions  in  I.ibnian  Sacks  Disease,  with 
Consideration  of  Its  Relationship  to  Acute  Diffuse  I.upus 
Erythematosus,    Am.    J.    Path.    16:875-408    (July)    1941). 
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character,  and  was  associated  with  enlarge- 
ment of  the  spleen  would  further  rule  out 
these  possibilities.  Another  lesion  of  kindred 
type  which  produces  a  diastolic  murmur 
arising  in  the  aortic  valve  is  perforation  of 
an  aortic  cusp.  This,  however,  gives  rise  to 
an  extremely  loud  diastolic  murmur  gener- 
ally heard  over  the  entire  mid-precordium 
and  most  often  of  grade  IV  to  grade  VI  in- 
tensity, according  to  Levine's  classification 
of  heart  murmurs.  This  was  not  present  in 
this  case. 

This  patient  presented  the  following  evi- 
dences of  subacute  bacterial  endocarditis : 
chills,  fever,  anemia,  splenomegaly,  diarrhea, 
epistaxis,  a  progressive  unremitting  illness, 
and  an  inconstant  murmur  typical  of  aortic 
insufficiency.  In  the  great  majority  of  cases 
of  bacterial  endocarditis  the  lesion  occurs  in 
one  of  the  valves  on  the  left  side  of  the  heart 
— that  is,  either  the  aortic  or  the  mitral 
valve.  Against  the  diagnosis  of  subacute  bac- 
terial endocarditis  are  the  negative  blood  cul- 
tures, the  leukopenia,  and  the  clinical  evi- 
dence of  disseminated  lupus  erythematosus. 
The  finding  of  negative  blood  cultures  in  sub- 
acute bacterial  endocarditis  is  not  unusual. 
If  the  disease  is  suspected  clinically  one 
should  obtain  blood  cultures  two  or  three 
times  a  day  for  four  or  five  consecutive  days. 
By  this  means,  and  by  inoculating  various 
culture  media  both  aerobically  and  anaero- 
bically  it  is  more  often  possible  to  obtain 
positive  blood  cultures.  Streptococcus  viri- 
dans  frequently  cannot  be  cultured  from 
blood  taken  when  the  patient's  temperature 
is  quite  high,  but  may  appear  in  cultures  of 
blood  taken  when  the  temperature  is  normal 
or  subnormal.  In  general  the  best  time  to 
obtain  blood  for  cultures  in  suspected  cases 
of  bacterial  endocarditis  is  just  as  the  tem- 
perature begins  to  rise. 

In  light  of  the  above  reasoning,  it  seems 
that  the  greatest  weight  of  evidence  is  in 
favor  of  this  patient's  having  had  subacute 
bacterial  endocarditis.  It  is  probable  that 
these  bacterial  vegetations  were  super- 
imposed on  a  rheumatic  lesion  of  the  aortic 
valve  which  resulted  from  the  rheumatic 
fever  nineteen  years  previously. 

There  are  two  other  points  in  this  case 
which  demand  clarification.  The  first  con- 
cerns the  type  of  organism  involved  in  this 
endocarditis,  and  the  second  concerns  the 
"disappearing  aortic  diastolic  murmur." 
Statistically  the  organism  most  likely  to  be 
responsible  for  the  endocarditis  is  the  Strep- 


tococcus viridans.  It  is  well  known,  however, 
that  this  organism  is  much  easier  to  grow 
by  culture  than  is  the  Brucella  melitensis  or 
Hemophilus  influenzae.  The  last  two  bacteria 
also  are  frequently  associated  with  leuko- 
penia. In  addition,  the  patient  gave  an  ex- 
cellent history  of  exposure  to  animals  pre- 
sumably infected  with  Bang's  disease,  and 
the  lesion  in  this  case  might  very  well  have 
been  due  to  Brucella  melitensis  infection 
superimposed  on  rheumatic  endocarditis  of 
the  aortic  valve. 

As  regards  the  aortic  murmur  which  fre- 
quently disappeared  for  varying  lengths  of 
time,  I  am  reminded  of  a  similar  case  which 
I  observed  in  this  hospital  three  or  four 
years  ago.  At  autopsy  a  turnip-shaped  bac- 
terial vegetation  was  found  to  be  attached  to 
one  of  the  cusps  of  the  pulmonic  valve.  Dur- 
ing systole  these  vegetations,  particularly  if 
they  are  pedunculated,  are  frequently  car- 
ried by  the  out-going  blood  flow  through  the 
valve  ring,  and  a  systolic  murmur  is  thus 
produced.  During  diastole  they  may  serve  to 
make  the  valve  competent  by  being  set  firmly 
in  the  valve  ring.  At  other  times,  however, 
these  vegetations  may  remain  below  the 
valve  ring  and  lie  within  the  chamber  of  the 
right  or  left  ventricle  (in  the  case  under  dis- 
cussion tonight,  in  the  left  ventricle)  and  not 
flow  out  of  this  chamber  during  systole. 
When  this  occurs  the  diastolic  murmur  is 
present,  whereas  if  the  vegetations  are  car- 
ried up  through  the  aortic  valve  ring  and 
close  the  valve  during  diastole,  the  diastolic 
mumur  is  not  present. 

Dr.  McMillan's  Diagnoses 

(1)  Disseminated  lupus  erythematosus 

(2)  Chronic  rheumatic  heart  disease  with 
aortic  insufficiency 

(3)  Subacute  bacterial  endocarditis  due 
to  (a)  Brucella  melitensis,  or  (b) 
Streptococcus  viridans. 

Pathological  Discussion 

Dr.  W.  C.  Thomas:  The  basic  alterations 
in  structure  in  this  case  were  encountered 
in  the  heart  and  in  the  reticuloendothelial 
system  of  the  body.  The  heart  weighed  500 
Gm.  The  lines  of  closure  of  the  mitral  valve 
were  thickened  and  presented  endothelial- 
lined,  small,  nodular  masses.  The  wall  of  the 
left  ventricle  measured  2  cm.  in  thickness. 
Marked  thickening  and  calcification  of  the 
free  edges  of  the  aortic  valve  were  noted. 
The  anterior  leaflet  presented  a  roughened 
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surface  which  showed  perforation  of  the 
cusp  below  the  free  edge.  This  roughened 
area  was  fibrous  in  character  and  no  definite 
fresh  thrombi  could  be  demonstrated.  Micro- 
scopic sections  of  the  heart  showed  perivas- 
cular scarring  with  occasional  areas  of  mon- 
ocytic infiltration.  The  mitral  and  aortic 
valves  showed  fibrosis  at  the  free  ends  of  the 
cusps.  Calcification  was  prominent  in  the 
aortic  leaflets.  Polymorphonuclear  neutro- 
phils and  lymphocytes  occurred  in  scattered 
masses  on  the  endothelial  surface  near  the 
free  edge  of  the  valve  and  were  the  sole  rep- 
resentatives of  activity  in  the  otherwise  qui- 
escent histological  stage.  Bacteria  were  not 
demonstrated  after  search  in  smears,  sec- 
tions, and  bacteriological  studies  directed  to- 
ward the  isolation  of  unusual  as  well  as  of 
the  usual  organisms. 

The  spleen  and  liver  were  enlarged,  weigh- 
ing 1175  Gm.  and  2440  Gm.  respectively. 
The  pre-aortic  chain  of  lymph  nodes  were 
enlarged  to  twice  the  normal  size.  Micro- 
scopic sections  showed  marked  reticulo- 
endothelial cell  activity  in  the  lymphoid 
structures,  with  scattered  foci  of  reactivity 
of  the  tissue  varying  from  frank  necrosis  to 
epithelioid  cell  accumulations.  Giant  cells 
containing  two  to  four  nuclei  were  present 
in  the  sinusoids. 

Aseptic  infarcts  of  varying  sizes  and  ages 
occurred  in  the  spleen  and  kidneys.  Fresh 
antemortem  blood  clots  were  attached  to  the 
site  of  biopsy,  and  the  peritoneal  cavity  con- 
tained 1550  cc.  of  bright  red  bloody  fluid. 

Anatomical  Diagnoses 

1.  Aortic  and  mitral  valvulitis,  probably  due 
to  old  rheumatic  fever 

2.  Aortic  valvulitis,  recent,  with  perfora- 
tion of  one  leaflet;  causative  agent  or 
agents  not  demonstrated 

3.  Hepato-splenomegaly 

4.  Infarcts,  multiple,  in  kidneys  and  spleen 

5.  Midline  abdominal  incision,  recent 

6.  Incision  into  spleen 

7.  Hemoperitoneum 
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The  object  of  first  importance  to  the  physician  is 

to  cure  or  to  relieve  his  patient  but  this  object  fre- 
quently is  frustrated  by  the  influence  of  adverse  sug- 
gestion. In  order  to  prevent  these  developments  it 
is  necessary  to  comfort  the  patient,  to  encourage 
him  and  to  secure  for  him  serenity  of  mind  even 
though  this  may  require  the  curtailment  of  the  diag- 
nostic study.  Extensive  study  defeats  its  object  when 
it  produces  doubt,  confusion,  frustration,  apprehen- 
sion and  fear.  —  Paul  P.  Swett:  Suggestion  as  a 
Cause  of  Disease,  Connecticut  State  M.  J.  8:687 
(Oct.)   1944. 


J.  F.  Owen,  M.D.,  LL.B. 
Raleigh 

X-Ray  Negatives:  In  the  absence  of 
an  agreement  to  the  contrary,  x-ray 
negatives  are  the  property  of  the 
physician  or  surgeon  who  made  them. 

In  this  case  a  corporation  was  sued  by  a 
physician  for  payment  for  professional  serv- 
ices rendered  to  an  employee  of  the  company 
following  an  injury  sustained  by  the  work- 
er while  about  his  usual  and  customary 
duties.  According  to  the  record,  the  physi- 
cian cared  for  the  patient  for  approximately 
three  and  a  half  months.  The  corporation, 
although  admitting  that  they  had  engaged 
the  doctor  for  the  purpose  mentioned  above, 
sought  to  avoid  payment  for  the  services  up- 
on the  following  bases : 

First,  that  the  physician  failed  to  send  in 
frequent  reports  as  to  the  progress  of  the 
patient  during  his  treatment;  second,  that 
the  doctor  refused  to  deliver  x-ray  films  to 
the  company  for  the  use  of  another  doctor 
employed  by  the  defendant  to  treat  the  pa- 
tient; and  third,  that  the  case  came  under 
the  jurisdiction  of  the  Workmen's  Compen- 
sation Act. 

The  verdict  in  Superior  Court  was  ren- 
dered in  favor  of  the  physician,  and  the  case 
was  then  brought  up  on  appeal  to  the  Su- 
preme Court. 

Among  the  exceptions  offered  by  the  de- 
fendant company  the  one  of  most  interest 
perhaps  to  the  medical  profession  concerned 
the  refusal  of  the  doctor  to  deliver  his  x-ray 
negatives  to  the  corporation  for  use  by  an- 
other doctor,  these  negatives  being  the  ones 
taken  by  the  physician  incident  to  his  treat- 
ment of  the  injured  employee.  The  appellate 
court  was  of  the  opinion  that  the  doctor  was 
fully  justified  in  refusing  to  surrender  the 
x-ray  negatives  for  the  reason  that,  in  the 
absence  of  an  agreement  to  the  contrary, 
such  negatives  are  the  property  of  the  physi- 
cian or  surgeon  who  has  them  made  incident 
to  treating  a  patient.  The  reasons  advanced 
for  the  above  opinion  are  as  follows : 

First,  under  ordinary  circumstances,  x-ray 
negatives  are  meaningless  to  the  average 
layman ;  second,  they  constitute  an  important 
part  of  the  doctor's  clinical  records;  and 
third,  in  the  event  of  a  malpractice  suit,  the 
negatives  may  be  introduced  as  evidence  to 
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justify  the  doctor's  treatment  of  the  patient 
under  his  care. 

The  Supreme  Court  sustained  the  findings 
of  the  court  below  in  favor  of  the  plaintiff 
physician. 

As  a  warning,  it  should  perhaps  be  stated 
that    while    the    question    of    the    property 


rights  of  physicians  in  their  x-ray  negatives 
is'well  settled,  courts  of  competent  jurisdic- 
tion may,  under  certain  circumstances,  order 
x-ray  negatives  and  other  records  produced, 
and  subpoenas  issued  for  this  purpose  must 
be  obeyed  accordingly.  (262  N.  W.  296,  Fall 
Term,  1935.) 


Tuberculosis  Abstracts 

A  Review  for  Physicians 

ISSUED  MONTHLY  BY  THE  NATIONAL  TUBERCULOSIS  ASSOCIATION 

Vol.  XVIII  April,  1945  No.  4 

JOSEPH  CONRAD  once  said,  "A  word  carries  far  —  very  far  —  deals  destruction 
through  time  as  the  bullets  go  flying  through  space."  Medicine  has  a  few  such  words. 
Too  often  these  are  used  when  a  serious  or  potentially  serious  condition  must  be  ex- 
plained to  an  apprehensive  patient.  When  words  treacherously  lull  either  the  patient  or 
the  physician  into  a  false  sense  of  security,  then  words  may  ultimately  maim  or  destroy 
as  surely  as  if  they  were  bullets. 

A  SPOT  ON  THE  LUNG 


It  is  futile  to  search  in  dictionaries  or 
medical  text-books  for  a  definition  of  the 
term  "a  spot  on  the  lung."  But  the  term  is 
being  used  with  great  frequency  by  physi- 
cians, nurses  and  laymen  alike.  If  this  term 
is  subjected  to  scrutiny,  it  is  found  that  it 
may  mean  anything  and  everything  that  pro- 
duces either  a  shadow  or  an  area  of  de- 
creased density  in  a  chest  roentgenogram 
or  anything  and  everything  that  causes  ab- 
normal physical  signs  over  the  lungs.  If, 
then,  this  expression  has  no  meaning  that 
cannot  be  stated  more  precisely  in  other 
terms,  it  remains  to  be  found  out  why  it  is 
being  used.  If  this  is  one  of  the  terms  that 
does  not  express  a  definite  meaning,  does  it 
possibly  obscure  a  meaning? 

Nobody  who  has  searchingly  studied  the 
histories  of  patients  with  pulmonary  disease 
can  doubt  that  the  real  function  of  the 
phrase,  "a  spot  on  the  lung,"  is  to  cloud  the 
facts.  It  is  a  cloak  for  a  great  variety  of 
pulmonary  diseases,  a  protective  screen  for 
the  inability  or  unwillingness  of  the  physi- 
cian to  arrive  at  a  diagnosis  acceptable  to 
himself,  a  disguise  for  a  bitter  truth  that 
the  physician  hesitates  to  tell  the  patient,  an 
escape  for  the  patient  who  tries  to  elude 
further  diagnostic  work  and  necessary  treat- 
ment. After  all,  one  does  not  die  of  "a  spot 
on  the  lung."  but  one  can  die  of  bronchial 


carcinoma  and  one  might  die  of  pulmonary 
tuberculosis.  Along  with  much  other  evasive, 
medical  double-talk,  "a  spot  on  the  lung"  is 
a  verbal  mechanism  of  escape  from  reality. 
In  the  same  category  belongs  the  term  "a 
touch  of  tuberculosis"  and,  improperly  ap- 
plied, "nothing  but  a  little  thickened  pleura." 

No  physician  needs  to  be  told  that  "a  spot 
on  the  lung"  is  no  diagnosis.  He  realizes  that 
it  is  evidence,  on  the  one  hand,  of  healed  dis- 
ease which  calls  neither  for  treatment  nor 
for  alarming  its  bearer,  or,  on  the  other,  of 
active  disease  in  need  of  treatment.  The 
physician  sometimes  uses  the  term  in  pa- 
tients in  whom  he  has  failed  to  establish, 
with  a  certainty  that  carries  conviction  for 
himself,  the  difference  between  active  dis- 
ease and  obsolete  scar.  "A  spot  on  the  lung" 
has  a  pleasantly  innocent  sound.  It  lulls  into 
inertia  and  indifference  whatever  doubts  or 
curiosity  the  patient,  and,  even  in  some 
cases,  the  doctor  may  have.  But  still  it  is, 
for  the  physician,  a  mental  reservation.  It 
seems  to  beckon  as  a  safe  place  to  stand  if 
"a  spot  on  the  lung"  later  turns  out  to  be 
carcinoma,  tuberculosis  or  bronchiectasis. 

Admittedly,  this  judgment  may  be  harsh. 
But  I  dare  say  that  it  will  be  resented  only 
by  those  who,  with  the  instrumentality  of 
this  ambiguous  term,  neglect  their  obligation 
of  persevering  until  "  a  spot  on  the  lung" 
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has  been  accurately  diagnosed.  No  person 
need  be  told  that  he  has  "  a  spot  on  the  lung." 
If  the  condition  is  as  clinically  insignificant 
as  the  term  suggests,  the  patient  should  be 
told  that  he  has  a  scar  from  a  previous  tuber- 
culous infection — one  that  needs  an  occa- 
sional check-up  or  one  that  needs  no  further 
observation.  Or  when  the  diagnosis  is  cer- 
tain, the  patient  should  be  told  that  his  lungs 
are  normal.  For,  while  "a  spot  on  the  lung" 
is  often  the  obscured  beginnings  of  destruc- 
tive disease,  it  is,  in  other  cases,  the  starting 
point  for  tuberculophobia  and  anxiety  neu- 
roses, conditions  that  are  no  less  crippling 
and  hardly  more  easily  curable  than  tuber- 
culosis itself. 

But,  though  every  reflecting  physician 
knows  that  "a  spot  on  the  lung"  is  a  mean- 
ingless and  dangerous  term,  the  utter  con- 
venience of  the  expression — and  others  like 
it — militates  against  their  prompt  extinc- 
tion. Past  experience  justifies  a  pessimistic 
outlook.  No  amount  and  intensity  of  medical 
education  are  likely  to  eliminate  entirely  the 
term  from  medical  parlance.  Medical  educa- 
tion however  is  being  overtaken  by  the  in- 
formation that  the  public,  including  the  pros- 
pective patient,  is  acquiring.  People  are 
learning  to  realize  fully  the  confusing  ambi- 
guity of  the  term,  they  are  beginning  to  re- 
fuse its  acceptance  just  as  an  enlightened 
consumer  protests  against  ambiguous  and 
misleading  labels  on  packaged  goods.  And 
the  comparison  is  eminently  proper :  for  all 
intents  and  purposes,  "a  spot  on  the  lung"  is 
ambiguous  and  misleading  labeling.  It  may 
well  be  that  through  the  protest  of  the  con- 
sumer, by  the  refusal  of  every  layman  to  be 
satisfied  with  the  pseudo-diagnosis  of  "a 
spot  on  the  lung"  the  term  will  eventually 
disappear. 

It  is  high  time  for  the  medical  and  nursing 
professions  and  everyone  engaged  in  tuber- 
culosis work  to  bury  a  medical  term  that 
has  quite  literally  buried  so  many  patients. 

A  Spot  on  the  Lung,  Max  Pinner,  M.D.,  The 
NTA  Bulletin,  January,  1945. 
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The  danger  to  others  of  communicable  tuberculo- 
sis among  elderly  persons  is  great.  Many  of  them 
are  grandparents  and  it  is  not  unusual  to  trace 
fatal  tuberculosis  in  children  and  others  to  them. 
Casparis  cited  the  case  of  several  young  Negro 
maids  who  had  successively  died  while  working  in 
one  home,  or  soon  after.  Investigation  revealed  the 
fact  that  an  elderly  white  man  in  this  home  had 
communicable  tuberculosis  which  was  previously 
unsuspected.  J.  Arthur  Myers,  M.D.,  Modern  Hos- 
pital, April,  1944. 


PRESIDENT'S   MESSAGE 
POST  WAR  PLANNING 

The  Committee  on  Post  War  Planning  of 
the  Medical  Society  of  the  State  of  North 
Carolina  consists  of  W.  C.  Davison,  Chair- 
man. Hubert  B.  Haywood,  C.  C.  Carpenter, 
W.  R.  Berryhill,  W.  M.  Coppridge  and  J.  W. 
Vernon.  This  committee  is  particularly  in- 
terested in  ways  and  means  of  giving  every 
assistance  possible  to  our  membership  in  the 
armed  forces  who,  we  hope,  will  soon  begin 
to  return  to  civilian  practice.  The  following 
letters  are  being  sent  to  every  member  of  the 
Society  in  the  armed  services.  The  commit- 
tee realizes  that  there  are  many  young  North 
Carolina  physicians  serving  in  the  various 
branches  of  the  service  who  are  not  members 
of  the  Society.  Any  member  of  the  Society 
who  knows  one  of  these  men  can  get  copies 
of  these  letters  by  writing  Secretary  McMil- 
lan. We  hope  that  you  will  do  this  and  will 
send  the  letters  to  these  men. 

Sincerely  yours, 

Paul  F.  Whitaker,  M.D. 


TO  THE  MEMBERS  OF  THE  MEDICAL  SOCIETY 

OF  THE   STATE   OF   NORTH   CAROLINA 

SERVING  WITH  THE  ARMED  FORCES 

The  Medical  Society  of  the  State  of  North  Caro- 
lina, along  with  the  rest  of  the  country,  recognizes 
to  the  fullest  extent  its  indebtedness  to  its  members 
who  at  great  personal  sacrifice  have  entered  and 
served  with  the  armed  forces  of  the  nation.  With  a 
profound  sense  of  appreciation  of  the  service  that 
you  have  rendered,  the  sacrifices  that  you  have 
made,  and  the  frustrations  that  you  have  encount- 
ered, it  is  anxious  to  assist  you  in  every  way  pos- 
sible in  your  return  to  civilian  practice,  and  the 
privileges  and  responsibilities  of  civilian  life.  The 
Society  wants  to  know  what  you  desire,  and  is  anx- 
ious to  obtain  your  views  on  any  matters  that  you 
care  to  discuss,  toward  the  end  that  it  may  offer 
you  every  possible  assistance  in  whatever  you  wish 
to  undertake. 

The  Committee  on  Post  War  Planning,  under  the 
chairmanship  of  Dr.  Wilburt  C.  Davison,  has  been 
giving  consideration  to  ways  and  means  of  assist- 
ing you  in  every  manner  possible,  particularly  in 
offering  opportunity  for  further  postgraduate  train- 
ing. Their  letter  to  you  is  enclosed,  and  we  hope 
that  you  will  acquaint  the  committee  with  your 
views  and  desires,  toward  the  end  that  your  Society 
may  be  of  the  greatest  service  to  each  of  you. 

With  every  good  wish  of  your  colleagues  at  home, 
and  trusting  that  it  will  not  be  too  long  before  you 
are  back  with  us  again,  we  remain 

Cordially  and  sincerely  yours, 

THE  MEDICAL  SOCIETY  OF  THE 
STATE  OF  NORTH  CAROLINA 
By  Paul  F.  Whitaker,  President 
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TO    THE    650    NORTH    CAROLINA    PHYSICIANS 
IN  THE  ARMED   SERVICES 

The  Medical  Society  of  the  State  of  North  Caro- 
lina, in  common  with  the  rest  of  the  nation,  recog- 
nizes its  debt  to  you  who  are  serving  in  the  armed 
forces,  and  through  the  postwar  planning  committee 
is  anxious  to  assist  you  in  obtaining  the  postgradu- 
ate medical  training  which  you  may  desire  on  your 
return.  The  questionnaires  which  you  have  returned 
to  the  American  Medical  Association  are  being  stud- 
ied, but  in  addition,  it  would  be  apreciated  if  you 
would  let  us  know  the  postwar  training  which  you 
want  and  the  institutions  at  which  you  prefer  to 
have  it.  The  medical  schools  of  Duke  and  North 
Carolina  Universities,  the  Bowman  Gray  School  of 
Medicine  of  Wake  Forest  College,  and  the  North 
Carolina  hospitals  ai*e  cooperating  to  provide  the 
training  which  you  want. 

All  veterans,  regardless  of  the  age  at  which  they 
entered  the  service  and  whether  or  not  they  had 
been  in  practice,  are  eligible  under  the  G.  I.  Bill  of 
Rights  for  a  retraining  course  of  one  year  at  any 
institution  approved  by  the  Veterans  Administra- 
tion, which  will  pay  fees  to  the  institution  up  to 
$500  per  year  and  a  subsistence  allowance  of  $50 
monthly  to  the  veteran — $75  if  he  has  a  dependent. 

On  completion  of  this  one-year  course,  veterans 
who  entered  the  service  under  25  years  of  age  and 
those,  regardless  of  age,  who  can  show  that  their 
training  was  impeded  or  interrupted  by  their  en- 
trance into  the  service  also  are  entitled  to  additional 
training  of  the  same  number  of  months  they  have 
been  in  the  service.  In  other  words,  a  medical  officer 
who  has  been  in  the  armed  forces  for  thirty  months 
and  entered  the  service  at  age  of  25  years  or,  re- 
gardless of  age,  had  been  an  intern  or  resident  but 
had  not  completed  his  resident  training,  is  eligible 
for  three  and  one-half  years  of  postwar  training — 
that  is,  one  year  plus  thirty  months. 

Refresher  or  brush-up  courses  can  be  given  at 
Duke  and  the  Bowman  Gray  School  of  Medicine  of 
Wake  Forest  College  for  the  former  practitioners 
by  appointing  additional  instructors  in  medicine, 
pediatrics  and  obstetrics  at  each  of  the  two  schools. 
It  is  realized  that  refresher  courses  are  the  least 
satisfactory  method  of  postgraduate  education. 
However,  many  of  the  medical  officers  who  have 
been  in  practice  may  wish  to  return  to  their  homes 
as  quickly  as  possible  to  start  rebuilding  their  in- 
comes, so  these  refresher  courses  may  have  to  be 
arranged  in  repeated  short  doses,  emphasizing  the 
recent  medical  advances,  to  accommodate  the  physi- 
cians who  can  spare  only  a  week  or  two  at  a  time. 

Hospital  experience  and  tutoring  for  the  former 
specialists  can  be  easily  arranged  with  the  245 
North  Carolina  licentiates  of  the  various  specialty 
boards.  The  experience  of  working  in  a  busy  special- 
ist's office  should  greatly  help  these  returning  of- 
ficers to  bring  their  knowledge  up  to  date. 

The  ex-interns  and  ex-residents,  as  well  as  some 
of  the  former  practitioners,  may  wish  three  to 
twenty-four  months  of  hospital  training  in  the 
specialties,  and  additional  residencies  will  be  pro- 
vided. For  example,  the  North  Carolina  teaching 
hospitals  have  six  prewar  approved  pediatric  resi- 
dencies, but  arrangements  had  been  made  with  the 
pediatricians  in  the  other  hospitals  for  ten  additional 
pediatric  residents.  Under  this  plan,  the  hospitals 
can  appoint  sixteen  residents  instead  of  the  usual 
six,  each  of  whom  would  spend  three  to  six  months 
at  one  or  more  of  these  hospitals  under  the  super- 
vision of  a  licentiate  of  the  American  Board  of  Pedi- 
atrics, thereby  obtaining  a  broader  training  than 
would  be  possible  in  one  institution.  A  similar  pro- 
gram has  been  planned  in  the  other  specialties  and 
combinations  of  specialties. 


In  addition,  training  will  be  provided  at  the  three 
North  Carolina  medical  schools  in  the  basic  medical 
sciences — anatomy,  biochemistry,  physiology,  pharm- 
acology, bacteriology  and  pathology — for  at  least 
three  reasons:  first,  the  requirements  of  the  specialty 
boards  must  be  satisfied;  secondly,  the  practitioner 
needs  this  training  to  help  him  improve  his  practice 
of  medicine;  and  finally,  it  is  highly  desirable  to  en- 
courage some  of  the  returning  medical  officers  to 
become  teachers  in  these  subjects  in  which  they  are 
greatly  needed  if  good  teaching  and  high  research 
levels  are  to  be  maintained  after  the  war. 

All  of  these  plans  are  modifiable  to  allow  for  the 
wide  range  in  the  returning  medical  officers'  prewar 
status,  their  variety  of  war  experiences — field  or 
hospital  duty — and  their  rate  of  demobilization.  This 
training  can  be  started  tomorrow  morning  or  at  any 
time  a  medical  officer  returns,  and  is  flexible  enough 
to  fit  the  needs  of  those  who  want  only  a  refresher 
course,  as  well  as  of  those  who  desire  one  or  more 
years  of  hospital  experience  in  order  to  complete 
the  requirements  of  the  specialty  boards. 

Please  let  us  know  what  you  want  and  what  you 
think  of  the  above  program,  as  well  as  any  other 
suggestions,  as  all  of  us  are  anxious  to  assist  you 
in  every  way  to  obtain  the  postwar  training  you 
desire. 

With  best  wishes, 

Yours  sincerely, 

Postwar  Planning  Committee  of  the  Medical 
Society  of  the  State  of  North  Carolina 

Hubert  B.  Haywood,  M.D. 

W.  M.  Coppridge,   M.D. 

W.  R.  Berrvhill.   M.D. 

C.   C.   Carpenter,   M.D. 

James  W.  Vernon,  M.D. 

W.  C.  Davison,  M.D. 


STATEMENT  TO  THE 

APPROPRIATIONS  COMMITTEE  OF 

THE  LEGISLATURE 

Paul  F.  Whitaker,  M.D. 

Mr.  Chairman,  C<  nth  men  of  the  Appropria- 
tions Committee,  Ladies  and  Gentlemen: 

Last  fall  a  number  of  physicians  and  distinguished 
members  of  the  Poe  Commission  appeared  before 
the  Advisory  Budget  Commission  and  outlined  the 
results  of  their  intensive  study  of  the  problem  of 
medical  and  hospital  care  in  North  Carolina.  The 
Poe  Commission,  after  ascertaining  the  needs  of  the 
state,  recommended  a  comprehensive  program,  hav- 
ing for  its  ultimate  purpose  a  more  adequate  and 
at  the  same  time  a  more  economical  distribution  of 
good  medical  care  to  all  the  people  of  North  Caro- 
lina. By  reason  of  my  position  as  president  of  the 
Medical  Society  of  the  State  of  North  Carolina,  I 
was  asked  to  summarize  the  needs  in  the  field  of 
medical  care  as  determined  by  the  Commission,  and 
their  recommendations  for  the  solution  of  the  prob- 
lem that  they  found  to  exist.  They  were  then,  and 
are  now  outlined  as  follows: 

North  Carolina  ranks  forty-fifth  among  the  states 
of  the  nation  in  the  ratio  of  physicians  to  popula- 
tion. Only  Alabama,  South  Carolina  and  Mississippi 
have  a  lower  ratio  than  North  Carolina.  This  is  not 
a  war  condition.  It  was  an  actuality  in  1940.  The 
national  average  is  1  physician  to  every  800  people. 
One  physician  to  every  1000  people  is  considered  de- 
sirable for  proper  protection  of  the  public  health. 
In   1940  only  four  counties   in   our   state   had   more 
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than  1  physician  per  1000  people.  Forty-three  coun- 
ties had  less  than  1  physician  to  every  2000  people, 
and  some  rural  communities  had  less  than  1  physi- 
cian to  every  5000  people.  Dean  Davison  of  the  Duke 
University  School  of  Medicine  estimates  that  1300 
additional  physicians  are  needed  to  provide  the  ac- 
cepted ratio  of  1  physician  to  every  1000  population. 
Most  of  these  physicians  are  needed  in  the  rural 
areas. 

A  similar  situation  exists  relative  to  hospital  beds. 
In  1940  North  Carolina  ranked  forty-second  among 
the  states  in  the  number  of  hospital  beds.  We  have 
8,475  general  hospital  beds  approved  by  the  Ameri- 
can Medical  Association,  or  2.4  beds  per  1000  popu- 
lation. The  standard  recommended  by  hospital  au- 
thorities is  4  beds  per  1000  population.  Approxi- 
mately 6000  additional  beds  are  needed  to  bring 
North  Carolina  up  to  the  accepted  standard.  I  would 
like  to  emphasize  the  point  that  41.6  per  cent  of  the 
present  beds  are  located  in  six  large  urban  counties 
and  that  thirty-four  of  our  counties  have  no  hospital 
facilities  of  any  sort.  The  need  of  the  Negro  popula- 
tion is  particularly  acute.  They  have  only  1.7  beds 
per  1000  population. 

The  Duke  Endowment  has  been  a  great  blessing 
to  our  state.  This  great  benevolence  has  been  in- 
terested in  the  establishment  of  small  hospitals  in 
North  and  South  Carolina,  and  it  also  contributes 
$1.00  per  day  toward  the  care  of  each  indigent  pa- 
tient in  every  approved  hospital  in  these  states. 
Dr.  W.  S.  Rankin,  Secretary  of  the  Duke  Endow- 
ment, is  probably  our  most  competent  hospital  au- 
thority. I  have  corresponded  with  Dr.  Rankin  about 
these  proposals  and  had  a  personal  interview  with 
him  in  Charlotte.  He  is  thoroughly  in  accord  with 
the  rural  hospital  program  presented  by  the  Com- 
mission, and  feels  that  a  state  program  would  great- 
ly augment  the  program  of  the  Duke  Endowment. 
Both  have  the  mutual  objective  of  better  health  for 
our  people.  Dr.  Rankin  further  points  out  the  fact 
that  Canada  has  had  a  similar  program  in  operation 
for  some  time. 

North  Carolina  has  never  supported  complete 
medical  education  for  its  citizens,  either  as  physi- 
cians or  as  allied  medical  workers.  Except  to  the 
Health  Department  and  the  institutions  for  mental 
and  tuberculous  patients  the  state  has  never  appro- 
priated funds  for  the  health  of  its  citizens.  By  com- 
parison the  state  of  Virginia  spends  approximately 
$800,000  annually  in  maintaining  hospitals  and  con- 
tributing to  the  support  of  two  medical  schools. 
Iowa  spends,  $1,000,000  per  year  for  the  general 
hospitalization  of  its  indigent  and  low  income 
groups,  and  almost  $500,000  annually  in  support  of 
its  four  year  medical  school.  Louisiana,  with  a  per 
capita  wealth  far  below  that  of  North  Carolina, 
spends  approximately  $5,000,000  annually  on  its  sys- 
tem of  charity  hospitals,  and  in  addition  maintains 
a  large  medical  school.  In  comparison  to  these  vast 
sums  expended  by  other  states,  North  Carolina 
spends  less  than  $75,000  annually  for  the  mainte- 
nance of  medical  education,  medical  research,  and 
the  training  of  medical  workers.  The  state  makes 
no  contribution  to  general  hospitalization,  and  in 
no  way  aids  in  making  general  hospital  facilities 
available. 

Medical  care  is  not  an  ordinary  commodity.  It  has 
to  do  with  the  happiness  of  our  people  and  the  se- 
curity of  our  nation.  Every  citizen,  however  lowly, 
and  regardless  of  his  financial,  racial  or  religious 
status  is  entitled  to,  and  should  receive  the  best 
medical  care  obtainable.  The  problem  boils  down  to 
this:  If  the  people  of  North  Carolina  are  to  have 
.he  adequate  medical  care  to  which  they  are  entitled, 
we  must  have  more  doctors,  more  trained  medical 


personnel  of  all  types,  more  hospital  beds,  and  better 
distribution  of  both  hospitals  and  doctors.  Communi- 
ties must  be  encouraged  to  realize  their  responsi- 
bility to  their  indigent  sick.  There  must  be  increased 
health  education  to  teach  the  public  to  utilize  facil- 
ities provided,  and  convenient  and  easy  methods  of 
payment  of  hospital  and  medical  care  bills  through 
prepayment  insurance  plans  must  be  increasingly 
utilized  and  expanded.  All  phases  of  the  problem 
must  be  attacked  simultaneously. 

To  meet  the  need  for  more  doctors  and  other 
trained  personnel,  we  need  the  expansion  of  the 
University  Medical  School  to  four  years,  with  the 
erection  of  an  adequate  teaching  hospital  in  con- 
nection with  the  medical  school.  It  is  well  to  call  to 
your  attention  the  fact  that  this  institution  would 
not  only  train  personnel  of  all  types,  but  would 
provide  general  hospital  beds,  and  through  the  pro- 
posed loan  fund  assist  worthy  rural  boys  and  girls 
to  obtain  a  medical  education,  on  the  condition  that 
they  return  to  rural  areas  of  the  state  to  practice. 
The  proposed  teaching  hospital  would  have  a  psychi- 
atric unit,  thus  affording  a  facility  to  which  the  phy- 
sicians of  North  Carolina  could  send  patients  with 
acute  mental  disturbances.  Here  these  people  could 
not  only  be  used  for  teaching  purposes,  but  by  ade- 
quate examination  and  proper  therapy  many  might 
be  restored  to  a  life  of  usefulness  rather  than  be- 
coming charges  of  the  state  by  being  committed  to 
a  mental  institution.  In  this  connection  it  is  well  to 
call  your  attention  to  the  fact  that  many  of  the 
present  patients  in  our  mental  institutions  are  vic- 
tims of  arteriosclerotic  disease  and  vascular  cerebral 
accidents,  and  would  be  better  cared  for  in  general 
hospitals.  The  consultative  service  of  such  an  in- 
stitution to  small  rural  hospitals  would  be  of  in- 
estimable value.  For  example,  relatively  few  rural 
communities  can  afford  the  services  of  a  trained 
x-ray  specialist.  Such  an  institution  would  train  a 
number  of  x-ray  specialists,  and  these  men  in  the 
latter  months  of  their  training,  after  they  have 
reached  the  desired  competency,  could  pay  weekly 
visits  to  the  small  rural  hospitals.  Here  they  could 
do  the  fluoroscopic  and  gastrointestinal  studies  on 
patients  referred  to  the  institution  by  local  physi- 
cians, and  would  further  assist  them  in  the  interpre- 
tation of  accumulated  x-ray  films.  Many  arguments 
have  been  presented  to  you  for  the  extension  of  the 
University  Medical  School  to  four  years.  It  seems  to 
me  the  soundest  argument  for  the  expansion  of  the 
present  school  is  that  in  the  light  of  rnodern  teach- 
ing methods  two-year  schools  cannot  adequately 
perform  their  full  function,  and  are  experiencing 
increasing  difficulty  in  placing  their  men  after  two 
years  of  training.  The  two-year  medical  schools  are 
doomed  to  extinction,  and  if  the  present  University 
School  is  allowed  to  pass  out  of  the  picture,  we  will 
not  only  have  the  humiliating  experience  of  seeing 
our  great  University  fail  to  perform  its  full  educa- 
tional function  by  providing  medical  education,  but 
more  important  still,  we  will  lose'  a  rich  source  of 
supply  of  North  Carolina  doctors  (to  be  exact  25 
per  cent  of  our  present  source  of  supply). 

The  necessity  for  more  rural  hospitals  and  health 
centers  to  meet  the  need  for  better  distribution  of 
medical  care  is  manifest.  Not  only  will  they  serve 
as  centers  for  the  dissemination  of  health  education, 
but  they  are  absolutely  essential  to  the  location  of 
doctors.  Factors  that  decide  the  location  of  young 
physicians  are  the  pull  of  home  ties,  the  assurance 
of  a  reasonable  reward  for  their  labors,  and  above 
all,  the  facilities  for  the  practice  of  good  modern 
medicine.  It  should  be  emphasized  that  the  way  to 
get  doctors  to  locate  in  rural  communities  is  to  pro- 
vide them  with  the  facilities  to  do  good  work.  This 
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means  providing  good  hospitals  with  good  equip- 
ment. It  is  felt  that  the  state  should  appropriate 
$5,000,000  to  aid  in  the  total  cost  of  $15,000,000  for 
building  new  hospitals  where  they  are  needed  and 
adding  to  present  facilities.  These  hospitals  should 
be  locally  controlled  and  operated  to  keep  out  politi- 
cal influence. 

The  proposed  maintenance  fund  to  aid  the  local 
hospitals  to  care  for  their  indigent  is  badly  needed 
to  supplement  the  work  of  the  Duke  Endowment. 
The  average  per  diem  hospital  cost  in  North  Caro- 
lina ranges  from  $3.50  to  $7.00  per  day.  With  the 
state  contributing  $1.00  a  day  and  the  Duke  Endow- 
ment $1.00  a  day,  it  would  be  expected  that  the  coun- 
ties would  make  up  the  difference  in  caring  for  their 
indigent  sick.  Such  assistance  from  the  state  will 
encourage  the  counties  to  realize  and  undertake  this 
responsibility. 

There  is  a  definite  need  for  methods  of  pre-paying 
the  costs  of  medical  care,  which  fall  so  heavily  upon 
the  honest,  respectable  citizen  in  the  low  income 
brackets  who  desires  to  pay  his  bills  without  govern- 
ment compulsion.  For  a  modest  premium  the  Blue 
Cross  Plans  enable  the  average  citizen  to  provide 
for  the  payment  of  hospital  bills  and  obstetrical  and 
surgical  fees.  The  Blue  Cross  Plans  have  made  an 
admirable  beginning,  and  they  have  accepted  the 
challenge  to  provide  complete  medical  service  at  the 
earliest  possible  time  that  sound  actuarial  experi- 
ence warrants.  Some  members  of  this  Commission 
sincerely  believe  that  the  state  should  underwrite 
insurance  plans  for  low  income  groups.  The  majority 
feel  that  this  should  not  be  undertaken  until  volun- 
tary methods  have  been  given  the  opportunity  to 
solve  the  problem.  They  feel  that  the  state  should 
fulfill  its  obligation  in  the  field  of  medical  education, 
aid  in  the  construction  of  facilities  and  in  the  care 
of  the  indigent,  and  stop  there,  leaving  to  the  medi- 
cal and  allied  professions  and  interested  groups  the 
working  out,  certainly  for  the  present,  of  prepay- 
ment plans. 

After  careful  consideration  by  the  Commission 
and  the  medical  and  allied  professions,  a  bill  was 
drawn  to  embody  the  recommendations  of  the  Com- 
mission, with  the  high  hope  that  it  would  be  enacted 
into  law  at  this  session  of  the  legislature,  thereby 
bringing  our  great  state  up  from  near  the  bottom  in 
the  type  of  service  in  question,  instituting  a  much 
needed  program,  and  maintaining  it  adequately 
through  the  years.  It  seemed  to  the  sponsors  of  this 
program  and  to  the  average  citizen  of  the  common- 
wealth that  the  state  could  well  afford  to  fulfill  its 
obligation  in  this  field.  Governor  Cherry  and  the 
legislature  have  wisely  made  provision  for  the  re- 
tirement of  the  general  fund  debt,  and  we  are 
reliably  informed  that  a  fund  is  being  set  up  which 
by  1950  will  retire  every  highway  bond  outstanding. 
For  all  practical  purposes  the  state  stands  like  the 
village  blacksmith,  and  looks  the  whole  world  in  the 
face  for  it  owes  not  any  man.  In  addition  to  being 
for  all  practical  purposes  debt  free,  the  state  has 
on  hand  a  fund  of  $20,000,000  set  aside  for  post- 
war emergencies.  Many  members  of  the  legislature 
confidently  predict  that  many  more  millions  of  dol- 
lars will  be  added  to  the  surplus  in  the  next  bien- 
nium. 

Compare  this  situation  to  that  existing  in  1921. 
Almost  a  quarter  of  a  century  ago  an  Appropria- 
tions Committee  sat  as  you  are  sitting  and  recom- 
mended to  the  legislature  of  that  year  an  expendi- 
ture of  fifty  million  dollars  for  roads,  when  the 
state  was  already  in  debt  to  the  extent  of  seventeen 
million  dollars.  They  saw  a  need  and  they  acted  to 
meet  it.  The  inference  to  be  drawn  from  this  com- 
parison is  obvious,  and  the  question  might  well  be 
asked:  Which  is  the  more  important — roads,  or  the 


health  of  our  citizens  and  our  duty  to  our  unfortu- 
nate? There  could  be  but  one  answer.  Investment  by 
the  state  in  this  program  would  be  repaid  a  thous- 
and-fold in  happiness,  opportunity,  productivity  and 
income  of  its  citizens. 

With  all  the  financial  resources  available  now, 
with  the  mentally  unfortunate  of  the  state  crying 
to  high  heaven  for  relief,  and  with  hospital  and 
medical  care  facilities  woefully  lacking,  it  is  most 
difficult  for  your  average  constituent  to  understand 
why  you  cannot  proceed  immediately  and  effectively 
to  meet  these  needs  by  setting  aside  the  funds  to 
bring  into  being  the  recommended  program. 

However,  Governor  Cherry,  with  no  doubt  an  in- 
timate knowledge  of  the  state's  financial  structure 
and  the  needs  of  its  multiple  services,  does  not  feel 
at  the  present  time  that  the  whole  program  should 
be  undertaken.  In  an  address  to  the  General  As- 
sembly this  morning  he  has  advocated  the  principle 
of  the  whole  program,  and  in  the  bill  now  under 
consideration  and  drawn  with  his  approval,  indicated 
the  extent  to  which  he  is  willing  to  go  at  the  pres- 
ent time.  While  some  of  us  have  different  beliefs, 
no  one  questions  the  sincerity  of  the  governor. 

You  gentlemen  of  the  Appropriations  Committee 
and  the  other  members  of  the  legislature  have  been 
here  in  Raleigh  long  enough  at  this  session  to  be 
thoroughly  familiar  with  some  of  the  talk  that  has 
been  going  around.  Some  of  our  citizens,  including 
members  of  the  medical  profession,  are  honestly 
and  sincerely  opposed  to  the  whole  program,  and 
have  openly  stated  their  opposition.  Others,  for  rea- 
sons satisfactory  to  themselves,  have  circuitously 
but  nevertheless  with  some  effect,  attacked  the  pro- 
posals. Time  will  eventually  tell  who  has  placed  self 
interest  above  the  public  interest,  and  who  has 
played  politics  with  human  misery  and  human  needs. 

And  so,  somewhere  along  the  uncertain  pathway 
of  politics,  the  original  and  comprehensive  bill  to 
effectuate  a  program  to  solve  an  urgent  human  need 
has  been  cast  into  the  limbo,  and  we  have  in  its 
place  the  emasculated  substitute  which  you  gentle- 
men are  considering  today.  One  of  the  members  of 
the  legislature  has  facetiously  remarked  that  as  this 
bill  carried  no  appropriations,  he  would  gladly  sup- 
port it.  In  view  of  the  very  limited  appropriations 
that  it  does  carry,  we  hope,  believe  and  sincerely 
urge  that  you  will  report  it  favorably. 

It  is  our  understanding  that  the  Chairman  of  the 
Hospital  and  Medical  Care  Commission,  and  the 
members  of  the  legislature  introducing  this  bill  have 
accepted  it  reluctantly  and  with  disappointment  as 
the  best  that  can  be  obtained  now,  and  have  ac- 
cepted it  only  as  a  beginning  toward  the  ultimate 
objective  of  the  whole  program  which  the  Commis- 
sion has  recommended.  This  is  certainly  my  feeling, 
and  I  believe  it  is  the  feeling  of  the  vast  majority 
of  North  Carolina  doctors  who  have  endorsed  the 
whole  program  which  they  feel  is  so  necessary  to 
solve  the  problem  existing  in  our  state.  I  believe  it 
is  the  feeling  of  the  North  Carolina  Hospital  Asso- 
ciation, the  North  Carolina  Nurses  Association  and 
the  North  Carolina  Pharmaceutical  Association,  who 
have  endorsed  the  whole  program.  It  is  the  feeling 
of  the  public  health  officials  of  the  state,  and  it  is 
the  feeling  of  many  men  and  women  throughout  the 
nation  who  have  watched  with  high  hope  the  devel- 
opments of  the  North  Carolina  proposals  and  pat- 
terned their  own  plans  upon  it.  More  important,  it 
will  be  the  feeling  of  our  own  people  from  the  moun- 
tains to  the  sea,  on  the  farms  and  in  the  factories, 
in  the  stores  and  in  the  offices,  in  the  schools  and 
in  the  churches,  in  the  kitchens  and  at  the  firesides, 
and  at  the  bedsides  of  the  newborn  and  the  sick.  It 
will  be  the  feeling  of  our  soldier  kinsmen  on  the  far 
flung   battle   fields,   in   the   dangerous   skies,   on   and 
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beneath  the  surface  of  the  seven  seas — all  fighting 
to  preserve  our  way  of  life  and  make  it  more  rich 
and  abundant.  Some  one  has  aptly  remarked  that 
this  program  has  more  of  God  in  it  than  any  meas- 
ure ever  proposed  in  North  Carolina. 

All  these  people  cannot  but  experience  disappoint- 
ment and  frustration  and  waning  hope  that  means 
to  effectuate  the  whole  program  have  not  been  pro- 
vided by  this  administration.  But  perhaps  all  this 
work  and  effort  will  not  have  been  in  vain.  "Hope 
springs  eternal  in  the  human  breast."  If  you  pass 
this  measure,  it  is  a  beginning.  However  small,  it  is 
a  beginning.  It  is  a  first  step,  and  we  earnestly  urge 
that  you  take  it.  An  ancient  Chinese  proverb  states 
that  "A  thousand  mile  journey  begins  with  the  first 
step."  Let  us  hope  that  this  is  so,  and  that  this  truth 
will  in  the  end  apply  to  this  great  and  comprehen- 
sive program. 

And  now  finally,  gentlemen,  we  urge  and  hope 
that  you  will  report  this  bill  favorably  and  send  it 
to  the  House  and  Senate,  where  the  elected  repre- 
sentatives of  the  people  in  the  democratic  manner 
can  give  it  their  rightful  and  proper  consideration. 
Here  the  whole  program  can  be  debated  with  com- 
plete frankness,  and  the  decision  made  as  to  whether 
the  torch  of  progress  in  human  needs  will  be  lighted 
and  allowed  to  burn  and  glow  to  its  full  fruition, 
or  allowed  to  flicker  and  die  in  an  atmosphere  of 
timidity,  reaction  and  stagnation.  The  issue  is  clear- 
ly drawn. 

And  now,  may  we  say  in  conclusion  that  the  Com- 
mission, the  citizens  of  the  commonwealth,  and  the 
medical  and  allied  professions  believe  in  this  pro- 
gram— with  emphasis  on  the  whole  program.  All 
parts  of  it  are  essential  if  the  problem  of  bringing 
about  an  adequate  and  economical  distribution  of 
medical  care  to  the  people  of  our  commonwealth  is 
to  be  solved.  The  work  of  the  Commission  is  before 
you.  The  needs  of  our  people  have  been  ascertained 
and  presented.  Measures  to  fulfill  these  needs  have 
been  recommended.  They  are  to  us  sound  and  prac- 
tical and  within  the  means  of  the  state  to  provide. 
You  will  in  your  wisdom  initiate  certain  changes, 
and  we  hope  make  a  beginning;  but  we  respectfully 
submit  that  nothing  less  than  the  whole  program 
should  be  the  ultimate  objective  of  this  and  future 
sessions  of  the  legislature.  We  have  faith  in  your 
courage,  vour  initiative,  your  vision  and  your  knowl- 
edge of  the  needs  of  your  great  state,  and  with  this 
faith  we  leave  the  problem  in  your  keeping. 


Cancer  Control  Month 

Governor  R.  Gregg  Cherry  has  joined  the 
governors  of  every  other  state  in  the  nation 
in  issuing  a  proclamation  which  designates 
April  as  Cancer  Control  Month. 

Governor  Cherry's  proclamation  reads  as 
follows : 

A  PROCLAMATION 

Whereas,  the  control  of  cancer  is  a  major  public 
I  health  problem  and  the  Congress  of  the  United 
!  States,  by  special  enactment,  has  designated  the 
month  of  April  as  Cancer  Control  Month,  and  the 
General  Assembly  of  the  State  of  North  Carolina 
has,  by  similar  action,  so  designated  the  month  of 
April,  and 

Whereas,  cancer  ranks  second  among  diseases  as 
a  cause  of  death,  and  ranks  first  as  a  cause  of  death 


among  women,  and 

Whereas,  cancer  deaths  in  1944  in  North  Carolina 
numbered  2,298,  a  drop  of  19  deaths  from  the  high 
mark  of  2,317  in  1943,  and 

Whereas,  from  one-third  to  one-half  of  all  cancer 
deaths  are  needless,  and 

Whereas,  the  fight  on  cancer  in  North  Carolina  is 
being  conducted  by  the  North  Carolina  Division  of 
the  Field  Army  of  the  American  Cancer  Society  of 
which  Mrs.  George  E.  Marshall,  of  Mount  Airy  is 
Commander  and  John  Kerr,  Jr.  of  Warrenton  is 
State  Campaign  Chairman,  with  a  campaign  slogan 
this  year,  "Guard  those  you  love — Give  to  conquer 
cancer,"  and 

Whereas,  this  program  is  one  which  deserves  the 
full  support  of  the  State, 

Now,  therefore,  by  virtue  of  my  authority  as  Gov- 
ernor of  North  Carolina,  I  do  hereby  proclaim  and 
declare  the  month  of  April  as  Cancer  Control  Month 
in  North  Carolina  and  urge  all  citizens  of  the  State 
to  lend  every  possible  support  to  this  commendable 
and  worthwhile  movement  in  the  interest  of  public 
health. 

In  witness  whereof,  I  have  hereunto  set  my  hand 
and  caused  the  Great  Seal  of  the  State  of  North 
Carolina  to  be  affixed  at  Raleigh  this  fourth  day  of 
April  in  the  year  of  our  Lord,  One  Thousand  Nine 
Hundred  and  Forty-five. 


(SEAL) 
By  the  Governor: 


(Signed)   R.  GREGG   CHERRY 


American  Red  Cross  Immune  Serum 
Globulin  Plan 

Immune  serum  globulin  (gamma  globulin)  for  the 
prophylaxis,  modification,  and  treatment  of  measles 
is  now  available  for  the  civilian  population  through 
an  appropriation  by  the  American  Red  Cross  as  an- 
nounced by  Mr.  Basil  O'Connor,  Chairman  of  the 
Central  Committee  of  the  American  Red  Cross.  This 
action  is  in  keeping  with  the  policy  of  the  American 
Red  Cross  to  return  to  the  American  people,  so  far 
as  practicable,  any  useful  blood  derivatives  accumu- 
lated in  excess  of  military  needs  as  a  result  of  its 
blood  donor  program. 

The  serum  globulin  will  be  supplied  without 
charge  to  state  and  territorial  health  departments 
or  local  health  departments  where  .biologies  are  not 
supplied  by  the  state,  provided  that  the  globulin  will 
be  distributed  without  charge  to  physicians,  hos- 
pitals, and  clinics,  and  provided  that  it  will  be  ad- 
ministered in  accordance  with  established  standards 
and  without  any  charge  to  the  patient  for  the  globu- 
lin. 

As  announced  in  the  July  1.  1944,  issue  of  the 
Journal  of  the  American  Medical  Association,  health 
departments  assumed  the  costs  of  processing  and 
distributing  immune  serum  globulin.  Under  the  new 
plan  the  entire  cost  of  processing  and  distributing 
the  product  is  now  borne  by  the  American  Red 
Cross. 

The  crude  serum  globulin  fraction  thus  made 
available  is  derived  as  a  by-product  from  processing 
serum  albumin  under  Navy  control.  It  has  been  de- 
clared surplus  and  assigned  by  the  Navy  to  the 
American  Red  Cross  for  distribution. 

Eligible  health  agencies  are  being  requested  to 
place  their  orders  promptly  with  National  Head- 
quarters, American  Red  Cross,  Washington,  D.  C, 
attention  of  Dr.  G.  Foard  McGinnes,  National  Medi- 
cal Director. 
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Civilian  Medical  Care  for  Military 
Personnel 

Statement  from  the  Office  of  the  Surgeon, 
Fourth   Service  Command.   Atlanta 

1.  In  an  emergency.  Army  Regulations  authorize 
civilian  medical  attendance  to  military  personnel  at 
public  expense  when  the  required  attendance  cannot 
be  provided  by  available  facilities  of  The  Army  or 
other  Federal  agency  and  when  such  personnel  are 
on  a  duty  status  or  absent  on  authorized  leave,  sick 
leave,  furlough  or  pass.  Civilian  medical  attendance 
is  not  authorized  for  personnel  when  absent  with- 
out official  leave  or  for  personnel  requiring  "elective" 
treatment.  The  term  "civilian  medical  attendance" 
includes  medical  and  hospital  care,  nursing,  ambu- 
lance, dental  services,  donation  of  blood  and  furnish- 
ing of  medicines  on  prescription. 

2.  Immediately  after  a  soldier  comes  under  civil- 
ian medical  or  hospital  care,  the  nearest  military 
medical  officer  should  be  informed  or  The  Command- 
ing General,  Headquarters  Fourth  Service  Com- 
mand, Post  Office  Building,  Atlanta  3,  Georgia, 
should  be  advised  by  letter  or  telegram  collect  re- 
garding the  following: 

a.  Full  name,  rank,  and  organization  of  patient. 

b.  Diagnosis  and  approximate  date  patient  may 
be  safely  removed  by  Army  ambulance  to 
nearest  Army  hospital. 

3.  Upon  termination  of  civilian  medical  services 
and  in  order  that  claims  covering  such  services  may 
be  immediately  settled,  the  bill  in  triplicate,  item- 
izing charges,  should  be  forwarded  to  The  Com- 
manding General,  Headquarters  Fourth  Service 
Command,  Post  Office  Building,  Atlanta  3,  Georgia. 
ATTENTION:  The  Surgeon.  The  following  state- 
ment should  appear  thereon  above  the  signature: 

I  certify  that  the  above  bill  is  correct  and  just; 
that  payment  therefor  has  NOT  been  received; 
that  the  services  were  rendered  and  necessary; 
and  that  the  charges  do  not  exceed  those  cus- 
tomary in  this  vicinity. 

(Signed)    

(Typed) 

(Title) 

*     *     * 

Statement  from  Vice  Admiral  Ross  T.  Mclntire.  M.C. 
Surgeon   General,   I".   S.  Navy 

Officers  and  enlisted  personnel  of  the  Navy  when 
on  duty  are  entitled  to  necessary  medical  and  hos- 
pital treatment,  which  must  be  obtained,  first, 
through  facilities  of  the  Medical  Department  of  the 
Navy,  if  available;  secondly,  through  the  medical  de- 
partment facilities  of  any  other  federal  agency  in 
the  absence  of  naval  medical  facilities;  and,  if  none 
of  the  foregoing  is  available,  they  may  procure  the 
necessary  treatment  from  civilian  sources.  When 
the  individual  is  attached  to  a  local  naval  office  or 
activity,  request  for  treatment  should  be  made  by 
the  officer  in  charge;  when  on  detached  duty,  treat- 
ment may  be  obtained  by  personal   request. 

Xavy  officers  when  on  leave  are  required  to  defray 
their  own  expenses  for  medical  treatment. 

Enlisted  personnel  when  on  leave  may  be  furn- 
ished civilian  medical  treatment  at  the  expense  of 
the  Navy  Department  under  the  following  provi- 
sions: 

1.  When  treatment  is  requested  in  an  emergency 
where  it  is  impractical  to  obtain  the  same  from 
naval  or  other  federal  facilities. 

2.  When  report  is  promptly  made  by  or  on  behalf 
of  the  individual  to  his  commanding  officer  by 
telephone  or  telegram,  citing  the  circumstances 


and  requesting  authority  for  treatment  and  in- 
structions. 

3.  Expenses  for  employment  of  consultants  or 
specialists  or  for  special  treatments  will  not  be 
allowed  unless  authorized  in  advance  by  the 
Bureau  of  Medicine  and  Surgery.  Navy  Depart- 
ment, Washington,  D.  C,  or  approved  subse- 
quently by  that  Bureau  in  extreme  emergencies 
upon  prompt  receipt  of  report  and  satisfactory 
explanation  as  to  the  necessity  and  urgency  for 
the  employment. 

4.  Elective  medical  treatment  under  no  circum- 
stances may  be  allowed. 

5.  Enlisted  personnel  absent  without  permission 
are  not  entitled  to  medical  treatment  at  gov- 
ernment expense. 

6.  Civilian  dental  treatment,  other  than  emergency 
measures  to  relieve  pain,  is  not  authorized. 

Hospital  accommodations  equivalent  only  to  that 
provided  by  the  Navy  to  its  personnel  will  be  al- 
lowed. Officer  personnel  are  entitled  to  a  private 
room;  enlisted  personnel  to  a  bed  in  a  ward,  except 
in  contagious  disease  cases  or  where  the  illness  re- 
quires the  seclusion  of  a  private  room  for  proper 
treatment. 

Charges  for  services  rendered  will  be  allowed  only 
at  reasonable  prevailing  rates  and  for  no  longer 
period  than  is  necessary  to  permit  the  patient  to  be 
transferred  to  a  federal  hospital  when  physically 
able.  The  proper  naval  authorities  should  be  advised 
as  soon  as  his  condition  will  permit  transfer  to  a 
federal  hospital,  or.  if  further  hospitalization  is  not 
required,  the  date  of  his  discharge. 

Bills  for  medical  care  of  Navy  personnel  should 
be  prepared  in  duplicate,  itemized  to  show  both  the 
nature  and  dates  of  services,  with  the  charge  for 
each  item  indicated  and  should  bear  the  certificate 
"Correct  and  just;  payment  not  received,"  with  the 
autographic  signature  of  the  payee  (in  the  case  of 
a  company,  etc.,  by  an  authorized  official  whose  title 
should  be  shown),  and  if  practicable  bearing  a  cer- 
tificate of  the  patient  that  the  services  were  ren- 
dered as  stated. 

As  the  United  States  Marine  Corps  is  a  part  of 
the  United  States  Navy  and  the  health  and  medical 
treatment  of  its  personnel  a  responsibility  of  the 
Bureau  of  Medicine  and  Surgery,  the  members  of 
that  organization  are  entitled  to  the  same  consider- 
ation as  may  be  provided  for  other  naval  personnel 
in  above  instructions. 

Bills  covering  civilian  medical  treatment  of  mem- 
bers of  the  Coast  Guard  may  be  forwarded  to  Coast 
Guard  Headquarters,  Washington,  D.  C,  for  settle- 
ment. 


Upjohn  Message  Urges  Early  Diagnosis 
of  Cancer 
Spurred  by  a  rising  rate  of  165,000  deaths,  and 
700,000  sufferers  annually,  Upjohn  is  assisting  in 
the  fight  against  cancer.  With  a  message  of  hope 
which  will  reach  millions  during  April  when  the 
American  Cancer  Committee's  national  drive  swings 
into  action,  Upjohn  includes  this  major  health  prob- 
lem in  its  "Your  Doctor  Speaks"  series  directed 
toward  better  public  health  and  greater  patient- 
physician  cooperation.  Since  the  greatest  promise 
of  reduction  in  cancer  mortality  lies  in  early  diag- 
nosis and  treatment,  the  new  Upjohn  message 
stresses  the  importance  of  learning  to  "recognize 
warning  signs  of  cancer  before  it's  too  late,"  and 
bluntly  tells  the  reader.  "You  can  help — by  learning 
to  suspect  cancer  and  to  report  it  at  once." 
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State  Board  of  Medical  Examiners 

The  next  meeting:  of  the  Board  of  Medical  Exami- 
ners will  be  held  June  18-20,  at  the  Sir  Walter  Hotel 
in  Kaleign.  Written  examinations  will  be  given  and 
reciprocity  licenses  issued  at  this  time. 


Charlotte  Medical  Library 

The  Ciba  Pharmaceutical  Products,  Inc.,  are  lend- 
ing to  the  Charlotte  Medical  Library  the  original 
paintings  of  Mr.  James  Chapin,  "The  Seven  Ages 
ll  fi  Kr'T™-  These  Pointings  will  be  on  display 
in  the  Mint  Museum  for  a  month  beginning  April  8. 


News  Notes  from  the  State  Board 
of  Health 

The  1945  General  Assembly  passed  or  amended 
three  laws  designed  to  control  communicable  dis- 
eases in  North  Carolina.  The  first,  requiring  im- 
munization against  whooping  cough,   is   an  entirely 

E^-J?Wi  nhe  SeC,°nd'  <leali"S  with  vaccination 
against  smallpox,  places  the  matter  on  a  statewide 
rather  than  an  optional  county  basis;  while  the  third 
revises  the  requirements  imposed  upon  syphilitics 
who  apply  for  license  to  marry.  ypnuiucs 

As  to  the  last-named,  the  law  as  originally  writ- 
ten contained  this  provision: 

"When  the  applicant  with  syphilis  has  been  under 
continuous  weekly  treatment  with  adequate  dosage 
of  standard  arsenical  and  bismuth  preparation  given 
by  a  regularly-licensed  physician  for  a  period  of 
one  year  ,  etc. 

In  view  of  the  development  of  rapid  treatment 
rennlvl  flnf,the  statute  was  passed,  the  following 
requirement  has  been  substituted  for  the  above: 

When  the  applicant  has  completed  treatment  and 
s  certified  by  a  regularly-licensed  physician  as  hav- 
ing been  cured  or  probated,  and  when  said  physician 
has  certified  that  he  has  informed  both  the  app   can 
and  the  proposed  marital  partner  of  any  possible  fu- 
ture infectivity  of  the  applicant." 
the™'  '"V^ndWnt  really  does  is  to  cut  down 
the  period  of  waiting  for  marriage  on  the  part  of  an 
applicant  with  syphilis  until  he  or  she  is  cured   e  in 
mating  the  time  element.  This  will  be  of  distinct  ad 
vantage  to  those  syphilitics   wishing  to  marry  who 
take  treatment  at  the  Rapid  Treatment  Center.. 
*„v i  m?ttel\  of  admitting  unvaccinated  children  to 
schools    has    been    left    with    the    various    counties 
which  were  permitted  to  require  vaccination  or  not 
As  amended,  the  law  requires  that  all   children   in 
every   county   of   the   state   shall    be   vaccinated    for 
smallpox   before   being  admitted   to  any  schoot 

The  new  North  Carolina  law  requiring  immuniza- 
p™visfoansn:  Wh°°Ping  C°Ugh  C°nt"inS  tbe  f  "ng 
in,™'  chi,klren  .in  North  Carolina  are  required  to  be 

h aZZn    S™*  Wh°0ing  COUgh   bef°''e  reaching 
me  age  ot  one  year.  s 

nf  "^n,Pare1t'  fV,a,rdian.  or  Person  in  loco  parentis 

Present  the  end  V"'  V™'™*1*  immunized,  Thai 
present  the  child  to  a  physician  licensed  in  North 
Carolina  and  request  the  physician  to  administer 
to  such  child  a  sufficient  dosage  of  a  prophSc 
WIT"6  Cf°Ugh  aP.nt'  A11  wh°oPinfC  coughprophy. 
must  a!!tt?h"se<  "\  co,mpliance  with  *is  secUn 
Board'of  Health.    andar"S    ''eqUi'ed     '>y    the     State 

of 'amLHr-''-  Unabll  t0  pay  for  the  services 
ot  a  private  physician,  or  for  the  prophylactic  agent 
the  child  may  be  taken  to  the  county  health  officer 
or  county  physician  of  the  county  "which  the  fhiW 
vWed'nd  "7  ?™\  Pr0/h/Ia^  agent  shall 'be  p  o- 
vided  and  administered  free.  The  county  appropri- 
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ating  body  shall  make  available  sufficient  funds  for 
the  purchase  of  such  immunizing  agent  for  such 
cases. 

"The  physician  administering  the  whooping  cough 
dosage  shall  submit  a  certificate  to  the  local  health 
or  quarantine  officer  and  give  a  copy  to  the  parent 
guardian,   or  person    in   loco    parentis,   of   the  child 

^Tr  ith6f  £rt"£ate  sha11  be  applied  by  the 
btate  Board  of  Health. 

"No  principal  or  teacher  shall  permit  any  child 
to  enter  a  public,  private  or  parochial  school  with- 
out the  certificate  provided  for  or  some  other  ae- 
cou   h       eV'  °f  immunization  against  whooping 

"If  any  physician,  licensed  to  practice  in  North 
Carolina [.certifies  that  such  dosage  is  detrimental 
X,nCu  he,alth'  the  requirements  of  this  section 

shall  be  inapplicable  until  such  dosage  is  found  no 
longer  to  be  detrimental. 

"The  wilful  violation  of  any  part  of  this  section 
L3n  1fi£den,leano1'  Pumshable  by  a  fine  of  not  more 
than  fifty  dollars  or  by  imprisonment  for  not  more 
than  thirty  days  ,1,  the  discretion  of  the  court;  pro! 
v.ded  this  Act  shall  not  apply  to  children  whose  pa- 
nf  1  vLPa'ent1  or,.Suaidian  are  bona  fide  members 
ot  a  lecognized  religious  organization  whose  teach- 
ings are  contrary  to  the  practices  herein  required 
and  no  certificate  for  admission  to  any  p„bKc  prU 
them."      paroch,al    sch°01    ^all    be    required    as   to 

.  This  last  provision,  exempting  those  whose  relig- 
ious tenets  forbid  medical  treatment  of  or  vaccinf- 

who  mfSTl  Tl  d°eS  ,"0t  apply  t0  individual 
n  the  m.ttei \  *°  be  Slmply  conscientious  objectors 
in  the  matter  of  immunization.  They  must  be  bona 

fectsTolieT  °/  a  religi°US  organization,  whth  ob- 
jects collect  vely,   not   individually.   In   other  words 

of  having3'  Pa,,ent  Ca-',n0t  6SCap^  the  responsTbi  y 
me  ™  5,  •  or,hel;chlld  immunized  against  whoop- 
ing  cough    simply   because   he   or    she,    individually 

musVb°e  aCh0°Se,t0  be,HeVe  in  !t"  Such  a"  ind  vidua! 
whir  ho!  memb6r  °f-a  recognized  religious  group 
which  objects  to  vaccination  as  a  matter  of  prin- 
ciple and  not  prejudice.  p 

*     *     * 

ofDHvg]fntehenPaS,tthi-',ty  y?ars  the  State  Laboratory 

of  fntf  tv^hn  T  ll,st,'lbuted   more  than  20,000   liters 

ee     S!     f  vacc'ne,  or  enough  to  give  two  com- 

aXuIdTn  NoiT  CaS  t0  eVery  ™'n'  WOma» 

fPvoUr'Zg  th'S  Pe';i0d   the  death   rate  from  typhoid 
100  non       be?n  reduced  from  35.8  in  1914  to  0  5  pe 
100,000  population  in  1943  p 

200000 immUfation  each'  veai'  of  an  average  of 
200,000    people,    over  a   period    of   thirty   years    has 

and  moraaS,ity  .atef        mf,UenCe  0"  the   morbMi* 

It  is  a  recognized  fact  that  the  presence  of  such 

an  immune  group  in  an  area  will  effectual  y  prevent 

the  occurrence  of  any  wide  spread  epidem ic    This  "s 

typhoid"^  T  experien<*  in  North  Carolina,  where 
typhoid  fever  has  become  more  and  more  a  rural 
disease,  endemic  in  certain  areas  where  the  percent 
age  of  immunes  is  relatively  low  Peicent- 

the  feac,tetIhatti0nfi"  tyPl,°ill  feve'r  rates  testines  to 

££  'up^^-nd  xw?^i 

and   nnl°J  take"  a  tremendous  toll  in  past  years 

anu  SSMC^Sr  ex=ce°^a'li= 
^^SS^ST'  -  " S  -pLXc^nd 
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News  Notes  from  the  North  Carolina 
Tuberculosis  Association 

The  Trudeau  School  of  Tuberculosis  announces 
its  thirty-first  session,  which  will  begin  at  Saranac 
Lake,  N.  Y.,  on  September  10,  continuing  for  four 
weeks,  after  which  two  weeks  of  supplemental  work 
will  be  offered  by  the  Faculty  of  Columbia  Uni- 
versity at  Bellevue  Hospital,  New  York. 

The  course  is  intended  for  graduates  in  medicine 
who  wish  to  prepare  themselves  for  sanatorium  or 
public  health  practice;  for  physicians  desiring  a  re- 
fresher course  in  tuberculosis,  and  for  fourth  year 
undergraduates. 

The  fee  is  $100.00  for  either  the  four  or  six  weeks' 
course.  A  few  scholarships  are  available  to  qualified 
applicants. 

For  further  information  write  to  the  State  Office. 


News  Notes  from  the  Bowman  Gray 

School  of  Medicine  of  Wake 

Forest  College 

Dr.  Felda  Hightower  has  resigned  as  instructor 
in  surgery  to  accept  a  position  as  chief  surgeon  at 
the  Baker  Sanatorium  in  Lumberton.  He  left  to  as- 
sume his  new  duties  on  April  1. 

*  *     * 

Dr.  Eugene  A.  Stead,  Jr.,  Professor  of  Medicine  at 
Emory  University,  delivered  the  third  annual  Phi 
Chi  lecture  at  the  Bowman  Gray  School  of  Medicine 
on  April  9.  His  subject  was  "Edema." 

*  *     * 

Dr.  George  T.  Harrell  and  Dr.  Robert  P.  More- 
head  were  guest  speakers  at  a  meeting  of  the  Rich- 
mond Academy  of  Medicine  on  March  26.  Dr.  Harrell 
spoke  on  "Basic  Supportive  Therapy  in  Rocky 
Mountain  Spotted  Fever,"  and  Dr.  Morehead's  sub- 
ject was  "Renal  Injury  in  Rats  with  dl  Serine." 

*  *     * 

Dr.  George  Harrell  addressed  the  Columbia  Medi- 
cal Society  in  Columbia,  South  Carolina,  on  April  9. 


Edgecombe-Nash  Counties  Society 

Dr.  W.  W.  Vaughan  of  Durham  was  guest  speaker 
at  the  March  meeting  of  the  Edgecombe-Nash  Coun- 
ties Society.  His  subject  was  "X-Ray  Aspects  of 
Gastritis."  Following  Dr.  Vaughan's  talk  case  re- 
ports were  presented  by  Dr.  A.  L.  Daughtridge  of 
Rocky  Mount. 


Forsyth  County  Medical  Society 

The  Forsyth  County  Medical  Society  held  a  din- 
ner meeting  in  Winston-Salem  on  March  13.  Dr. 
Vincent  W.  Archer  of  the  University  of  Virginia 
spoke  on  "Lesions  of  the  Gastro-lntestinal  Tract 
Other  than  Ulcer  and  Cancer." 


News  Notes 

Dr.  James  P.  Bunn  of  Rocky  Mount,  secretary- 
treasurer  of  the  Edgecombe-Nash  Counties  Medical 
Society,  died  unexpectedly  at  his  clinic  on  April  5. 

*  *     * 

Dr.  H.  M.  Montgomery  of  Burlington  died  at  his 
home  on  March  31  after  a  critical  illness  of  one 
month.  He  had  been  in  practice  in  Alamance 
County  for  more  than  forty  years. 

*  *     * 

Dr.  J.  A.  Whitaker,  Rocky  Mount  City  Health 
Officer  for  the  past  nine  years,  has  resigned  to  ac- 
cept a  post  with  the  Columbia  Presbyterian  Hos- 
pital of  New  York  City  as  resident  physician  in 
urology. 


Dr.  L.  R.  Hedgpeth  of  Lumberton  has  been  made 
chief  of  staff  of  the  Baker  Sanatorium.  Dr.  Felda 
Hightower,  formerly  of  Winston-Salem,  was  named 
chief  surgeon,  and  Dr.  Roscoe  D.  McMillan  of  Red 
Springs  was  added  to  the  staff.  Dr.  H.  H.  Bradshaw 
of  the  Bowman  Gray  School  of  Medicine  was  made 
consultant  surgeon. 


Dr.  John  S.  Chamblee,  Nash  County  Health  Officer, 
has  been  appointed  acting  health  officer  for  Wilson 
by  the  State  Board  of  Health. 


Dr.  B.  E.  Stephenson  of  Roanoke  Rapids  and  Dr. 
Barnes  Woodhall  of  Durham  have  been  promoted 
from  the  rank  of  major  to  that  of  lieutenant  colonel. 


Dr.    Joseph    P.    McCracken    of    Durham,    serving 
overseas   with   the   158th   General    Hospital,   has   re- 
cently been  promoted  to  the  rank  of  major. 
*     *     * 

Lieut.  Comdr.  Charles  Bunch  of  Charlotte,  sta- 
tioned at  a  naval  hospital  in  the  Caribbean  area, 
has  been  awarded  the  Naval  Reserve  Medal  for  his 
long  service  and  action   in  the  reserve. 

The  Navy  and  Marine  Corps  Medal  has  been 
awarded  to  Lt.  John  W.  A.  Woody  of  Tryon,  with 
the  following  citation: 

"For  heroism  in  action  against  the  enemy  on 
Guam,  MARIANAS  ISLANDS,  from  21  July  to  10 
August,  1944.  Lieutenant  WOODY,  serving  as  medi- 
cal officer  with  an  infantry  battalion,  performed  his 
duties  with  exceptional  skill  and  tenacious  devotion. 
His  untiring  efforts  under  extremely  hazardous  con- 
ditions saved  many  lives  by  making  possible  the 
prompt  evacuation  and  rendering  of  medical  aid  to 
the  seriously  wounded.  During  21-22  July,  1944,  in 
a  period  of  less  than  twenty-four  hours,  despite  the 
necessity  for  evacuation  over  a  high  vertical  cliff, 
Lieutenant  WOODY'  treated  more  than  two  hundred 
casualties  under  heavy  enemy  mortar  fire  and  man- 
aged to  evacuate  all  cases  that  could  survive  the  trip 
down  the  cliff.  In  a  situation  which  appeared  to  be 
hopeless  due  to  heavy  enemy  mortar  fire,  lack  of 
medical  supplies,  extremely  difficult  terrain,  and 
numerous  casualties  among  his  medical  personnel, 
Lieutenant  WOODY  by  his  resolute  devotion  to  duty 
succeeded  in  treating  and  saving  many  lives.  His 
courageous  conduct  and  professional  ability  were  in 
keeping  with  the  highest  traditions  of  the  United 
States  Naval  Service. 

(Signed)   "H.  M.  SMITH 
"Lieutenant    General, 
"U.  S.  Marine  Corps." 


Not   Canceled 

The  art  contest  sponsored  by  Mead  Johnson  & 
Company  on  the  subject  of  "Courage  and  Devotion 
Beyond  the  Call  of  Duty"  (on  the  part  of  physi- 
cians)  has  not  been  canceled  or  postponed. 

The  closing  date  remains  May  27,  1946. 

There  will  be  no  annual  exhibit  this  year  of  the 
American  Physicians  Art  Association,  due  to  the 
cancellation  of  the  American  Medical  Association 
meeting  which  had  been  scheduled  to  take  place  in 
Philadelphia,  June  18-22,  1945. 

For  full  details  regarding  the  $34,000  prizes  and 
the  "Courage  and  Devotion"  contest,  write  Dr. 
Francis  H.  Redewill,  Secy.,  A.P.A.  Assn.,  Flood  Bldg., 
San  Francisco,  Cal.,  or  Mead  Johnson  &  Co.,  Evans- 
ville,   I  ml. 
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Chest  Physicians  Cancel  Meeting 

The  American  College  of  Chest  Physicians  has 
cancelled  its  annual  meeting,  scheduled  to  be  held 
at  Philadelphia,  June,  1945. 

The  Executive  Council  of  the  College  voted  to  hold 
business    meeting    of   the    Board    of    Regents    at 
Chicago,  June  17. 


American  Board  of  Obstetrics  and 
Gynecology,  Inc. 

The  general  oral  and  pathology  examinations 
(Part  II)  for  all  candidates  will  be  conducted  at 
Atlantic  City,  New  Jersey,  by  the  entire  Board  from 
Wednesday,  June  13,  through  Tuesday,  June  19, 
1945.  The  Hotel  Shelburne  in  Atlantic  City  will  be 
the  headquarters  for  the  Board.  Formal  notice  of 
the  exact  time  of  each  candidate's  examination  will 
be  sent  him  several  weeks  in  advance  of  the  exami- 
nation dates.  Hotel  reservations  may  be  made  by 
writing  direct  to  the  Hotel. 

The  Office  of  the  Surgeon-General  (U.  S.  Army) 
has  issued  instructions  that  men  in  service,  eligible 
for  Board  examinations,  be  encouraged  to  apply  and 
that  they  may  request  orders  to  detached  duty  for 
the  purpose  of  taking  these  examinations  whenever 
possible. 

Candidates  in  Military  or  Naval  Service  are  re- 
quested to  keep  the  Secretary's  Office  informed  of 
any  change  in  address. 

Deferment  without  time  penalty  under  a  waiver 
of  our  published  regulations  applying  to  civilian 
candidates,  will  be  granted  if  a  candidate  in  service 
finds  it  impossible  to  proceed  with  the  examinations 
of  the  Board. 

Applications  are  now  being  received  for  the  1946 
examinations.  For  further  information  and  applica- 
tion blanks,  address  Dr.  Paul  Titus,  Secretary,  1015 
Highland  Building,  Pittsburgh  6,  Pennsylvania. 


National  Foundation  for  Infantile 
Paralysis,  Inc. 

Scholarships  for  training  in  physical  therapy 
under  the  $1,267,600  program  of  The  National  Foun- 
dation for  Infantile  Paralysis  are  available  imme- 
diately for  classes  commencing  in  June  and  July. 

As  a  result  of  the  increasing  use  of  physical 
therapy  in  the  treatment  of  infantile  paralysis  and 
other  diseases,  and  because  of  the  acute  shortage 
of  trained  personnel,  the  National  Foundation  is 
offering  these  scholarships  for  nine  to  twelve 
months'  courses  in  approved  schools  of  physical  ther- 
apy. The  scholarships  will  cover  tuition  and  main- 
tenance in  accordance  with  the  student's  needs. 

Candidates  for  National  Foundation  scholarships 
must  have  two  years  of  college,  including  biology 
and  other  basic  sciences,  or  be  graduates  of  accred- 
ited schools  of  nursing  or  physical  education.  Appli- 
cations should  be  made  to  The  National  Foundation 
for  Infantile  Paralysis,  120  Broadway,  New  York  5, 
tN.  Y.,  or  to  the  American  Physiotherapy  Associa- 
tion, 1790  Broadway,  New  York  19,  N.  Y. 


U.  S.  Public  Health  Service 
Division  of  Nurse  Education 

The  Division  of  Nurse  Education  announces  that 
on  April  9,  1945,  the  District  No.  2  Nurse  Education 
Consultant's  office  was  transferred  to  Richmond, 
Virginia.  All  communications  should  be  addressed 
;o:  Miss  Esther  A.  Garrison,  Nurse  Education  Con- 
sultant in  Charge,  Division  of  Nurse  Education,  U.S. 
Public  Health  Service  District  No.  2,  Rooms  703-704, 
State  Planters  Bank  Building,  Richmond,  Virginia. 


GUARD  THOSE  YOU  LOVE— GIVE 
TO  CONQUER  CANCER 

Cancer  is  the  greatest  cause  of  deaths 
among  women,  and  it  ranks  second  only  to 
heart  disease  as  a  killer  of  men.  It  brings 
more  suffering  and  grief  into  homes  than 
does  any  other  thing.  It  is  more  than  three 
times  as  deadly  as  war.  No  age  is  immune 
to  it,  although  it  takes  its  heaviest  toll  among 
men  and  women  in  the  very  prime  of  life. 
And  cancer  is  no  respecter  of  people.  The 
rich  and  the  poor,  the  humble  and  the  great 
fall  prey  to  it  in  ever-growing  numbers. 

The  riddle  of  cancer  has  baffled  physicians 
since  the  dawn  of  time.  It  still  baffles  the 
medical  world.  Chronic  irritation  is  known 
to  produce  it  under  certain  circumstances, 
and  certain  substances — some  of  the  coal  tar 
derivatives,  for  instance — have  produced  it 
in  laboratory  tests.  But  the  ultimate,  fun- 
damental cause — just  what  makes  cells  in  the 
human  body  go  berserk  and  develop  into 
cancers — is  a  discovery  that  lies  in  the  fu- 
ture. 

Centuries  ago,  a  prominent  physician  of 
his  day  prescribed  the  application  of  boiled 
cabbage  as  a  remedy  for  cancer  of  the  breast. 
Today  quacks  and  charlatans  in  unknown 
numbers  prey  upon  the  gullibility  and  ignor- 
ance of  desperate  men  and  women,  offering 
potions,  balms,  salves,  and  various  so-called 
miracle  cures  that  are  equally  worthless. 
More  than  5,000  such  fake  treatments  are 
known  to  exist.  Medical  societies  all  over 
the  country  warn  against  them.  Postal  reg- 
ulations, the  Pure  Food  and  Drug  Act,  and 
state  and  federal  statutes  tend  to  limit  this 
dark  traffic  in  human  misery.  But  only  an 
alert  and  informed  public  can  stamp  it  out. 
The  unvarnished  truth  is  that  no  medicine 
or  drug  has  ever  been  discovered  that  will 
prevent  or  cure  cancer. 

In  spite  of  all  this,  the  medical  profession 
has  three  potent  weapons  in  its  fight  to  save 
patients  attacked  by  cancer.  They  are  surg- 
ery, x-rays,  and  radium.  Sometimes  one 
method  may  be  employed.  Sometimes  a  com- 
bination of  two  or  of  all  three  is  used.  Armed 
with  these,  doctors  could  save  at  least  one- 
third  of  the  patients  now  dying  of  cancer. 
Maybe  the  figure  is  as  high  as  one  half.  Can- 
cers must  be  attacked  in  their  early  stages, 
however — before  they  have  spread  and  be- 
come general  instead  of  local.  The  American 
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College  of  Surgeons  has  case  records  which 
prove  this.  In  its  files  in  Chicago  are  care- 
fully documented  records  of  something  like 
45,000  cancer  patients  who  were  found  to 
have  had  no  recurrence  of  the  disease  within 
five  years  after  treatment. 

This  means  that  an  ambitious  educational 
program  is  needed — one  that  will  carry  to 
every  individual  in  the  land  the  facts  about 
cancer  and  its  curability  when  diagnosed  and 
treated  early :  one  that  will  sell  the  public 
the  habit  of  periodic  health  examinations. 
That  is  where  the  Field  Army  of  the  Ameri- 
can Cancer  Society  comes  into  the  picture. 
In  April,  which  is  Cancer  Control  Month  by 
Act  of  Congress  and  of  the  North  Carolina 
General  Assembly,  the  Field  Army  is  con- 
ducting its  ninth  annual  educational  and  en- 
listment campaign.  Mrs.  George  E.  Marshall, 
of  Mount  Airy,  is  State  Commander  for  the 
North  Carolina  Division  of  the  Field  Army. 

In  discussing  plans  for  the  1945  campaign, 
Mrs.  Marshall  stated  that  her  organization 
will  distribute  free  literature  throughout  the 
state ;  show  sound  movies  at  meetings  of 
clubs,  organizations,  and  factory  workers; 
broadcast  several  hundred  programs  over 
the  state's  twenty-nine  radio  stations :  ar- 
range meetings  with  lectures  by  members 
of  the  medical  profession ;  publish  hundreds 
of  magazine  and  newspaper  articles ;  and  ex- 
ploit every  medium  of  education  and  publi- 
city that  is  available. 

The  North  Carolina  Division  works  under 
the  supervision  of  the  medical  profession. 
Dr.  Ivan  M.  Procter,  of  Raleigh,  is  its  State 
Educational  Director.  Dr.  F.  Webb  Griffith, 
of  Asheville,  Chairman  of  the  Cancer  Com- 
mittee of  the  Medical  Society  of  the  State  of 
North  Carolina,  is  Chairman  of  the  State 
Executive  Committee.  Dr.  Griffith's  commit- 
tee, which  includes  Dr.  Robert  P.  Morehead 
of  Winston-Salem,  Dr.  L.  W.  Oehlbeck  of 
Morganton,  Dr.  Procter,  Dr.  W.  D.  James  of 
Hamlet,  Dr.  O.  B.  Bonner  of  High  Point,  and 
Dr.  E.  McG.  Hedgpeth  of  Chapel  Hill,  are  all 
members  of  the  Field  Army's  State  Execu- 
tive Committee.  So,  too,  is  Dr.  W.  Reece 
Berryhill,  of  Chapel  Hill.  D.  C.  Rector, 
Mount  Airy  banker,  is  State  Treasurer,  and 
Miss  Myrtle  Ellen  LaBarr,  Greensboro  con- 
sultant in  public  relations,  is  State  Publicity 
Director.  Miss  Harriet  W.  Elliott,  Dean  of 
Women  at  the  Woman's  College  of  the  Uni- 
versity of  North  Carolina,  is  Honorary  State 
Commander. 


In  addition  to  its  intensive  program  o: 
education  in  April,  the  North  Carolina  Divi 
sion  carries  out  a  year-round  schedule  o: 
service.  During  the  past  year,  it  has  intro 
duced  an  attractive  little  textbook  on  cancel 
in  the  junior  high  schools  of  the  state.  Thi: 
is  incorporated  in  the  community  life  course; 
that  are  being  started  in  schools  as  fast  as 
teachers  to  conduct  them  can  be  procured 
Another  new  service  started  during  the  pas 
year  is  the  making  of  surgical  dressings  foi 
the  use  of  cancer  patients.  Well-functioninj 
units  for  this  work  are  operating  in  Ashe 
ville,  Charlotte,  and  Greensboro.  Others  an 
being  formed.  Mrs.  Grady  Kirkman,  oi 
Greensboro,  is  State  Chairman  of  Surgica 
Dressings. 

The  North  Carolina  Division  is  providing 
funds,  too,  for  several  local  projects  that  an 
serving  cancer  patients.  In  fact,  such  funds 
made  possible  the  opening  last  spring  of  twc 
new  cancer  clinics — one  at  Grace  Hospitaj 
in  Morganton,  and  one  at  the  Baptist  Hos- 
pital in  Winston-Salem. 

Along  with  its  concentrated   educational 
program  in  April,  the  Field  Army  will  con 
duct  its  annual  drive  for  funds.  This  year, 
the  national  organization,  with  Eric  John 
ston.  President  of  the  United  States  Cham 
ber   of    Commerce,    as    National    Campaign 
Chairman,  is  asking  for  $5,000,000  for  its 
war  chest  in  the  fight  on  cancer.  This  is  more 
than  it  has  ever  sought  to  raise,  and  marks 
the  first  time  in  the  country's  history  that 
professional    and  lay  persons    have    joined 
hands  to  finance  an  attack  on  cancer  from 
all  angles.    Included  in  the  plans  is  the  rais 
ing  of  funds  with  which  to  make  possible 
wide  research  into  the  cause,  prevention,  and 
cure  of  cancer.   Included,  also,  is  the  raising 
of  funds  for  education  and  service  to  cancer 
patients. 

Funds  will  be  derived  from  three  sources. 
Individuals  are  being  asked  to  enlist  in  the 
Field  Army.  An  enlistment  costs  one  dollar. 
Gifts  of  large  and  small  amounts  are  being 
sought  from  large  corporations,  business 
concerns,  clubs,  organizations,  and  individ 
uals.  Books  of  air  mail  stickers  are  being 
offered  for  sale.  On  a  per  capita  basis,  the 
amount  sought  is  less  than  the  price  of  any 
popular  soft  drink.  John  Kerr,  Jr.  of  War- 
renton,  is  state  campaign  chairman,  and 
Mrs.  Marshall  is  co-chairman. 

Cancer  deaths  in  the  United  States  num 
bered  166,848  in  1943— the  highest  on  rec- 


ord.  On  the  basis  of  knowledge  and  skill 
«  now  in  the  hands  of  the  medical  profession, 
si  one  third  of  these  deaths  were  needless — 
i  maybe  as  many  as  one-half  of  them.  This 
o  means  that  enough  people  died  needlessly  of 
a  cancer  in  1943  to  populate  a  city  like  Greens- 
hji  boro  or  a  county  like  Nash.  The  North  Caro- 
lina Division  believes  that  the  saving  of  such 
J  lives  and  the  making  possible  of  research 

which  may  ultimately  conquer  cancer  is  a 

crusade   worthy  of   the   earnest  support    of 

every  citizen. 

Guard  those  you  love  —  give  to  conquer 
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Endocrinology  of  Woman.  By  E.  C.  Ham- 
blen, B.S.,  M.D.,  F.A.C.S.,  Clinical  Professor 
of  Endocrinology  and  Associate  Professor 
of  Obstetrics  and  Gynecology,  Duke  Uni- 
versity School  of  Medicine;  Chief  of  the 
Endocrine  Division  and  Endocrinologist! 
Duke  Hospital,  Durham,  North  Carolina. 
571  pages.  157  figures  and  plates.  Spring- 
field, Illinois:  Charles  C.  Thomas,  1945. 

Dr.  Hamblen  has  for  many  years  represented  the 
invaluable  correlative  point  of  view,  with  his  in- 
terests evenly  balanced  between  basic  endocrine 
physiology  and  applied  clinical  endocrinology.  In  the 
present  volume,  he  brings  together  in  an  organized 
clinical  monograph  the  innumerable  fundamental 
discoveries  in  the  field  of  endocrinology  of  women. 
His  avowed  intention  to  make  available  clinical  data 
which  can  be  readily  applied  to  diagnosis  and  ti'eat- 
ment  is  fully  accomplished.  The  broad  scope  of  this 
work,  covering  every  physiological  endocrine  func- 
tion and  practically  all  abnormalities  of  the  endo- 
crine glands,  makes  it  a  ready  reference  book,  as 
well  as  a  clear  and  concise  text  of  endocrinology. 

He  adheres  to  his  usual  sound  principles  in  the 
presentation  of  this  material,  clearly  stating  the  es- 
tablished facts  as  such,  presenting  the  controversial 
material  in  a  lucid  and  critical  manner,  and  through- 
out keeping  in  mind  the  clinical  significance  of  each 
point  as  it  is  made. 

On  page  443,  Dr.  Hamblen  makes  the  arbitrary 
statement:  "Androgenic  therapy,  regardless  of  what 
may  be  its  supposed  indication,  always  is  contra- 
indicated  in  the  treatment  of  the  female."  On  page 
450  he  states  that  "No  justification  exists  for  the 
use  of  androgens  in   the  therapy  of  dysmenorrhea 

.  exposing  the  patient  to  possible  pharmacologic 
mayhem."  In  this  one  controversial  point  Dr.  Ham- 
blen has  taken  an  almost  irrevocable  stand.  Al- 
though the  reviewer  is  definitely  inclined  to  agree 
With  Dr.  Hamblen,  there  have  been  many  favorable 
reports  in  the  literature  on  the  use  of  androgens 
in  women. 

The  book  is  divided  in  a  very  practical  manner, 
making  it  ideal  for  use  of  the  practitioner  or  stu- 
dent, since  the  material  is  easily  found.  The  index 
is  complete,  and  the  bibliography  is  supplied  in  two 
ways:  "(1)  footnotes  for  documentation  and  ampli- 
fication, and  (2)  lists  of  references  for  supplemental 
leading  which  appear  at  the  end  of  chapters."  The 


fact  that  all  references  are  to  books  and  articles  in 
the  English  language  immeasurably  enhances  the 
value  of  the  book  for  the  average  student  and  phy- 
sician. 

Part  I  presents  the  history,  embryology,  anom- 
alies, histology,  anatomy,  secretory  control,  chem- 
istry, physiology,  and  interrelations  of  each  of  the 
endocrine  glands.  The  more  significant  points  are 
adequately  emphasized. 

Part  II  is  a  section  on  applied  endocrine  physi- 
ology, including  antenatal  growth,  sexual  differenti- 
ation, childhood  development,  sexual  maturation, 
sexual  maturity  (menstruation,  conception,  gesta- 
tion) and  sexual  regression.  These  chapters  provide 
a  clear  conception  of  normal  variations  in  the  detail 
which  is  necessary  for  the  accurate  evaluation  of 
every  endocrine  problem.  The  section  on  the  cli- 
macteric deserves  special  mention,  and  should  be 
read  carefully  by  every  physician. 

Part  III  is  a  complete  presentation  of  endocrine 
diagnostic  methods,  with  an  evaluation  of  the  use- 
fulness of  each  method  in  clinical  application. 

Part  IV  takes  up  the  known  functional  disorders 
of  each  of  the  endocrine  glands.  Each  disease  is  dis- 
cussed from  all  aspects,  although  emphasis  is  placed 
upon  its  effect  on  the  sexual  and  reproductive  func- 
tions in  the  woman.  An  adequate  number  of  illus- 
trative photographs  and  photomicrographs  are  in- 
cluded. 

The  final  section  applies  the  facts  and  theories  of 
endocrinology  to  functional  disorders  and  diseases 
of  gynecology  ami  obstetrics,  including  chapters  on 
abnormal  sexual  growth,  abnormal  sexual  differenti- 
ation, obesity  and  leanness,  abnormal  uterine  bleed- 
ing, functional  uterine  bleeding,  dysmenorrhea,  com- 
plications of  pregnancy,  and  sterility.  The  diagnosis 
and  treatment  of  each  condition  are  clearly  outlined. 

The  reviewer  recommends  this  volume  for  the  use 
of  every  student  and  physician. 


Fundamentals    of    Internal    Medicine.     By 

Wallace  Mason  Yater,  M.D.,  F.A.C.P.,  Pro- 
fessor of  Medicine,  Georgetown  University 
School  of  Medicine.  Ed.  2.  1204  pages,  with 
275  illustrations.  Price,  $10.00.  New  York: 
D.  Appleton-Century  Co.,  Inc.,  1944. 

The  second  edition  of  Dr.  Yater's  book  has  been 
revised  and  brought  up  to  date  in  a  fairly  satisfac- 
tory manner.  The  list  of  contributors  is  given,  but 
the  individual  articles  are  not  signed  by  the  author, 
as  in  the  first  edition.  The  table  of  contents  preced- 
ing each  chapter  has  been  deleted. 

Revisions  and  additions  are  included  in  most  of 
the  sections,  particularly  in  those  dealing  with  dis- 
eases in  which  sulfonamides  are  indicated.  A  brief 
outline  of  the  toxic  reactions  encountered  with  the 
use  of  sulfonamides  is  included  under  the  section  on 
the  treatment  of  pneumonia.  The  section  on  fungus 
diseases  is  enlarged.  Unfortunately  the  bibliography 
which  accompanies  each  section  has  not  been  brought 
completely  up  to  date. 

A  final  section  has  been  added  in  which  general 
information  for  the  house  officer  and  practitioner 
is  outlined.  This  section  deals  with  the  relationship 
of  the  doctor  to  organized  medicine  and  to  his  fel- 
low physicians,  and  is  an  excellent  presentation  of 
general  problems  with  which  the  young  doctor 
should  become  acquainted. 

The  value  of  the  book  lies  in  its  brief  review  of 
diseases  according  to  systems.  It  was  not  intended 
to  be  a  complete  and  detailed  treatise  on  internal 
medicine,  and  should  not  be  used  as  such. 
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Neurology  of  the  Eye.  Ear.  Nose  and 
Throat.  By  E.  A.  Spiegel,  M.D.,  Professor 
of  Experimental  Neurology,  Temple  Uni- 
versity School  of  Medicine,  and  I.  Sommer, 
M.D..  Lecturer  in  Ophthalmology,  Long  Is- 
land College  of  Medicine,  Consultant  Oph- 
thalmologist and  Otolaryngologist,  Chicago 
Eye  and  Ear  Hospital.  690  pages,  with  118 
illustrations.  Price,  $7.50.  New  York:  Grune 
&  Stratton,  Inc.,  1944. 

This  English  edition  of  Oto-Ophthalmo-Neurologie, 
based  partly  upon  and  completely  rewritten  from 
the  German  text  of  the  authors  published  in  1931, 
is  an  excellent  source  of  information  for  those  phy- 
sicians whose  interests  lie  in  the  field  of  neurology, 
neurosurgery,  ophthalmology,  and  otolaryngology. 

The  anatomy,  physiology,  and  pathology  of  the 
nervous  system  as  it  is  related  to  the  eye,  ear,  nose, 
and  throat  are  presented  from  the  experimental  and 
clinical  points  of  view.  The  acoustic  and  statokinetic 
labyrinths  in  health  and  disease  are  considered.  The 
functional  tests  of  the  inner  ear  are  presented  and 
the  findings  of  the  clinical  examination  are  inter- 
preted. A  section  is  devoted  to  pain  in  the  face  and 
to  otogenic  endocranial  complications.  The  neuro- 
logical conditions  of  the  eye  are  discussed  from  the 
points  of  view  of  the  optic  pathways  and  centers, 
the  fundus,  extra-ocular  and  smooth  muscles,  and 
the  sensory  nerves.  The  neurological  survey  of  the 
nose,  mouth,  pharynx,  and  larynx  is  described.  The 
final  chapters  are  devoted  to  local  symptoms  of  the 
brain  stem  and  the  cerebrum. 

The  sixty-eight  pages  of  references  and  the  118 
illustrations  are  alone  worth  the  price  of  the  volume. 
No  neurologist,  neurosurgeon,  ophthalmologist,  or 
otolaryngologist  should  be  without  this  book. 


Military    Medical    Manuals.    A    Manual    of 
Tropical  Medicine.  Prepared  under  the  aus- 
pices of  the  Division  of  Medical  Sciences  of 
the    National    Research   Council.    727   pages 
with   284    illustrations.   Price,    S6.00.   Phila- 
delphia and  London:  W.  B.  Saunders  Com- 
pany, 1945. 
This  is  by  far  the  most  usable  recent  volume  on 
the  subject.  The  material,  prepared  in  large  measure 
by  the  staff  of  the  Army  Medical  School,  covers  not 
only  the  usual  tropical  diseases  but  also  many  other 
infectious  diseases.  The  book  is  of  such  length  that 
it  can  easily  be  read  by  busy  practitioners  or  by 
medical  students  and  house  officers.  Since  it  is  in- 
tended as  a  field  manual,  no  references  are  given; 
this  detracts  but  slightly  from  the  value  of  the  book. 
The    illustrations    are   well    chosen    and    excellently 
reproduced  on  good  paper.  They  cover  not  only  clini- 
cal  signs  but  pathologic  lesions.   Helpful  charts  to 
illustrate  the  epidemiology  and  mode  of  transmission 
of  the  parasites  and  diagnostic  features  of  the  dis- 
eases are  scattered  through  the  book.  This  manual 
is  unhesitatingly  recommended. 


The  Chemistry  and  Pharmacy  of  Vegetable 
Drugs.  By  Noel.  L.  Allport,  F.I.C.,  Research 
Chemist,  The  British  Drug  Houses,  Ltd. 
252  pages.  Price,  $4.75.  New  York:  Chemi- 
cal Publishing  Co.,  Inc.,  1944. 

The  author  has  attempted  to  collect  and  sort  much 
information  concerning  the  preparation  and  stand- 
ardization of  drugs  derived  from  the  vegetable  king- 
dom. The  chemical  classification  has  been  adhered 
to  for  most  of  the  drugs,  but  in  some  cases  drugs 
are  classified  according  to  their  therapeutic  use,  es- 
pecially when  such  use  is  rather  restricted.  This 
would  be  somewhat  confusing  except  for  an  exten- 
sive and  inclusive  index  which  greatly  facilitates 
the  use  of  the  book.  The  subject  is  by  no  means  ex- 
haustively treated,  but  the  book  serves  rather  as  an 
introduction  to  the  study  of  vegetable  drugs. 

The  method  of  approach  is  in  general  consistent 
for  each  group.  The  plant  or  tree  from  which  the 
drug  is  obtained  is  described,  and  some  of  its  cul- 
tural characteristics  and  its  native  habitat  are  given. 
The  methods  of  collection  and  preparation  of  the 
crude  material  are  discussed,  and  the  preparation 
of  the  more  refined  product  is  described  in  rather 
general  terms.  Where  possible,  a  brief  and  usually 
somewhat  inadequate  discussion  of  the  chemistry  is 
given,  together  with  methods  for  assay  and  test. 
Therapeutic  uses  are  briefly  mentioned.  The  fre- 
quent insertion  of  historical  material  and  illustra- 
tions adds  to  the  reading  pleasure. 

The  book  should  be  interesting  to  pharmacists  and 
students  of  pharmacy.  It  will  also  be  of  interest  to 
physicians  and  students  of  medicine,  from  the  cul- 
tural rather  than  the  practical  viewpoint.  The  book's 
worth  as  a  source  of  information  is  definitely  lim- 
ited by  its  briefness  and  by  the  complete  lack  of  a 
bibliography. 


Svnopsis    of    Clinical    Laboratory    Methods. 
By   W.   E.   Bray,  Professor  of   Clinical   Pa- 
thology, University  of  Virginia.  Ed.  3.  528 
pages." Price,  S5.00.  Saint  Louis:  The  C.  V. 
Mosby  Co.,  1944. 
This   popular  book   is   extremely  valuable   in   the 
field  of  the    laboratory  diagnosis    of  disease.    The 
author  has  consistently  kept  pace  with  new  develop 
ments  and  discoveries,  so  that  each  new  edition  is 
brought  up  to  date.  It  adequately  meets  the  demand 
for  a  ready  reference  book  of  accepted  laboratory 
techniques.  It  is  concise,  yet  complete,  and  therefore 
should  find  wide  use  among  busy  practitioners  and 
students. 

Many  new  subjects  are  discussed  in  this  third 
edition,  including  the  Rh  factor,  anti-Rh,  cold  ag- 
glutinins, tests  for  sulfonamide  crystals,  and  the 
laboratory  diagnosis  of  toxoplasmosis.  The  contents 
of  the  book  are  logically  arranged  and  well  indexed. 
This  book  is  highly  recommended  to  those  who  wish 
to  have  the  essentials  of  diagnostic  laboratory  pro 
cedures  condensed  into  one  volume. 


Medico-Legal    Blood    Group    Determination. 

By  David  Harley,  M.D.,  St.  Mary's  Hospital, 

London.  119  pages.  Price,  $3.50.  New  York: 

Grune  and  Stratton,  Inc.,  1944. 
The  subject  of  the  blood  groups  and  their  relation- 
ships in  medicolegal  cases  is  covered  adequately  ii 
this  concise  manual.  Theory,  technique  and  practio 
receive  emphasis  in  the  author's  direct  and  lucid 
style.  The  section  on  the  theory  of  blood  groups  i 
an  orderly  presentation  of  the  theories  and  facts  o: 
the  subject,  for  which  the  author  expresses  his  in 
debtedness  to  standard  textbooks  such  as  that  o: 
Wiener.  This  information  is  clearly  stated  and  serves 
as  an  introduction  and  background  for  the  material 
in  the  rest  of  the  book.  The  section  on  technique  is 
complete  to  the  fine  details  of  the  procedures  to  fol 
low  and  the  points  to  be  avoided  in  the  performance 
of  the  blood  tests.  Interpretations  of  the  results  ob 
tained  are  discussed  briefly.  The  section  on  practice 
is  built  up  by  the  use  of  actual  case  records  cover- 
ing the  history,  physical  findings,  laboratory  find 
ings,  and  the  interpretation  of  these  facts.  Thes< 
records  are  very  helpful  in  accentuating  point; 
which  may  have  been  slighted  in  the  preceding  por- 
tions. 

Harley's  Medico-Legal  Blood  Group  Determinatioi 
is  recommended  highly  to  all  those  interested  in  th 
subject. 
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The  Marihuana  Problem  in  the  City  of  New 
York.  By  the  Mayor's  Committee  on  Mari- 
huana. 220  pages.  Price,  $2.50.  Lancaster, 
Pa.:  The  Jaques  Cattell  Press,  1944. 

As  a  result  of  the  general  belief  that  the  use  of 
marihuana  was  becoming  a  problem  which  con- 
cerned many  public  agencies,  the  Mayor  of  New 
York  City  appointed  a  committee  of  experts  to  in- 
vestigate the  use  and  effects  of  the  drug.  This  mon- 
ograph is  the  published  report  of  the  Committee. 
The  report  is  divided  into  three  sections:  one  deal- 
ing with  the  sociological  aspects  of  the  problem; 
one  dealing  with  the  effects  upon  organic  and  sys- 
temic functions,  and  the  effects  upon  intellectual 
functions,  emotional  reactions  and  personality;  and 
the  final  section  consisting  of  an  exhaustive  study 
of  the  pharmacological  aspects  of  marihuana. 

It  was  found  that  the  majority  of  individuals  us- 
ing the  drug  are  between  20  and  30  years  old,  and 
are  without  steady  employment.  It  was  felt  that  idle- 
ness, a  lack  of  initiative,  and  boredom  were  impor- 
tant factors  contributing  to  the  continued  use  of 
marihuana.  "Smoking  is  indulged  in  for  the  sake  of 
conviviality  and  sociability  and  because  it  affords  a 
temporary  feeling  of  adequacy  in  meeting  disturb- 
ing situations."  The  behavior  of  the  user  is  usually 
friendly,  aggressiveness  and  belligerency  usually  not 
being  seen.  No  relationship  between  the  use  of  mari- 
huana and  crimes  of  violence  was  found;  nor  was 
marihuana,  per  se,  found  to  have  any  "specific  stim- 
ulant effect  in  regard  to  sexual  desires."  It  is  pos- 
sible to  stop  smoking  marihuana  abruptly  with  no 
after-effects  comparable  to  morphine  withdrawal  in 
morphine  addicts. 

The  clinical  studies  were  carried  out  on  volun- ' 
teers.  The  most  frequent  symptoms  found  were 
tremor,  ataxia  and  dizziness.  Out  of  77  subjects 
psychotic  episodes  occurred  in  nine.  These  episodes 
were  characterized  by  mental  confusion  and  excite- 
ment with  periods  of  laughter  and  anxiety. 

The  systemic  effects  found  were:  an  increase  in 
pulse  rate  and  blood  pressure;  no  effect  on  eireula- 
lation  rate,  electrocardiogram,  vital  capacity,  renal 
and  liver  function  tests,  blood  and  blood  chemistry 
(except  an  increase  in  blood  sugar),  or  the  gastro- 
intestinal tract.  The  metabolic  rate  was  found  to  be 
elevated. 

Marihuana  was  found  to  impair  intellectual  func- 
tioning. It  did  not  change  the  basic  personality 
structure,  but  it  did  lessen  inhibitions.  Static  equi- 
librium and  steadiness  of  the  hand  were  most  fre- 
quently disturbed,  but  simple  reaction  time,  speed 
tests,  and  judgments  of  short  time  intervals  and 
small  linear  distances  were  unchanged. 

The  committee  concluded  that  "marihuana  is  not 
a  drug  of  addiction,  comparable  to  morphine,  and 
that  if  tolerance  is  acquired,  this  is  of  a  very  limited 
degree."  Many  of  the  effects  suggest  therapeutic 
possibilities,  and  the  impression  was  gained  that 
marihuana  was  useful  in  treating  withdrawal  symp- 
toms of  morphine  addicts. 

The  section  on  the  pharmacological  action  is  quite 
complete.  Methods  of  bio-assay  and  the  active  prin- 
ciples of  the  drug  are  discussed.  The  effects  of  mari- 
huana were  studied  in  a  variety  of  animals,  and  no 
evidence  of  tolerance  was  obtained.  The  effects  are 
attributed  to  an  action  on  the  central  nervous  sys- 
tem. 

This  monograph  is  authoritative  and  is  a  very 
timely  contribution  to  medical  and  sociological  lit- 
erature. Speculation  and  superstition  concerning 
marihuana  can  now  be  replaced  by  precise  informa- 
tion. 


Personal  Mental  Hygiene.  By  Dom  Thomas 
Verner  Moore,  O.S.B.,  M.D.,  Ph.D.,  Profes- 
sor of  Psychology  and  Psychiatry,  Catholic 
University  of  America.  323  pages.  Price 
$4.00.  New  York:  Grune  and  Stratton,  Inc., 
1944. 

This  book  starts  out  with  a  review  of  concepts 
of  mental  hygiene  and  mental  illness,  then  discusses 
in  a  rather  superficial  way  some  scattered  aspects 
of  emotional  difficulties  and  of  mental  hygiene  in 
education  and  in  the  home,  and  builds  up  to  religious 
aspects.  Chapter  17  is  titled  "Unwholesome  Drives: 
Fame  and  Feminine  Charms";  Chapter  18  is  titled 
"Unwholesome  Drives:  The  Lure  of  Pleasure  and 
Its  Rationalization";  Chapter  19,  "Religious  Sub- 
limation." 

The  language  is  difficult  to  understand.  A  large 
number  of  statements  are  not  acceptable  from  a 
scientific  standpoint.  For  example,  in  Chapter  2, 
page  14,  the  author  states:  "And  in  all  probability 
one  will  avoid  arteriosclerotic  insanity  if  he  does  not 
smoke."  Case  histories  are  cited  in  a  scattered, 
rather  inadequate  way,  and  a  large  part  of  the  book 
is  taken  up  by  quotations  from  literature  and  the 
Bible.  The  author  fails  to  point  out  just  what  he 
desired  to  illustrate  with  these  quotations. 

The  book  brings  nothing  new  to  the  medical  pro- 
fession and  workers  in  allied  fields.  In  the  layman's 
mind  it  might  create  a  good  deal  of  confusion.  This 
book  cannot  be  recommended  to  the  profession  or  to 
laymen. 


Proceedings  of  the  Rudolf  Virchow  Medical 
Society  in  the  City  of  New  York.  Vol.  3, 
1944.  By  the  Publication  Committee  (Franz 
M.  Groedel,  M.D.,  Bruno  Kisch,  M.D.,  and 
Erwin  Schiff,  M.D.)  Price,  $2.00.  103  pages. 
New  York:   Brooklyn   Medical   Press,   1945. 

This  volume  is  composed  chiefly  of  very  short 
notes  summarizing  the  discussions  at  meetings. 
Little  original  work  is  represented. 


First  Use  of  Intravenous  Anesthesia 

The  first  recorded  use  of  an  anesthetic  agent  by 
vein  is  credited  to  a  French  surgeon,  L.  Ore,  of 
Lyons  and  Bordeaux,  it  is  stated  in  the  Winter,  1945, 
issue  of  The  Journal  of  Parenteral  Therapy,  which 
reviews  R.  Charles  Adams'  comprehensive  mono- 
graph on  intravenous  anesthesia.  In  1872  the 
Frenchman  intravenously  administered  9  Gm.  of 
chloral  hydrate  in  10  cc.  of  water  to  a  patient  with 
a  crushed  finger  and  traumatic  tetanus.  The  most- 
used  intravenous  anesthetic  agent  is  evipal,  which, 
since  its  introduction  in  1932,  is  estimated  to  have 
been  used  over  10,000,000  times. 


The   Use  of   Airfoam   in   the   Treatment   of 
Leg  Ulcers 

Important  possibilities  in  the  curing  of  leg  ulcers 
through  use  of  Airfoam — a  leading  peacetime  ma- 
terial for  seat-cushioning  and  similar  purposes — 
were  disclosed  recently  by  The  Goodyear  Tire  & 
Rubber  Company. 

Under  the  direction  of  Dr.  R.  A.  Simendinger  of 
the  Goodyear  Hospital  staff,  Airfoam  has  already 
been  used  successfully  in  the  treatment  of  several 
exceptionally  stubborn  leg  ulcer  cases. 
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WILLIAM    MERRITT    JONES.    M.D. 

William  Merritt  Jones,  bom  in  Wake  County  on 
January  23,  1881.  died  in  Greensboro,  July  29.  1944. 
He  spent  his  boyhood  in  Cary,  and  at  about  the  age 
of  13  years  moved  to  Asheville,  where  he  attended 
the  public  and  private  schools;  later  he  entered  the 
University  of  Maryland  in  Baltimore,  from  which 
institution  he  graduated  in  1903.  This  same  year  he 
was  licensed  by  the  Medical  Board  which  met  in 
Hot  Springs,  North  Carolina.  He  very  soon  located 
in  upper  New  York  state  and  practiced  medicine 
there  for  a  short  time.  After  traveling  for  a  while 
through  the  West  he  located  in  High  Point,  and  was 
very  successful  in  the  general  practice  of  medicine. 
A  few  years  later  he  was  given  the  position  of  Di- 
rector of  Health  for  Guilford  County,  being  among 
the  first  whole  time  county  health  officers  in  the 
United  States.  One  of  his  main  interests  along  this 
line  was  preventive  medicine.  After  being  County 
Health  Officer  for  a  number  of  years  he  became  affil- 
iated with  the  Jefferson  Standard  Life  Insurance 
Company,  and  at  the  time  of  his  death  was  Medical 
Director  for  this  company.  His  chief  interest  was 
the  advancement  of  scientific  medicine.  He  had  been 
president  of  the  Guilford  County  Medical  Society, 
Councilor  for  the  Eighth  District,  and  a  member 
of  the  Board  of  Medical  Examiners.  He  is  survived 
by  his  wife,  who  was  Miss  Lelia  Mundy.  and  three 
daughters.  Miss  Hortence  Jones.  Mrs.  Harold  C. 
Ernst  and  Mrs.  Carl  Buffington.  In  the  passing  of 
Dr.  Jones,  Guilford  County  Medical  Society,  the 
Medical  Society  of  the  State  of  North  Carolina,  and 
his  host  of  friends  throughout  the  state  have  suf- 
fered a  great  loss.   We  shall  miss  him. 

Committee  for  the  Guilford 
County  Medical  Society 
Rigdon  Dees.  M.D. 
Walter  L.  Jackson,  M.D. 
On  motion,  duly  seconded,  it  was 
RESOLVED:      That    the    foregoing    resolution    be 
spread  upon  the  records  of  the  Guilford  County  Med- 
ical   Society,    and    a    copy    thereof    be    sent    to    the 
family  of  the  deceased  and  to  the  Secretary  of  the 
Medical  Society  of  the  State  of  North  Carolina. 


Borden  Awards 

Nine  American  scientists  received  Borden  Awards 
of  a  gold  medal  and  SI, 000,  for  outstanding  contri- 
butions to  scientific  research  in  the  food  industry 
and  related  fields  during  1944.  This  brings  to  39  the 
total  number  of  awards  made  since  their  establish- 
ment by  the  Borden  Company  in  1936. 

Designed  to  recognize  and  encourage  outstanding 
research  achievements,  the  awards  are  administered 
by  seven  professional  and  scientific  associations. 
These  are:  The  American  Chemical  Society;  Ameri- 
can Academy  of  Pediatrics;  American  Dairy  Science 
Association;  American  Home  Economics  Associa- 
tion; American  Institute  of  Nutrition;  Poultry 
Science  Association  and  The  American  Veterinary 
Medical  Association. 


Wyeth    Advertising   Cited 

With  paintings  occupying  four  of  the  three  hun- 
dred places  set  aside  in  the  "human  interest"  group, 
at  the  24th  Annual  Exhibition  of  Advertising  Art. 
to  be  held  in  New  York  from  April  10th  to  29th  in- 
clusive. Wyeth  Incorporated,  of  Philadelphia,  has 
again  scored  heavily  with  the  experts.  Each  of  these 
paintings  dramatically  emphasizes  the  Wyeth  mes- 
sage to  consumers:  "Save  your  doctor's  time  in 
wartime." 

"But  it's  my  last  night.  Dad — can't  another  doc- 
tor go?"  is  the  G.  I.'s  appeal  in  one  of  this  series, 
which,  in  addition  to  recognition  by  the  .Art  Direc- 
tor's Club,  has  been  chosen  for  inclusion  in  the  hun- 
dred outstanding  advertisements  to  receive  Wartime 
Advertising  Awards. 


i  Squibb  Adds   Pituitary   Gonadotrophin  to 

Hormone   Line 

For  the  treatment  of  hypogonadism  resulting 
from  pituitary  hypofunction,  E.  R.  Squibb  &  Sons. 
New  York,  have  added  to  their  extensive  line  of 
hormone  products  a  Pituitary  Gonadotrophin.  This  is 
a  highly  purified,  stable  preparation  extracted  from 
the  pituitary  glands  of  horses,  the  pituitaries  of 
which  are  richer  in  gonadotrophin  than  those  of  any 
other  species  except  man. 

Pituitary  Gonadotrophin  Squibb  is  supplied  in  dry 
form  in  5-cc.  rubber-diaphragm  capped  vials  con- 
taining 125  rat  units  (25  units  per  1  cc.  I  together 
with  a  5-cc.  ampul  of  Sterile  Isotonic  Solution  of 
Sodium  Chloride  for  use  as  a  diluent. 


If  you  can't  be  on  the  battlefield — you  can  do  your  part 
toward  winning  the  war — 

BUY  WAR  BONDS  —  THE  BEST 
AND  SAFEST  INVESTMENT 

The  new  drive  is  now  on  —  America  depends  on  YOU 
and  your  money  to  win  an  early  victory  —  IT  CAN  BE 
DONE  ! 
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MEETING  THE  FUTURE  OF  MEDICINE 

Chester  S.  Keefer,  M.D. 
Boston,  Massachusetts 


I  consider  it  a  high  honor  indeed  to  be  in- 
vited to  come  here  today  and  to  take  part  in 
your  Commencement  exercises.  I  want  to  be 
among  the  first  to  extend  to  you  my  hearti- 
est congratulations.  We  all  share  your  feel- 
ings of  happiness  and  satisfaction  because 
we  are  convinced  that  you  are  well  prepared 
for  the  responsibilities  of  your  chosen  pro- 
fession. We  are  certain  that  you  will  be  a 
credit  to  your  school.  It  is  undoubtedly  a 
matter  of  pride  to  you  that  you  have  passed 
the  first  milestone  in  your  new  work.  It  has 
required  steadfastness  of  purpose,  personal 
adjustment  to  people,  and  a  new  way  of  liv- 
ing for  many  of  you.  You  have  been  brought 
into  direct  and  intimate  contact  with  human 
suffering.  You  have  met  these  situations  and 
you  have  met  them  well. 

Aside  from  satisfying  the  requirements 
for  graduating  with  the  degree  of  Doctor  of 
Medicine,  many  of  you  have  fulfilled  the  re- 
quirements for  receiving  a  commission  in 
the  Medical  Reserve  Corps  of  the  armed 
forces.  For  some  time,  then,  you  will  have 
a  dual  responsibility — that  of  a  doctor,  and 
that  of  a  medical  officer.  If  you  are  wise, 
you  will  always  be  a  doctor  first  and  an 
officer  second.  Your  responsibilities  in  the 
dual  role  will  be  very  great  indeed. 

It  is  appropriate  at  this  time  to  look  for- 
ward to  the  future  and  face  some  of  the 
problems  which  your  new  position  in  the 
world  will  bring.  During  the  course  in  med- 
ical school  a  large  number  of  subjects  have 
been  presented  in  a  relatively  short  period 
of  time.  An  effort  has  been  made  to  teach 
you  the  basic  principles  of  the  fundamental 
sciences,  and  to  introduce  you  to  the  tech- 

Delivered    at    the    Commencement    of    the    Duke    University 
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niques  of  studying  patients  and  their  dis- 
eases. This  is  the  foundation  upon  which  you 
can  build  a  solid  structure.  In  medicine,  the 
structure  is  never  completed,  since  medical 
education  is  continuous  and  dynamic.  All 
physicians  must  continue  to  learn  new  tech- 
niques and  improve  on  the  old  ones.  They 
must  be  able  to  apply  the  weapons  that  are 
developed  by  research.  The  question  is  fre- 
quently asked:  "How  can  this  be  done?" 
The  plans  which  have  been  formed  by  medi- 
cal schools  such  as  yours  and  by  civilian 
teaching  hospitals  for  continuous  education 
and  for  graduate  instruction  have  proved 
their  worth  during  the  past  few  years.  This 
is  attested  by  the  fact  that  the  medical  and 
surgical  care  of  our  men  in  the  armed  forces, 
and  of  the  civilians,  is  of  an  extremely  high 
order.  We  are  told  that  never  before  in  any 
war  have  the  wounded  of  our  army  and  navy 
received  such  excellent  medical  and  surgical 
care.  These  results  have  been  obtained  be- 
cause the  medical  profession  was  prepared 
to  render  that  service.  They  were  prepared 
because  they  spent  long  years  of  training  in 
our  universities  and  in  our  civilian  hospitals. 
They  had  kept  abreast  of  the  times;  their 
education  was  continuous  and  thorough,  and 
they  knew  how  to  apply  it  effectively. 

We  must  not  allow  the  splendid  plan  which 
has  been  developed  by  our  universities  to  be 
changed  in  such  a  way  that  it  will  interfere 
with  the  quality  of  the  training  of  young 
physicians.  The  advances  made  in  medicine 
during  the  past  twenty-five  years  have  been 
due  to  the  great  improvement  in  medical  edu- 
cation. Physicians  have  been  eager  to  con- 
tinue their  education  when  they  leave  the 
university.  They  have  done  this  in  many 
ways,  and    they  have  done    it  even  in    the 
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smallest  communities.  A  physician  learns 
from  his  accumulated  experience;  he  learns 
from  his  colleagues,  his  associates,  and  his 
patients;  he  learns  from  reading  and  from 
attending  medical  meetings  and  postgrad- 
uate courses.  In  short,  we  learn  front  one 
another.  The  universities  must  continue  to 
assume  the  leadership  in  medical  education, 
and  they  must  not  be  unduly  influenced  by 
laymen  who  want  to  streamline  courses  in 
medicine  for  the  sake  of  increasing  the  num- 
ber of  physicians  in  a  short  period  of  time. 

Many  of  you  have  undoubtedly  asked  your- 
self the  question,  "What  is  the  physician's 
function  in  life  and  what  place  does  he  take 
in  the  community  and  in  society  in  general?" 

The  word  "doctor"  means  "teacher"; 
"doctor  of  medicine"  in  its  broadest  sense 
means  "teacher  of  medicine."  The  title  im- 
plies that  here  is  a  man  or  woman  who  is 
qualified  to  teach  the  public,  his  patients,  or 
his  colleagues  how  to  maintain  health  or 
prevent  illness,  and  how  to  treat  patients 
when  they  acquire  some  illness.  In  a  word, 
it  should  imply  that  here  is  a  person  who  is 
interested  in  all  the  problems  of  human  be- 
ings. The  title  carries  a  great  responsibility 
and  one  not  to  be  entered  into  lightly. 

In  our  dealings  with  patients  we  must 
treat  them  as  a  whole;  we  must  know  as 
much  about  them  as  possible.  This  art  is 
something  that  is  not  acquired  in  medical 
school.  It  is  acquired  by  studying  men  and 
women  and  children — their  behavior  under 
conditions  of  external  environmental  strain, 
their  reactions  to  minor  stresses  and  to  the 
problems  of  normal  living.  One  gains  infor- 
mation of  this  sort  from  his  own  emotional 
experiences  and  reactions  to  life  situations. 
One  learns  from  the  reading  of  novels  and 
plays.  The  non-medical  literature  of  the  ages 
is  filled  with  information  that  aids  the  doctor 
in  understanding  his  patients. 

The  physician  with  experience,  then,  real- 
izes that  the  successful  physician  is  one  who 
understands  human  beings  and  who  has  in- 
terests other  than  the  dispensing  of  pills  or 
the  removal  of  some  diseased  organ  of  the 
body. 

As  you  leave  the  medical  school  and  take 
up  positions  as  house  officers  in  hospitals, 
your  responsibilities  increase  enormously, 
and  your  personal  relationships  with  many 
groups  will  be  thoroughly  tested.  A  period 
of  adjustment  is  always  necessary,  and  it  is 
not  always  easy  for  you  or  for  the  others  in 
the    environment.     Your    relationship    with 


your  colleagues  who  may  have  had  an  en- 
tirely different  background  and  training  may 
be  strained.  You  have  important  profes- 
sional relationships  with  patients,  nurses,  ad- 
ministrative officers  of  the  hospitals,  the  pa- 
tients' families,  and  a  great  many  other 
people.  You  are  only  one  important  part  of 
a  highly  organized  regime.  Your  success  and 
effectiveness  as  a  physician  will  depend  upon 
your  personal  relations  as  much  as  upon 
your  medical  knowledge. 

It  is  customary  on  an  occasion  like  this  to 
say  something  about  medical  ethics.  This  is 
a  subject  of  the  greatest  importance  to  all 
of  us.  There  is  nothing  peculiar  about  it, 
since  it  involves  only  the  problem  of  human 
relations  on  a  high  and  dignified  plane.  The 
physician-patient  relationship  and  the  rela- 
tion of  one  physician  to  another  are  involved. 
The  physician-patient  relationship  is  an  ex- 
tremely confidential  and  personal  one.  Infor- 
mation that  is  disclosed  to  doctors  by  pa- 
tients must  be  held  in  the  strictest  confi- 
dence, and  no  physician  should  disclose  any 
such  information  to  others.  If  a  patient  can- 
not trust  his  physician,  he  has  no  confidence 
in  him  or  in  anything  that  he  says  or  does. 

In  dealing  with  patients  or  their  families, 
or  with  your  colleagues,  honesty  is  one  of  the 
first  principles.  No  patient  should  ever  be 
deceived.  The  physician  should  never  hesi- 
tate to  admit  that  he  doesn't  know  or  that  he 
needs  help  and  assistance.  The  patient  and 
his  family  should  be  taken  into  your  confi- 
dence. Your  honest  opinion  in  all  situations 
is  exceedingly  important.  Some  physicians 
hesitate  to  tell  the  truth  and  they  tend  to 
be  indecisive.  This  indicates  that  the  physi- 
cian is  not  always  secure  in  his  opinion;  he 
is  often  afraid  of  losing  a  patient,  and  his 
personal  pride  interferes  with  his  logical 
thinking  and  good  judgment.  It  should  be 
remembered  that  no  one  is  infallible  and 
that  the  doctor  is  not  always  right.  We  are 
all  human  and  we  all  make  mistakes.  It  is 
extremely  important,  however,  for  all  of  us 
to  be  honest  with  ourselves,  with  our  pa- 
tients, and  with  our  associates.  Your  advice 
will  be  sought  on  all  sorts  of  matters.  You 
must  be  prepared  at  all  times  to  be  of  service 
to  your  community,  and  to  those  who  call 
upon  you  for  counsel. 

In  conclusion,  I  would  like  to  make  a  few 
remarks  concerning  the  progress  of  medi- 
cine in  the  past  few  years,  and  some  of  the 
problems  for  the  future. 

Recently,  there  has  been  a  great  accelera- 
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tion  of  medical  research  in  certain  fields.  Of 
necessity,  this  research  has  been  directed 
toward  solving  problems  in  military  medi- 
cine. Fortunately,  many  of  the  advances  can 
be  carried  over  for  the  benefit  of  civilians 
in  peace-time.  Such  diseases  as  tetanus, 
louse-borne  typhus  fever,  and  yellow  fever 
can  be  prevented.  Great  strides  have  been 
made  in  preventing  meningococcus  meningi- 
tis, and  the  death  rate  from  that  disease  is 
lower  now  than  at  any  other  time  in  history. 
The  same  may  be  said  for  other  infections, 
including  those  with  hemolytic  streptococci 
and  pneumococci.  Malaria  can  be  effectively 
suppressed  by  the  proper  use  of  chemother- 
apy, and  at  least  one  form  can  be  cured  by 
adequate  treatment.  Progress  has  been  made 
in  the  treatment  of  wounds  and  burns,  and 
in  many  other  medical  and  surgical  diseases 
which  one  could  mention. 

These  advances  have  been  made  possible 
by  applying  the  results  of  long  years  of  re- 
search in  the  fundamental  sciences  and  in 
the  field  of  clinical  medicine.  We  have 
learned  how  to  make  useful  many  of  the 
facts  which  in  themselves  have  appeared  to 
be  useless  in  the  past.  Physicians  and  other 
biological  scientists  have  been  given  an  op- 
portunity to  develop  the  results  of  their  re- 
searches and  to  explore  new  fields.  As  a  re- 
sult of  the  cooperative  efforts  of  such  organ- 
izations as  the  National  Research  Council  of 
the  National  Academy  of  Sciences  and  the 
Committee  on  Medical  Research  of  the  Office 
of  Scientific  Research  and  Development, 
scientists  have  been  brought  together  for  the 
purpose  of  discussing  problems  and  exchang- 
ing information.  Programs  of  research  have 
been  started  and  the  results  have  been  de- 
veloped. The  results  of  these  broad  pro- 
grams of  research  and  development  have 
been  passed  on  quickly  to  the  military  forces 
and  to  civilians.  New  programs  of  research 
were  made  possible  by  virtue  of  the  fact  that 
scientific  laboratories  were  prepared  to  as- 
sume these  responsibilities.  They  had  trained 
personnel  and  equipment  which  has  been 
utilized,  and  adequate  financial  support  has 
been  provided.  The  large  body  of  knowledge 
that  has  been  assembled  in  recent  years  is 
very  impressive  indeed.  New  principles  of 
research  and  its  application  have  been  estab- 
lished.   These  must  be  continued. 

The  advent  of  war  has  served  to  focus  our 
attention  upon  certain  medical  and  public 
health  problems  of  the  future.  Two  recent 
disclosures  that  have  shocked  the  American 


public  are  (1)  the  high  incidence  of  rejec- 
tions of  men  for  military  service,  and  (2) 
the  lack  of  so-called  physical  fitness.  When 
one  examines  the  list  of  physical  defects 
which  were  responsible  for  rejection,  it  be- 
comes plain  that  many  of  them  can  be  cor- 
rected by  medical  or  surgical  treatment. 
This  is  a  very  large  problem,  and  ways  and 
means  must  be  provided  for  solving  it.  It  is 
perhaps  worth  while  to  point  out  that  these 
defects  in  adults  are  not  of  recent  origin. 
Most  of  them  arise  during  childhood  and  re- 
main uncorrected.  For  example,  we  have 
recently  made  a  physical  survey  of  1,000 
boys  between  the  ages  of  8  and  16  years  of 
age.  We  found  the  same  distribution  of 
physical  defects  in  this  group  as  was  found 
in  young  men  of  military  age.  The  problem, 
then,  is  adequate  treatment  and  correction 
of  physical  defects  in  youth.  The  leadership 
of  the  medical  profession  is  required  for  its 
solution.  Facilities  must  be  provided  for 
correcting  these  defects  which  appear  dur- 
ing the  period  of  growth  and  development. 
It  is  of  little  value  indeed  to  recognize  a  de- 
fect if  you  are  not  prepared  to  correct  it. 

The  problem  of  physical  fitness  is  now  at- 
tracting widespread  attention.  Indeed,  there 
is  now  in  existence  a  national  drive  to  make 
our  youth  physically  fit.  One  of  the  objec- 
tives of  the  campaign  is  to  teach  the  youth 
that  health  and  physical  training  will  bring 
a  fuller  enjoyment  of  life.  Standards  of  fit- 
ness are  being  devised,  and  a  National  Coun- 
cil is  developing  a  program  to  improve  the 
health  of  the  country's  school  children. 

Plans  are  also  being  made  so  that  the 
partially  handicapped  person  may  be  made 
physically  fit  for  placement  in  industry. 
Here,  then,  is  an  opportunity  for  the  medical 
profession  to  be  of  additional  service  to  the 
community.  It  is  one  of  our  responsibilities, 
and  we  must  be  prepared  to  meet  it. 

There  are  many  other  problems  concerned 
with  health,  which  you  will  be  called  upon 
to  solve  in  the  future.  We  are  confident  that 
you  will  be  equal  to  the  tasks  that  are  before 
you.  Your  teachers  have  set  a  high  example. 
It  has  been  your  privilege  to  receive  an  ex- 
cellent training  here  at  Duke  University,  an 
institution  where  the  highest  traditions  of 
medical  research  and  teaching  are  main- 
tained. I  know  that  the  faculty  and  your 
friends  join  with  me  in  wishing  you  a  happy 
and  successful  career. 
65  E.  Newton  Street 
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BACCALAUREATE  SERMON 

THE  BELOVED  PHYSICIAN 

John  R.  Cunningham,  D.D.,  LL.D. 

President,  Davidson  College 

Col.  \:lh — "Luke,  the  beloved  physician." 

A  graduate  student  in  the  Yale  Divinity 
School  made  what  he  considered  an  original 
discovery.  He  stated  in  his  thesis  that  Paul 
closed  his  letters  almost  invariably  with  an 
anti-climax — just  a  reference  to  a  few  indi- 
viduals who  were  his  friends  and  associates. 
Dr.  Luccock,  a  member  of  the  faculty,  ob- 
served that  what  the  student  had  not  dis- 
covered was  that  people  are  never  the  anti- 
climax to  any  consideration.  There  are  still 
many  people  in  politics,  business,  industry, 
and  even  in  education  and  religion,  who  have 
not  made  this  discovery.  People  are  impor- 
tant ;  they  are  the  height  of  the  creation. 

Here  in  our  text  is  a  fragmentary  refer- 
ence to  a  friend,  an  associate  of  the  writer, 
the  Apostle  Paul.  It  is  easy  to  pass  it  by  as 
having  only  local  and  temporary  implica- 
tions. Closer  attention,  however,  indicates 
that  there  is  much  in  it  to  interest,  impress, 
and  intrigue  us.  Paul  writes  to  the  people  of 
Colosse,  a  city  of  Asia  Minor,  in  which  both 
he  and  Luke  had  worked.  He  is  saying  to 
them  in  his  letter :  "Luke,  our  beloved  physi- 
cian, greets  you."  We  are  not  dependent, 
however,  upon  this  reference  alone  for  what 
we  know  about  Luke.  We  know,  for  instance, 
that  he  was  born  in  the  city  of  Antioch  and 
was  of  Gentile  parentage.  He  was  a  cultured 
Greek.  He  was  a  scientist.  He  was  a  friend 
of  the  poor,  but  he  had  entree  to  the  rich,  as 
is  indicated  in  the  dedication  of  both  his 
books  to  Theophilus,  whose  title  would  indi- 
cate that  he  was  the  peer  of  Festus  and 
Felix,  both  of  whom  were  governors  in  the 
Roman  Empire.  Luke  possessed  literary 
gifts.  Renan  says  that  his  is  "the  most  liter- 
ary of  the  Gospels."  He  wrote  a  pure  Greek. 
He  had  an  appreciation  of  hymnology.  He  it 
is,  and  he  alone,  who  tells  us  of  the  hymn  of 
the  shepherds  in  Bethlehem.  He  gives  us 
the  Magnificat,  the  Benedictus,  and  the  Nunc 
Dimittis.  Best  of  all,  Luke  is  the  author  of 
two  great  books.  Doctors  have  produced 
some  of  the  best  literature  we  have.  For  in- 
stance, there  are  the  contributions  of  such 
men  as  Dr.  Oliver  Wendell  Holmes,  Dr. 
Conan  Doyle,  Dr.  John  Brown   (who  wrote 
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"Rab  and  His  Friends"),  and  Sir  Thomas 
Browne  (who  wrote  "Religio  Medici"),  not 
to  mention  many  more  recent  and  even  local 
figures.  But  the  two  most  famous  books  ever 
written  by  a  doctor  were  from  the  pen  of  this 
physician — Dr.  Luke.  They  have  influenced 
the  lives  of  people  more  widely,  more  deeply, 
and  more  beneficently  than  any  other  book 
ever  written  by  a  doctor.  When  a  man  writes 
a  book — particularly  if  it  be  about  other 
people,  or  about  great  philosophies  of  life — 
he  is,  whether  he  knows  it  or  not,  writing 
an  autobiography.  Therefore,  most  of  what 
we  know  about  Luke  we  discover  from  the 
things  which  came  from  his  pen.  Thus, 
through  this  medium  I  propose  that  we  look 
at  the  life  of  this  doctor  of  the  long  ago. 

1.  Note  first  Luke's  estimate  of  the  sanc- 
tity and  worth  of  the  individual.  It  is  Luke 
alone  among  the  gospel  writers  who  gives 
us  the  parable  of  the  good  Samaritan  and 
who  tells  us  the  story  of  a  rich  little  publican, 
hated  by  his  neighbors  because  of  unethical 
business  practices,  who  was  won  to  a  life  of 
honesty  and  nobility  by  the  Saviour.  It  is 
Luke  alone  who  gives  us  that  matchless  story 
of  the  prodigal  son.  He  describes  for  us 
scores  of  individuals.  He  takes  them  one  by 
one  and  shows  us  Christ's  power  over  devils, 
over  disease,  and  over  death.  How  many  in- 
dividuals are  mentioned  in  the  Book  of  Luke ! 
Luke  makes  it  exceedingly  clear  that  to  him 
individuals  must  always  take  precedence 
over  the  crowds,  over  the  masses.  This  is  a 
fundamental  principle  at  the  heart  of  Chris- 
tianity. It  is  basic  in  the  democracy  for 
which  we  now  contend.  Christ  shocked  His 
followers  again  and  again  by  the  attention 
and  time  He  was  willing  to  give  to  individ- 
uals— and  oftentimes  very  obscure  and  un- 
attractive ones  at  that.  Note,  for  instance. 
His  dealing  with  the  woman  at  the  well — a 
woman  of  bad  reputation,  of  low  character, 
an  outcast  in  her  community ;  and  yet,  when 
Christ  had  shown  her  the  way  so  sympa- 
thetically and  appealingly,  it  was  she  who 
went  back  to  transform  her  community  and 
save  her  city. 

In  the  book  Louisiana  Hay-Ride  there  is 
a  keen  evaluation  of  Huey  Long.  An  inter- 
esting observation  which  his  biographer 
makes  is  that  "Huey  Long  had  a  great  sense 
of  human  beings."  Whether  he  used  that 
sense  for  good  or  for  evil,  he  possessed  it, 
and  one  sees  in  his  life  an  amazing  example 
of  how  far  it  will  carry  a  man.  It  is  one  of 
the  marks  of  great  leadership. 
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When  you  see  people  en  masse  you  can  be- 
come weary  with  them,  you  can  become  cyni- 
cal about  them ;  but  not  when  you  deal  with 
them  as  individuals  and  know  out  of  a  sym- 
pathetic heart  and  a  penetrating  mind  what 
lies  back  of  their  foibles  and  unattractive 
qualities.  You  gentlemen  who  go  out  into 
the  noble  profession  of  medicine  must  stand 
firm  on  this  principle  of  the  dignity  of  the 
human  individual.  People  possess  as  individ- 
uals inherent  value.  The  stamp  of  their 
Creator  is  in  their  hearts.  Their  potential- 
ities are  untold.  Scores  and  scores  of  illus- 
trations could  be  adduced  to  show  how  the 
personal  interest  of  some  person  has  aroused 
the  confidence  and  stimulated  the  imagina- 
tion and  aspiration  of  those  who  later  be- 
came great  servants  of  humanity. 

The  story  is  told  of  Napoleon  that,  when 
he  was  advising  with  his  military  leaders  on 
one  occasion,  he  raised  a  question  as  to  the 
strength  of  the  army  in  a  certain  area.  The 
reply  was  in  terms  of  individuals  and  small 
groups.  His  impatient  reply  was,  "Do  not 
annoy  me  with  individuals.  Tell  me  the  to- 
tals." Perhaps  that  attitude  was  all  right  for 
Napoleon,  who  was  seeking  to  destroy  life, 
but  it  is  not  well  for  those  who  go  into  your 
profession.  Keep  clearly  before  you  the  sense 
of  human  beings  as  individuals.  It  will  carry 
you  a  long  way. 

2.  Note  further  Luke's  emphasis  in  his  life 
and  writings  on  the  ideal  of  service.  You  will 
gain  an  unmistakable  impression,  as  you  ob- 
serve this  great  man's  approach  to  life, 
that  he  regarded  service  to  humanity  as  the 
summum  bonum;  it  is  he  who  enforces  the 
thought  that  "the  Son  of  Man  came  to  seek 
and  to  save  that  which  was  lost."  "He  came 
not  to  be  ministered  unto  but  to  minister  and 
to  give  His  life  a  ransom  for  many."  He 
depicts  in  his  life  of  Christ  the  man  who 
went  to  and  fro  touching  life  unselfishly,  and 
for  good  wherever  He  went. 

There  are  the  three  classic  service  profes- 
sions. To  mention  these  does  not  detract 
from  the  great  body  of  unselfish  people  who 
are  working  all  down  the  line  in  business, 
industry,  and  elsewhere.  The  fact  remains, 
however,  that  the  minister,  the  teacher,  and 
the  doctor  are  engaged  in  services  so  human- 
itarian as  to  demand  an  unselfish  spirit.  Dr. 
Conklin  of  Princeton,  speaking  to  the  grad- 
uating class  of  the  University  of  Pennsyl- 
vania Medical  School  some  time  ago,  made 
this  statement:  "The  saving  of  life  like  the 
saving  of  souls  is  so  much  more  important 


and  vital  than  the  saving  of  property  or  of 
social  pride,  or  of  class  and  national  pres- 
tige, that  violations  of  humanitarian  ethics 
on  the  part  of  physicians,  or  ministers  of 
religion,  are  regarded  as  more  reprehensible 
than  in  business,  or  law,  or  statecraft.  The 
profession  of  medicine,  like  that  of  religion, 
is  a  humanitarian  and  holy  calling  and  its 
ethical  code  is  correspondingly  high.  These 
humanitarian  professions  point  the  way  to 
better  social  and  moral  relations  in  all  phases 
of  society  in  the  world  to  come  after  this 
great  crisis  in  human  history." 

Some  of  you  have  doubtless  seen  recently 
the  picture,  "Mr.  Skeffington,"  in  which 
Bette  Davis  takes  the  leading  role.  If  you 
saw  that  picture  discerningly  you  saw  what 
comes  ultimately  to  the  person  who  lives  a 
self-centered  life.  Here  is  depicted  with  bold 
clarity  a  person  who  determines  that  her 
own  selfish  whims  and  desires,  her  yearning 
for  popularity,  and  her  purpose  to  be  the 
center  of  every  situation  are  the  test  of  life 
and  happiness.  Her  selfishness  drove  her  to 
such  extremes  as  to  take  its  toll  of  her  happi- 
ness long  before  life  terminated.  She  finally 
witnessed  the  cost  of  selfishness  in  the 
crumbling  of  her  entire  structure  of  life. 

Woodrow  Wilson,  while  he  was  President 
of  the  United  States,  wrote  a  book  entitled, 
When  a  Man  Comes  to  Himself.  The  thesis 
of  his  book  is  that  no  man  ever  really  comes 
to  himself  or  knows  the  meaning  of  life  until 
he  gets  the  center  of  life  outside  himself. 
Service,  after  all,  is  the  law  of  growth  and 
of  greatness  and  of  happiness.  I  urge  you  to 
keep  that  ideal  before  you,  though  the  public, 
with  its  secular  and  material  standards  of 
success,  will  make  it  difficult.  A  mature  and 
skilled  physician  said  to  me  some  time  ago: 
"A  commercial  doctor  is  the  most  dangerous 
man  in  society."  He  did  not  mean  necessarily 
the  doctor  who  violates  the  law  in  his  prac- 
tice, but  rather  the  one  who  has  self  so  large- 
ly at  the  center  that  he  preys  upon  the  con- 
fidence and  innocence  of  people  to  serve  his 
gain  and  increase  his  popularity. 

3.  Finally,  let  us  note  Luke's  Christian 
faith  and  character.  He  was  essentially  a 
Christian  man.  His  claim  to  greatness  lies 
more  in  his  character  than  in  his  profession. 
That  is  true  of  most  men.  Indeed,  in  most 
cases,  a  man  is  valued  in  his  profession  first 
because  of  his  strong  character.  Luke  was 
great  in  his  spirit  and  was  great  in  his  con- 
duct. He  qualified  as  "the  beloved  physician." 
This  is  only  another  way  of  saying  that  his 
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life  was  of  such  a  spirit  that  people  loved 
him. 

Both  the  disposition  and  the  desire  of 
people  is  to  love  their  doctor.  Indeed,  they 
need  to  be  able  to  do  so  if  he  is  to  mean 
most  to  them.  Luke  possessed  peculiarly  the 
qualities  of  fidelity  and  selflessness.  In  his 
character  the  doctor  must  be  above  reproach. 
The  ethical  standard  of  his  profession  is 
very  high.  The  Hippocratic  Oath  calls  for 
that.  I  suggest  to  you,  however,  that  ethics, 
like  will-power,  needs  motivation  and  under- 
girding.  George  Washington  said  in  his 
Farewell  Address,  "Let  us  with  caution  in- 
dulge in  the  supposition  that  you  can  main- 
tain morality  apart  from  the  religious  prin- 
ciple." The  qualities  of  life  which  are  es- 
sential to  greatness  in  a  doctor  must  bespeak 
inner  character,  else  his  ethics  represent 
hardly  more  than  a  garment  which  he  puts 
on  and  takes  off  at  will.  I  would  urge  you. 
therefore,  quite  sincerely  and  unequivocally 
that  you  set  your  scientific  skill,  your  prac- 
tice of  your  profession,  and  even  your  per- 
sonality against  the  background  of  vital 
Christian  faith  and  character.  A  doctor  who 
is  a  true  Christian  presents  a  genuine  bal- 
ance of  human  character.  Witness  such  illus- 
trious figures  as  Dr.  Howard  Kelly  of  Balti- 
more and  Sir  Wilfred  Grenfell  of  Labrador. 

You  will  deal  intimately  with  people  across 
the  entire  span  of  life,  from  birth  until 
death.  People  will  wish  the  satisfaction  of 
knowing  that  you  are  scientifically  prepared, 
that  you  are  skilled  in  the  practice  of  medi- 
cine. But  they  will  also  want  to  know  that 
you  are  a  good  man,  that  you  are  a  doctor 
who  has  an  appreciation  of  the  spiritual  val- 
ues of  life — one  to  whom  they  can  entrust 
their  secrets,  and  one  who  can  not  only  give 
them  physical  relief  but  who  can  treat,  as 
did  the  Great  Physician,  their  minds  and 
their  spirits  too. 

In  the  entrance  to  the  Administration 
Building  of  Johns  Hopkins  University  stands 
the  heroic  statue  of  Christ.  It  is  a  copy  of 
the  great  figure  done  by  Thorvaldsen  por- 
traying the  Great  Physician.  The  best  word 
of  advice  I  can  leave  with  you  today  is  that 
you  place  His  heroic  spirit  and  power  at  the 
very  entrance  to  your  profession  and  at  the 
center  of  vour  life. 


Xo  one  in  any  community  is  more  impressed  by 
the  tragedy  of  tuberculosis  than  the  practicing 
physician.  No  one  is  more  aware  of  its  prevent- 
ability. — William  P.  Shepard.  M.D.,  Amer.  Rev.  of 
Tbc,  Sept.,  1944. 


RUPTURE  OF  THE  UTERUS 

SUBSEQUENT  TO  CESAREAN  SECTION 

WITH  REPORT  OF  THREE  CASES 

Harry  L.  Brockmann,  M.D. 
High  Point 

Within  the  past  few  months  I  have  en- 
countered 3  patients  with  spontaneous  rup- 
ture of  the  uterus,  1  when  six  and  a  half 
months  pregnant,  and  2  at  or  near  term.  All 
three  had  previously  had  cesarean  sections. 
These  3  cases  were  the  first  I  have  seen  in 
almost  twenty-seven  years  of  surgical  prac- 
tice, and  there  has  not  been  another  instance 
of  ruptured  uterus  at  our  hospital  within 
twenty  years. 

Case  1 

Mrs.  A.  B..  a  healthy  appearing  white  wo- 
man of  23,  came  to  my  office  on  October  19. 
1943,  for  obstetrical  care.  The  estimated 
date  of  confinement  was  February  8,  1944. 
This  was  her  second  pregnancy.  The  first 
had  been  terminated  in  February.  1943.  at 
four  and  a  half  months,  because  of  severe 
acidosis  brought  on  by  pernicious  vomiting. 
The  operation  employed  was  an  abdominal 
hysterotomy.  After  this  operation  the  pa- 
tient was  found  to  have  diabetes,  and  treat- 
ment by  means  of  insulin  and  diet  was  in- 
stituted. She  had  had  no  serious  illness  prior 
to  her  first  pregnancy,  and  her  only  previous 
operation  was  a  simple  appendectomy  at  the 
age  of  16.  Her  weight  at  the  onset  of  the 
second  pregnancy  was  120  pounds. 

When  I  examined  her.  her  weight  was 
135  pounds,  her  height  64'j  inches,  her 
temperature  99  F.,  pulse  90,  respiration  20. 
The  abdomen  was  normal  for  a  five  and  one 
half  months*  pregnancy.  Fetal  heart  sounds 
were  not  heard,  but  movements  were  nor- 
mal. The  abdominal  operative  wound  was 
firm. 

This  patient  required  a  diabetic  diet,  32 
units  of  protamine  zinc  insulin,  and  16  units 
of  plain  insulin  daily  to  control  the  diabetes. 
Her  pregnancy  progressed  normally  until 
November  21,  1943,  when  she  began  having 
abdominal  pains  at  8  p.m.  and  was  admitted 
to  the  hospital  at  9  p.m.  She  had  a  bloody 
discharge  and  pains  most  of  the  night.  Then 
she  was  relatively  free  from  pains  and  felt 
very  well  until  11:30  a.m.  on  November  23, 
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when  the  pains  started  again.  Bleeding  from 
the  cervix  had  been  slight,  and  the  blood  was 
dark.  On  November  25  the  bleeding  had  al- 
most stopped,  although  she  continued  to  com- 
plain of  pains  at  intervals.  I  could  not  hear 
the  fetal  heart.  Her  own  pulse  rate  was 
about  120,  and  her  temperature  was  normal. 
There  was  no  shock  or  indication  for  emer- 
gency measures.  The  red  blood  cell  count 
was  4,610,000,  the  hemoglobin  101  per  cent. 
She  had  developed  a  thrombotic  hemorrhoid, 
and  had  considerable  borborygmus.  Bowel 
movements  had  been  normal.  I  concluded 
that  the  fetus  was  dead,  and  prepared  her 
for  delivery  by  section  the  following  morn- 
ing. 

At  operation  on  November  26,  1943,  a  mid- 
line incision  was  made,  excising  the  abdomi- 
nal scar.  The  uterus  was  found  to  have  rup- 
tured at  the  site  of  the  hysterotomy  which 
had  been  performed  nine  months  previously. 
The  fetus  and  placenta  had  been  expelled 
through  the  opening  in  the  uterus  and  lay 
in  the  right  side  of  the  abdominal  cavity, 
with  moderate  adhesions  to  the  omentum  and 
bladder.  The  uterus  had  contracted  into  the 
pelvis.  There  was  no  blood  in  the  abdominal 
cavity,  and  the  other  organs  were  normal. 
The  products  of  conception  were  separated 
and  removed,  and  a  subtotal  hysterectomy 
was  done.  Five  grams  of  sulfanilamide  crys- 
tals were  sprinkled  in  the  peritoneal  cavity, 
and  the  wound  was  closed  without  drainage. 

The  patient  made  a  fine  recovery.  A  few 
hours  after  operation  her  temperature  rose 
to  102.4  F.  and  her  pulse  to  140.  Two  days 
later  both  were  normal  and  remained  so. 
She  was  discharged  on  the  fifteenth  day.  The 
diabetes  did  not  create  any  difficulty.  Since 
February  26  she  has  been  actively  at  work 
in  industry. 

Case  2 

On  January  20,  1944  —  not  quite  two 
months  after  I  operated  on  the  first  patient 
— the  second  patient  with  a  ruptured  uterus 
was  admitted  to  the  hospital.  This  case  was 
much  more  dramatic. 

Mrs.  J.H.H.,  aged  24,  presented  herself 
at  my  office  for  obstetrical  care  four  months 
prior  to  her  admission  to  the  hospital.  The 
date  of  her  confinement  was  estimated  to  be 
around  January  5  to  10,  1944.  Fetal  move- 
ments had  been  noted  a  week  before  she 
came  to  me.  She  had  not  consulted  a  physi- 
cian previously  during  this  pregnancy.  Since 
she  had  become  pregnant  her  weight  had  in- 
creased from  98  to  113  pounds.    Her  height 


was  6IV2  inches.  She  complained  of  small 
varicose  veins  in  the  left  leg. 

Her  previous  health  had  been  fair.  An  ap- 
pendectomy had  been  performed  through  a 
right  rectus  incision  when  she  was  16.  Five 
years  before  I  saw  her  she  had  had  a  cesar- 
ean delivery  performed  at  eight  months  be- 
cause of  placenta  praevia.  A  healthy,  6V2 
pound  baby  was  delivered  in  good  condition. 
She  told  me  that  two  drainage  tubes  had 
been  left  in  the  wound. 

On  physical  examination  the  abdomen  pre- 
sented the  normal  contour  of  a  pregnancy 
of  about  seven  months,  but  the  abdominal 
scar  from  the  cesarean  section  was  broad 
and  thinned  out,  and  extended  above  the 
navel.  A  small  ventral  hernia  was  seen  in 
this  region,  a  little  to  the  left  of  the  navel. 
The  pelvic  examination  showed  nothing  ab- 
normal. The  patient  was  given  an  abdomi- 
nal support. 

The  progress  of  gestation  was  normal. 
The  patient's  weight  increased  to  126 
pounds,  and  on  January  2  she  was  thought 
to  be  in  early  labor  and  was  admitted  to  the 
hospital.  The  pains  ceased  in  a  few  hours, 
however,  and  she  was  sent  home.  Just  be- 
fore midnight  on  January  20  she  waked  up 
with  pain  in  the  substernal  region,  which 
became  worse  and  caused  her  to  vomit. 
When  she  was  admitted  to  the  hospital  at 
1  a.m.  her  temperature  was  subnormal  and 
her  pulse  was  110.  This  climbed  to  130,  and 
her  whole  abdomen  was  tender  and  slightly 
rigid.  At  3  :30  a.m.  she  was  having  difficulty 
in  breathing.  The  fetal  heart  beat  was  heard 
in  the  right  lower  quadrant  after  careful 
auscultation ;  the  rate  was  too  slow.  Rectal 
examination  showed  no  dilatation  of  the  cer- 
vix, and  there  was  no  vaginal  bleeding.  A 
diagnosis  of  rupture  of  the  uterus  was  made. 
A  consultant  who  was  called  concurred  in 
this  opinion. 

Operation  was  begun  at  5  a.m.  The  pa- 
tient's condition  was  critical,  and  plasma 
was  started  as  soon  as  she  was  anesthetized. 
A  total  of  1500  cc.  was  given,  followed  by 
1000  cc.  of  normal  saline  solution  with  10 
per  cent  glucose,  during  the  operation ;  cora- 
mine,  and  caffeine  sodium  benzoate  were  also 
required. 

A  midline  incision  was  made,  removing 
part  of  the  old  skin  scar.  When  the  peri- 
toneal cavity  was  opened  a  very  large 
amount  of  blood  was  found.  The  uterus  was 
densely  adherent  to  the  anterior  abdominal 
wall  over  an  area  about  the  size  of  the  palm 
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of  one's  hand.  In  the  line  of  the  former 
cesarean  opening  and  just  to  the  left  of  the 
adherent  area  there  was  a  rupture  of  about 
one  inch,  through  which  the  placenta  was 
protruding  slightly.    This  was  bleeding. 

The  thick  adhesions  were  severed  with  a 
scalpel.  The  opening  in  the  uterus  was  en- 
larged, and  a  normal,  full  term,  live  female 
infant  was  delivered.  The  placenta  and  mem- 
branes were  then  removed.  It  was  thought 
that  closing  the  opening  in  the  uterus  was 
the  quickest  and  safest  procedure  for  the  pa- 
tient because  of  her  critical  condition.  An 
ampule  of  pituitrin  and  one  of  ergotrate 
were  given  intramuscularly,  and  the  uterine 
wall  was  repaired  with  three  layers  of  con- 
tinuous chromic  sutures.  The  abdomen  was 
closed  without  drainage. 

After  operation  the  patient  showed  some 
improvement.  Within  five  hours  she  was 
given  a  transfusion  of  500  cc.  of  citrated 
whole  blood.  An  ampule  of  ergotrate  was 
given  intramuscularly  every  four  hours  for 
the  first  day,  and  1  320  grain  by  mouth 
three  times  a  day  for  the  next  two  days. 
Following  a  second  500  cc.  transfusion  four 
days  after  the  operation  her  temperature 
rose  to  103  F.  and  her  pulse  to  140.  Sulfa- 
diazine therapy  was  begun.  On  the  fifth  day 
the  temperature  was  not  much  lower,  and 
the  white  blood  cell  count  was  only  3,450, 
with  79  per  cent  polymorphonuclears,  19  per 
cent  lymphocytes,  1  per  cent  mononuclears 
and  1  per  cent  eosinophils.  The  sulfadiazine 
was  discontinued.  On  the  eighth  day  the 
temperature  was  normal  and  the  patient  had 
made  definite  progress. 

On  the  ninth  day  the  patient  showed  typi- 
cal signs  of  postoperative  intestinal  obstruc- 
tion. After  another  transfusion  was  given. 
a  second  operation  was  performed  at  11  a.m. 
on  January  30.  The  omentum  and  two  loops 
of  small  intestines  were  found  to  be  attached 
to  the  uterus  by  plastic  adhesions.  The  uter- 
us was  also  adhered  again  to  the  anterior 
abdominal  wall.  The  small  intestine  was  con- 
siderably distended  above  the  obstruction, 
and  was  empty  below  it.  After  the  adhesions 
were  separated,  100  cc.  of  amfetin  was  in- 
stilled into  the  peritoneal  cavity,  which  was 
closed  without  drainage.  Eight  hundred 
cubic  centimeters  of  brown  fluid  was  re- 
moved from  the  stomach  by  lavage.  Post- 
operative shock  developed  in  the  early  after- 
noon, but  was  successfully  combatted  with 
plasma  and  saline  solution  with  glucose.  On 
February  1  she  developed  mild  pneumonia 


in  the  right  middle  lobe  with  a  temperature 
of  104  F.  Although  the  white  blood  cells 
numbered  only  4,300,  she  was  given  sulfa- 
diazine for  two  days.  The  temperature  fell 
to  100  F.,  where  it  remained  for  a  week. 
During  this  time  a  fourth  transfusion  was 
given  to  combat  the  anemia.  She  was  dis- 
charged on  the  twenty-fourth  postoperative 
day.  weighing  95  pounds.  When  she  visited 
my  office  on  April  10  her  hemoglobin  reading 
was  78  per  cent;  she  was  able  to  care  for 
her  new  baby  and  had  increased  her  weight 
to  98  pounds — exactly  what  she  weighed  be- 
fore she  became  pregnant. 

Case  3 

The  third  patient,  Mrs.  T.H.F..  was  preg- 
nant for  the  third  time  when  she  came  to 
me  on  January  7,  1944.  She  was  a  sturdy 
white  woman  of  26  who  had  always  been 
healthy.  Several  years  ago  her  appendix  had 
been  removed  elsewhere  through  a  low  right 
rectus  incision.  Her  first  baby  was  delivered 
by  cesarean  section  when  she  was  seven  and 
one-half  months  pregnant,  and  the  baby  died 
at  birth.  The  patient  reports  that  at  the 
same  time  a  cyst  was  removed  from  one  of 
the  ovaries.  She  gave  birth  to  her  second 
child  by  the  normal  route,  and  this  child  is 
living  and  well.  She  had  not  menstruated 
since  the  second  child  was  born,  but  thought 
that  she  became  pregnant  again  the  latter 
part  of  August,  1943,  as  she  was  a  little 
nauseated  for  about  three  weeks  at  that  time. 

The  patient  was  62  inches  tall  and  her 
weight  was  154  pounds.  In  the  right  lobe 
of  the  thyroid  a  small  nodule  was  palpable, 
and  she  said  that  she  had  taken  iodine  dur- 
ing her  last  pregnancy.  The  abdomen  pre- 
sented the  usual  appearance  of  a  five  and 
one-half  to  six  months'  pregnancy.  The  posi- 
tion of  the  child  was  not  definite.  The  two 
abdominal  operative  scars  were  rather 
spread  out  and  there  was  a  weakness  of  the 
musculature  about  the  navel.  There  were  a 
number  of  moderate  sized  varicose  veins  on 
both  legs,  larger  on  the  left.  The  pelvis  was 
normal.  We  estimated  the  date  of  confine- 
ment tentatively  as  April  8,  1944. 

On  March  3,  1944.  this  patient  was  ad- 
mitted to  the  hospital  at  6:30  a.m.,  having 
had  marked  pain  through  the  abdomen  al- 
most continuously  for  an  hour  before  admis- 
sion. The  pains  grew  more  severe  but  were 
intermittent,  like  labor  pains.  At  10  a.m. 
they  were  most  severe  above  the  pubis,  but 
she  complained  also  of  some  pain  across  the 
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upper  part  of  her  chest.  She  was  very  ten- 
der over  the  whole  abdomen.  Fetal  heart 
sounds  were  normal  and  were  heard  best  be- 
low and  to  the  left  of  the  navel.  The  cervix 
was  not  dilated  and  the  head  not  engaged. 
X-ray  examination  showed  a  normal  preg- 
nancy at  term,  with  head  presentation. 
There  were  3,230,000  red  blood  cells  and  a 
hemoglobin  of  70  per  cent;  a  catheterized 
specimen  of  urine  showed  a  trace  of  albumin 
and  many  white  blood  cells.  The  patient  com- 
plained of  severe  pains  and  beads  of  perspir- 
ation stood  out  on  her  face.  She  had  the 
same  type  of  pain  in  the  upper  part  of  her 
chest  that  we  had  found  such  a  short  time 
previously  in  the  second  patient  with  a  rup- 
tured uterus.  We  were  convinced  that  this 
patient  had  a  similar  condition. 

We  operated  at  11 :10  a.m.  and  found  that 
the  abdominal  cavity  contained  a  large 
amount  of  clotted  blood  molded  under  the 
dome  of  the  diaphragm,  and  considerable 
liquid  blood.  The  uterus  was  ruptured  wide- 
ly along  the  whole  anterior  surface,  and  part 
of  the  placenta  was  protruding.  The  fetus 
was  mature  but  showed  no  signs  of  life.  In- 
travenous plasma  was  started  at  the  onset 
of  the  operation  and  was  followed  by  1000 
cc.  of  5  per  cent  glucose  in  normal  salt  solu- 
tion. The  fetus  and  placenta  were  removed 
through  the  opening  in  the  uterus.  After 
subtotal  hysterectomy  the  abdominal  cavity 
was  cleaned  of  blood  clots  and  blood.  Ten 
grams  of  sulfanilamide  crystals  were  placed 
in  the  abdomen  and  the  wound  was  closed 
without  drainage.  Microscopic  examination 
of  the  uterus  showed  nothing  to  account  for 
the  rupture. 

Following  the  operation  the  patient  was 
given  a  transfusion  of  500  cc.  of  citrated 
blood.  On  the  second  postoperative  day  her 
temperature  rose  to  102  F.,  and  on  the 
fourth  day,  to  101.4  F.  After  this  it  did  not 
go  above  99  F.  She  was  dismissed  in  very 
satisfactory  condition  on  the  fourteenth  day, 
and  was  doing  well  when  she  was  seen  in  my 
office  a  week  later.  Her  weight  was  then 
141  Vi  pounds  and  the  incision  had  healed. 
It  is  interesting  to  record  that  the  onset  of 
her  pain  coincided  with  an  auto  collision  in 
front  of  her  home,  close  to  her  bedroom. 

Review  of  the  Literature 

Medical  literature  contains  many  reports 
of  rupture  of  the  uterus  during  pregnancy 
or  labor.    While  spontaneous   rupture  does 


rarely  result  from  other  causes,  it  is  in  most 
instances  preceded  by  cesarean  section111. 

Incidence 

Novak'-1  believes  that  about  2  to  3  per  cent 
of  cesarean  sections  are  followed  by  rupture 
in  later  pregnancies.  Kynoch'"'  quotes  Shroe- 
der's  figure  as  2  per  cent,  Couvelaire's  as 
2V->  per  cent,  and  Eardley  Holland's  as  4  per 
cent.  A  large  proportion  of  women  who  be- 
come pregnant  following  section  are  again 
delivered  by  the  same  method.  Were  this  not 
true,  the  incidence  of  ruptures  would  be 
greater. 


Etiology 

In  most  of  the  cases  reported,  rupture  has 
taken  place  in  the  scar  from  the  former 
cesarean  section.  Much  discussion  has  been 
devoted  to  the  causes  of  the  scar's  giving 
way.  Factors  mentioned  most  frequently  are 
imperfect  coaptation  of  the  wound  edges; 
infection  and  febrile  convalescence ;  the  pres- 
ence of  blood  clots  between  the  sides  of  the 
wound;  the  use  of  certain  forms  of  suture; 
the  separation  of  the  scar  by  syncytial  tis- 
sue ;  and  the  location  of  the  placenta  directly 
under  the  scar.  Cases  have  been  cited  which 
could  not  be  attributed  reasonably  to  any  of 
these  causes.  It  is  generally  accepted  that 
the  low  cesarean  operation  is  less  likely  to 
be  followed  by  rupture':".  Several  writers 
have  described  the  edges  of  the  scar  at  the 
point  of  rupture  as  being  thinned  out  so  that 
they  are  no  thicker  than  a  piece  of  paper. 
It  is  interesting  to  note  that  a  normal  deliv- 
ery may  follow  cesarean  section,  and  rupture 
may  take  place  during  a  later  pregnancy  or 
labor'41.  This  was  true  in  case  3  reported 
above.  The  situation  of  the  placenta  under 
the  scar,  with  thinning  and  weakening  of 
the  scar  during  pregnancy,  might  possibly 
account  for  this  occurrence.  It  should  be 
kept  in  mind  that  union  frequently  does  take 
place  by  first  intention  following  cesarean 
section,  the  muscle  fibres  completely  regen- 
erating themselves  so  as  to  show  a  normal 
structure151. 
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Diagnosis 

Uterine  rupture  is  usually  accompanied 
by  definite  signs  and  symptoms.  It  is  not 
uncommon,  however,  to  find  cases  in  the  lit- 
erature in  which  there  were  no  distinct  pre- 
monitory signs'01.  During  pregnancy  rup- 
ture may  or  may  not  be  preceded  by  labor 
pains.  Bleeding  from  the  cervix  may  be 
slight  or  absent.  There  is  usually  sudden 
sharp  pain,  which  may  follow  work,  a  fall, 
excitement,  or  some  expulsive  effort'7'.  Rup- 
ture may  occur,  however,  while  the  patient 
is  sleeping'*'.  The  patient  is  apt  to  present 
a  picture  of  shock.  There  may  be  severe  pain 
in  the  chest  or  epigastrium,  and  vomiting 
or  diarrhea  may  or  may  not  be  present.  It 
is  difficult  to  obtain  histories  from  patients 
when  symptoms  are  pronounced,  as  they  are 
most  frequently;  however,  a  question  often 
reveals  the  history  of  a  cesarean  section. 
The  abdomen  typically  presents  general  dis- 
tention'-1, tenderness  and  rigidity.  Frequent- 
ly vaginal  and  rectal  examinations  give  no 
information.  The  pulse  rate  rises  just  before 
or  at  the  time  of  rupture.  Many  of  these 
signs  point  to  intraperitoneal  hemorrhage 
and  peritoneal  irritation. 

In  rupture  during  labor,  hard  labor  pains 
stop  with  a  sudden,  sharp  pain  and  are  re- 
placed by  a  continuous  pain.  The  picture  is 
that  of  an  acute  abdominal  emergency.  There 
may  be  slight  bleeding  from  the  vagina,  but 
cervical  dilatation  does  not  progress.  The 
presenting  part  may  recede,  especially  if  the 
fetus  is  extruded  through  the  rupture  into 
the  peritoneal  cavity. 

If  the  fetus  and  placenta  are  extruded 
without  hemorrhage,  or  with  only  slight 
bleeding,  through  the  old  uterine  scar,  and 
the  uterus  contracts  into  the  pelvis,  the  diag- 
nosis may  not  be  made  until  the  peritoneum 
is  opened. 

Mortality 

The  maternal  mortality  from  rupture  sub- 
sequent to  cesarean  section  is,  without  op- 
eration, approximately  100  per  cent;  with 
operation,  50  per  cent.  Fetal  mortality  is 
nearly  100  per  cent  in  either  event'7'. 

il.  (a)  MarJey.  L.  M.:  Gangrene  of  the  Uterus  Complicating 
Caesarean  Section:  Ruptured  Uterus;  Case  Reports 
ajid  Review  of  the  Literature,  .1.  Internat.  Coll.  Sur- 
geons 4:18-23  (Feb.)  1911. 
I.i  Heffernan.  R.  J.:  Uterine  Rupture  at  Term  after 
Previous    Caesarean    Operation.    Bu>tou    M.    ft    S.    J. 

193:*35    (Oct.    29)     I9Z5. 

;.    Jacobs,  J.  B.:  Ruptured  Uterus,  with  a  Report  of  Seven 

I  ases.   M.   J.    &-    Ree.    182:386-388    (Oct.    15)    1930. 
v    If  "i-.    D.   S.:   Rupture   of   Uterus,   Surf?.   Gynec.   &    Ohst. 

lulyi    1924. 


Treatment 

This  condition  demands  the  best  we  can 
give  in  the  way  of  prevention  and  proper 
management.  A  number  of  men  have  dem- 
onstrated that  too  many  cesarean  operations 
are  being  done,:".  None  deny  the  necessity 
and  value  of  section  when  it  is  clearly  indi- 
cated. It  is  not  a  part  of  my  discussion  today 
to  present  these  indications.  To  prevent  rup- 
ture of  the  uterus  we  should  avoid  the  pri- 
mary cesarean  section  as  far  as  possible,  and 
instead  of  extending  the  indications  for  the 
operation  we  should  limit  them'11.  The  effect 
on  the  woman  and  future  childbearing 
should  be  kept  in  mind.  When  cesarean  sec- 
tion is  done,  every  effort  should  be  made  to 
secure  healing  of  the  wound  in  the  uterus  by. 
first  intention. 

Most  men  now  agree  that  routine  repeat 
cesarean  operations  are  not  advisable'-'.  C. 
Jeff  Miller11-91  held  that  all  women  who  have 
had  a  cesarean  section  should  be  hospitalized 
for  subsequent  deliveries.  If  the  same  clear 
cut  indications  which  necessitated  the  pri- 
mary section  still  exist  there  is  no  question 
about  the  course  of  procedure.  Otherwise, 
the  handling  of  each  patient  must  be  an  in- 
dividual matter.  When  there  has  been  no 
reason  to  suspect  that  the  scar  is  weak,  the 
patient  may  be  given  a  trial  labor.  If  it  is 
evident  from  the  history,  however,  that  the 
uterine  wall  has  been  weakened  by  one  or 
more  cesarean  sections,  the  patient  should 
be  under  close  observation  during  the  latter 
weeks  of  pregnancy,  and  a  cesarean  opera- 
tion should  be  performed  a  few  days  before 
the  estimated  date  of  laborlGb). 

All  women  who  have  had  a  previous  sec- 
tion should  observe  strict  precautionary 
measures  against  the  possibility  of  rupture, 
which  may  occur  at  any  time  during  the  last 
three  months  of  pregnancy'81.  They  should 
be  advised  of  the  danger  at  the  beginning  of 
the  last  three  months,  and  cautioned  against 
exertion  and  excitement.  At  the  onset  of  la- 
bor pains  or  sudden  sharp  and  lasting  pain, 
the  physician  should  be  notified. 

The  operation  indicated  for  ruptured  uter- 
us is  hysterectomy.  To  freshen  up  the  edges 
of  the  rupture  and  attempt  satisfactory  clo- 
sure is  too  time-consuming  in  a  patient  who 
is  in  such  a  desperate  condition.  Further- 
more, future  complications  are  best  avoided 
by  hysterectomy. 

9.    Miller.   C.   J.:  The  Limitations  of  Caesarean   Section.    Am, 
J.  Obst.  &  Gynec.  10:260-265    (Aug.)    1925. 
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Summary  and  Conclusions 

Three  cases  of  rupture  of  the  uterus  sub- 
sequent to  cesarean  section,  one  at  term  and 
two  near  term,  are  presented,  with  a  brief 
review  of  the  literature  on  this  subject. 

The  placenta  was  situated  under  the  scar 
in  2  of  the  3  cases  here  reported.  Whether 
or  not  this  location  of  the  placenta  had  any 
causative  relation  to  the  rupture,  it  seems 
that  it  might  have  caused  very  dangerous 
hemorrhage  and  at  least  temporarily  pre- 
vented extrusion  of  the  products  of  concep- 
tion into  the  abdominal  cavity,  with  subse- 
quent contraction  of  the  uterus. 

Primary  cesarean  section  should  be  per- 
formed only  when  clearly  indicated.  Repeat 
cesarean  operations  should  be  done  when 
the  indications  for  the  first  section  are  still 
present,  or  when  for  any  reason  there  is 
lack  of  confidence  in  the  scar. 

All  pregnant  women  who  have  had  cesar- 
ean sections  should  be  warned  of  the  danger 
of  rupture  of  the  uterus,  should  observe 
strict  precaution  during  the  last  three 
months,  and  should  be  hospitalized  for  de- 
livery. 

The  proper  operation  for  rupture  of  the 
uterus  is  subtotal  hysterectomy.  The  con- 
dition most  frequently  is  one  of  great  emer- 
gency, demanding  adequate  treatment  to 
combat  shock,  loss  of  blood,  and  infection. 


Thrombosis  of  an  Intracranial  Artery  as  a  Cause 
of  "Nervous  Breakdown".  In  persons  past  forty, 
the  sudden  coming  of  a  nervous  breakdown,  the 
symptoms  of  which  do  not  afterward  get  better,  will 
make  it  probable  that  there  has  been  a  thrombosis 
of  some  small  vessel  within  the  cranium.  Although 
such  small  strokes  are  common  in  older  persons  and 
have  much  to  do  with  ushering  in  senility,  we  of  the 
medical  profession  are  not  recognizing  them  as  we 
should  be  doing.  Because  these  small  strokes  rarely 
affect  the  centers  for  hand,  leg,  face,  or  speech,  and 
because  they  often  cause  nausea,  dizziness,  vomit- 
ing, abdominal  distress,  anorexia,  and  loss  of  weight, 
the  patient  usually  goes  to  a  gastro-enterologist 
and  is  treated  for  "acute  indigestion"  or  Meniere's 
syndrome. 

In  a  typical  case  the  diagnosis  is  one  of  the  easi- 
est in  the  world  to  make  and  one  that  can  be  made 
from  the  history  alone.  The  pathognomonic  point, 
when  it  is  present,  is  that  a  person  who  was  previ- 
ously more  or  less  efficient,  wide-awake,  pleasant, 
good-natured,  comfortable,  optimistic,  friendly,  and 
hard-working,  suddenly,  at  a  certain  minute  of  a 
certain  day,  became  ill  and  discouraged,  miserable, 
apathetic,  depressed,  and  unable  to  work.  Alvarez, 
W.  C:  Nervousness,  Indigestion,  and  Pain,  New 
York,  Paul  B.  Hoeber,  Inc.,  1943,  p.  252. 


CHRONIC  HEADACHES 

John  R.  Williams,  Jr.,  M.D. 
Winston-Salem 

Mechanism 

If  one  is  to  understand  the  mechanism  of 
chronic  headaches,  it  is  important  to  know 
from  what  sources  pain  might  arise. 

Ray  and  Wolff'11  studied  most  of  the  struc- 
tures inside  the  cranial  cavity  in  an  attempt 
to  determine  which  of  these  are  susceptible 
to  pain  and  which  may  be  concerned  in  the 
production  of  headaches.  They  found  that 
pain  can  be  produced,  first,  by  traction  on 
the  veins  that  pass  to  the  great  venous 
sinuses;  secondly,  by  traction  on  the  middle 
meningeal  artery;  third,  by  traction  on  the 
large  arteries  at  the  base  of  the  brain; 
fourth,  by  distention  and  dilatation  of  the 
intracranial  and  extracranial  arteries;  fifth, 
by  inflammatory  lesions  near  the  pain-sensi- 
tive areas ;  sixth,  by  direct  pressure  of  tu- 
mors on  cranial  and  cervical  nerves.  Other 
areas  and  structures  inside  the  head  are  not 
sensitive  to  pain.  These  experiments  and 
others,  chiefly  by  Wolff'-'  and  his  co-workers, 
seem  to  indicate  that  most  chronic  headaches, 
unless  they  are  due  to  tumor  or  infection, 
are  primarily  caused  by  vascular  changes. 

These  vascular  changes  are  not  necessar- 
ily the  same  for  all  the  various  types  of 
chronic  headaches.  For  example,  Schu- 
macher and  Wolff'2c)  noted  that  the  head- 
aches produced  by  the  injection  of  histamine 
are  abolished  by  increased  cerebral  spinal 
fluid  pressure,  while  the  headaches  of  mi- 
graine are  not.  They  also  found  that  in  his- 
tamine headaches,  the  amplitude  of  pulsa- 
tions in  intracranial  vessels  as  measured  by 
fluctuations  in  the  cerebrospinal  fluid  pres- 
sure is  increased,  although  there  is  only 
slight  increase  in  the  pulsations  of  the  tem- 
poral arteries.  On  the  other  hand,  the  ampli- 
tude of  pulsations  in  the  cerebrospinal  fluid 
is  not  increased  in  migraine,  but  there  is  a 
marked  increase  in  the  pulsations  of  the 
temporal  arteries  over  the  affected  side. 


Rear!  before  the  Section  on  the  Practice  of  Medicine.  Medi- 
cal Society  of  the  State  of  North  Carolina,  Pinehurst,  May  8, 
1944. 

From  the  Department  of  Medicine,  Bowman  Gray  School  of 
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1940:  (b)  14:929-949  (Nov.)  1910;  (c)  45:199-214  (Feb.) 
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of  Ergotamine  Tartrate,  Arch.  Neurol.  &  Psychiat.  39 : 
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Classification 

In  the  group  of  vascular  headaches,  there 
are  two  well  recognized  syndromes.  The  ma- 
jority of  people  with  chronic  headaches  fall 
into  neither  of  these  two  sharply  defined 
groups  but  seem  to  have  characteristics  of 
each.  The  first,  migraine,  is  a  recurrent 
type  of  headache  that  is  predominantly 
hemicranial  in  type,  is  usually  preceded  by 
an  aura,  and  is  almost  invariably  associated 
with  visual  disturbances,  nausea,  and  vomit- 
ing. The  headaches  are  often  related  to  the 
menstrual  cycle  and  frequently  last  for 
hours  or  days.  The  patients  usually  have  a 
family  history  of  allergy,  migraine,  or  epi- 
lepsy. These  headaches  are  characteristically 
relieved  by  ergotamine  tartrate.  The  second 
type,  histamine  headaches3,  are  also  uni- 
lateral, and  while  they  may  begin  at  almost 
any  period  of  life,  they  are  much  more  com- 
mon in  the  later  decades.  The  headache  is  of 
short  duration  and  usually  begins  and  ends 
suddenly  without  any  aura ;  it  frequently  oc- 
curs at  night  and  is  often  eased  by  sitting  or 
standing.  It  is  associated  with  watering  of 
the  eye  on  the  affected  side,  stuffiness  of 
the  nose,  and  often  swelling  of  the  temporal 
artery  on  the  affected  side.  Following  the 
headache,  the  patient  frequently  has  tender- 
ness of  the  scalp.  Gastro-intestinal  symp- 
toms are  extremely  rare  with  this  type  of 
headache,  and  it  has  no  relation  to  the  men- 
strual cycle.  The  patient  may  get  temporary 
relief  from  the  injection  of  adrenalin  and 
can  frequently  be  cured  by  desensitization 
with  histamine.  This  can  be  accomplished 
by  small  repeated  subcutaneous  injections 
or  by  the  intravenous  administration  of  1  to 
3  cc.  of  1-1000  histamine  phosphate  in  500 
cc.  of  physiological  saline.  Histamine  occa- 
sionally helps  other  types  of  chronic  head- 
aches also,  and  one  is  justified  in  trying  it 
whenever  a  patient  is  sensitive  to  it  and  is 
not  relieved  by  other  treatments. 

The  pain  of  both  migi-aine  and  spontane- 
ous histamine  headaches  can  be  almost  ex- 
actly reproduced  by  the  subcutaneous  or  in- 
travenous injection  of  histamine.  Histamine 
will  usually  not  reproduce  the  aura  or  the 
nausea  and  vomiting  characteristically  as- 
sociated with  migraine.  Von  Storch'4'  has 
shown  that  all  patients  who  are  subject  to 

3.  (a)  HortoD.  B.  T.:  Use  of  Histamine  in  the  Treatment 
..f  Specific  Types  ..f  Headaches,  J. A.M. A.  uc:S77-(8l  (Feb. 
li  Din  (b)  Horton.  B.  T..  MacLean,  A.  R..  and  rrai?. 
w.  \!.:  New  Syndrome  "f  Vascular  Headache.  Proc 
Staff  Meet.  Mavo  Clinic  11:237-260   (April  261   1939. 

I.  Vnn  Storch,  T.  J.  C. :  Relation  of  Experimental  Hista- 
mine Headache  to  Migraine  and  Non-Migraine  Headache, 
\nli.  Neurol.  .>>  Psyehlal.   14:S1«-K5  (Aug.)   i«t". 


headaches  are  more  sensitive  to  histamine 
than  are  normal  subjects,  but  that  patients 
with  atypical  migraine  and  chronic  head- 
aches do  not  develop  their  characteristic 
headache  following  its  injection.  The  head- 
ache produced  by  the  injection  of  histamine 
has  certain  characteristics.  Sutherland  and 
Wolff'-1"  have  shown  that  such  headaches 
are  similar  to  the  ones  seen  during  febrile 
illnesses  and  following  the  injection  of  for- 
eign proteins.  Hypertensive  headaches  also 
have  many  of  the  same  characteristics. 

Factors  Predisposing  to  Vascular 
Headaches 

The  etiology  of  vascular  headaches  has 
never  been  proven.  There  are  apparently  a 
good  many  factors  that  tend  to  influence  the 
development  of  this  type  of  headache.  A 
family  history  of  epilepsy.  Meniere's  syn- 
drome, or  headache  is  common,  and  there  is 
little  doubt  that  the  hereditary  factor  is  an 
important  one. 

Food  sensitivity 

For  a  long  time  it  has  been  known  that 
sensitivity  to  various  substances,  particu- 
larly foods,  might  cause  chronic  headaches. 
There  are  many  reports  in  the  literature  of 
individuals  who  have  been  cured  of  chronic 
headaches  by  the  elimination  of  certain 
foods  from  their  diets.  It  is  possible  to  pre- 
cipitate a  headache  in  these  individuals  by 
having  them  ingest  large  amounts  of  the 
food  to  which  they  are  sensitive.  It  has  not 
been  possible  in  my  experience  to  determine 
in  advance,  by  history,  physical  examination, 
or  skin  tests,  the  individuals  whose  head- 
aches will  be  relieved  by  elimination  of 
foods,  though  one  should  suspect  food  sensi- 
tivity in  patients  who  have  any  type  of 
chronic  indigestion.  If  food  sensitivity  is 
suspected,  the  patient  should  keep  a  food 
diary  or  go  on  elimination  diets.  It  is  often 
surprising  how  quickly  offending  foods  can 
be  detected  by  simply  keeping  a  record  of 
everything  eaten  for  twenty-four  hours  prior 
to  the  onset  of  each  headache.  In  my  experi- 
ence the  most  satisfactory  clinical  results 
have  been  in  this  group. 

Hypi 

Hypertension  is  a  common  accompaniment 
of  chronic  headaches.  Frequently  the  head- 
aches precede  the  development  of  hyperten- 
sion by  many  years.  These  patients'  head- 
aches apparently  do  not  bear  a  direct  rela- 
tionship to  the  level  of  the  blood  pressure. 
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It  is  probably  true,  as  Wolff1-1''  believes,  that 
hypertension  is  only  a  superimposed  factor 
and  that  the  increased  tension  tends  to  dilate 
blood  vessels,  thus  causing  pain  in  individ- 
uals who  might  not  have  headaches  if  their 
blood  pressure  were  normal.  It  is  almost 
certainly  true  that  the  percentage  of  indi- 
viduals with  chronic  headaches  who  develop 
hypertension  is  much  higher  than  that  in  the 
general  population.  It  is  my  impression  that 
cerebral  complications  such  as  strokes  and 
hypertensive  encephalopathy  are  more  fre- 
quent in  hypertensive  patients  who  are  sub- 
ject to  chronic  headaches  than  in  those  with- 
out such  a  history.  There  is  no  specific  treat- 
ment for  the  headaches  associated  with  hy- 
pertension, but  relief  may  be  obtained  by  the 
treatment  of  other  factors  involved. 

Endocrine  disturbances 

A  good  deal  of  work  has  been  done  on  the 
relationship  between  endocrine  organs  and 
chronic  headaches.  What  this  relationship 
is  and  what  endocrine  glands  are  involved 
are  as  yet  not  very  well  understood.  The 
pituitary,  ovaries,  and  thyroid  have  all  been 
implicated.  Goldzieher'5'  has  shown  that  salt 
and  water  metabolism  bears  a  direct  relation 
to  the  production  of  migraine-like  headaches. 
It  is  also  true  that  migraine  headaches  fre- 
quently disappear  during  pregnancies  and 
that  they  bear  a  marked  relationship  to  the 
menstrual  cycle.  It  is  not  at  all  unusual  for 
them  to  disappear  completely  at  the  time  of 
the  menopause,  or  in  other  cases  to  become 
worse  when  menopausal  symptoms  develop. 
Diuretic  drugs  such  as  ammonium  chloride 
are  sometimes  helpful  in  the  treatment  of 
premenstrual  headaches.  Ovarian  substitu- 
tion therapy  frequently  gives  dramatic  re- 
sults in  women  who  are  having  menopausal 
symptoms.  Thyroid  extract  has  been  re- 
ported to  give  some  people  relief. 

Hypoglycemia 

Preliminary  observations  of  my  own  seem 
to  indicate  that  a  good  many  people  with 
chronic  headaches  have  mild  to  moderate 
hypoglycemia.  These  individuals  exhibit 
nervousness,  irritability,  and  marked  fatig- 
ability coming  on  before  meals  and  relieved 
by  eating.  Frequently  they  become  nervous 
at  night  and  cannot  sleep.  These  people  gen- 
erally eat  a  high  carbohydrate  diet  and,  as 
a  rule,  have  moderately  abnormal  glucose  tol- 
erance tests,  with  blood  sugars  at  three  and 

5.    Goldzieher.    M.    A.:    Endocrine    Aspects    of    Headaches,    J. 
Lab.  and  Clin.  Med.  27:150-157   (Nov.)   1941. 


four  hours  of  about  60  mg.  per  100  cc.  They 
generally  develop  rather  marked  hypogly- 
cemic symptoms  when  given  7  units  of  insu- 
lin intravenously  three  hours  after  meals. 
When  such  patients  are  put  on  a  high-pro- 
tein, low-carbohydrate  diet,  their  symptoms 
of  nervousness  and  irritability  usually  im- 
prove markedly.  Some  of  them  get  almost 
complete  relief  from  their  headaches,  and 
most  of  them  seem  to  get  a  fair  amount  of 
relief.  Why  hypoglycemia  produces  chronic 
headaches  is  not  understood  but  we  do  know 
that  headaches  frequently  accompany  insulin 
reactions,  particularly  in  individuals  on  pro- 
tamine zinc  insulin.  Goldzieher'"1  noted  the 
benefit  of  low-carbohydrate,  high-protein 
diets,  but  felt  that  his  results  were  due  to 
changes  in  water  metabolism.  Hypoglycemia 
is  at  times  caused  by  the  purely  physiological 
process  of  eating  a  high  carbohydrate  diet, 
and  particularly  by  taking  sweets  and 
starches  between  meals.  It  apparently  also 
may  be  the  result  of  low-grade  infection. 
Since  the  symptoms  of  hypoglycemia  are 
often  relieved  by  simply  omitting  starches 
and  sweets  from  the  diet  and  increasing  the 
protein  intake,  most  people  with  chronic 
headaches  should  be  given  a  trial  on  such  a 
diet. 

Focal  infection 

All  of  us  are  familiar  with  the  type  of  pa- 
tient who  has  some  focal  infection,  the  re- 
moval of  which  relieves  chronic  headaches 
of  the  migraine  type.  These  headaches  do 
not  seem  materially  different  in  most  in- 
stances from  other  atypical  migraine  head- 
aches. It  seems  likely  that  infection  is  one 
factor  producing  vascular  headaches  of  the 
migraine  type,  and  one  should  be  extremely 
careful  to  rule  out  focal  infection. 

Arthritis  and  myositis 

Numerous  investigators,  including  Cyri- 
ax(<",  have  pointed  out  that  cervical  arthritis 
and  myositis  in-the  neck  can  produce  typical 
vascular  headaches.  In  such  cases  tender 
areas  are  usually  present  in  the  neck,  and 
movement  of  the  neck  is  painful.  Heat,  es- 
pecially in  the  form  of  diathermy,  and  deep 
massage  to  the  neck  muscles  are  of  value  in 
treatment.  Occasionally  good  results  can  be 
obtained  by  the  injection  of  these  tender 
areas  with  large  amounts  of  novocaine  or 
nupercaine  in  oil. 

(i.    Cvriax.    J.:    Rheumatic    Headache,    Brit.    M.    J.    2:1867-8 
(Dec.  311    1939. 
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Vitamin  deficiency 

While  vitamin  Bi  deficiencies  are  not  very 
commonly  associated  with  headaches,  it  has 
been  observed  by  Weinstein'71  that  large 
doses  of  thiamine  may  give  relief  to  some 
patients  with  migraine.  It  may  well  be  that 
vitamin  B  deficiency  plays  some  fundamental 
role  in  the  production  of  such  headaches, 
though  no  one  can  be  certain  of  this  at 
present. 

Psychoneurosis 

A  good  many  individuals  who  have  mi- 
graine are  psychoneurotic.  Whether  or  not 
this  disposition  represents  the  fundamental 
difficulty  in  many  of  them  is  a  very  difficult 
question  to  decide.  It  is  certainly  true  that 
psychic  upsets  can  produce  headaches.  Num- 
erous psychiatrists  have  reported  good  re- 
sults from  psychotherapy  in  the  treatment 
of  certain  people  with  chronic  headaches.  It 
seems  to  me  that  the  neurotic  element  in  such 
patients  is  probably  largely  secondary.  While 
psychic  upsets  in  such  individuals  should  re- 
ceive due  consideration,  it  has  been  my  ex- 
perience that  more  can  be  accomplished  by 
therapy  directed  along  other  lines  than  by 
pure  psychotherapy. 

Other  Causes  of  Headache 

There  are  numerous  other  causes  of  pain 
of  the  head :  chronic  sinusitis,  brain  tumors. 
various  types  of  neuritis,  eye  strain  and 
metabolic  craniopathy  are  some  of  the  com- 
mon ones.  These  disorders  can  usually  be 
diagnosed  by  a  careful  history  and  physical 
examination.  Metabolic  craniopathy  has  been 
of  frequent  occurrence  in  patients  seen  here. 
It  should  be  suspected  in  patients  who  have 
a  multiplicity  of  complaints,  particularly  in 
women  who  are  obese  and  have  some  men- 
strual abnormalities.  Severe  psychic  upsets 
are  common.  The  diagnosis  can  be  proven 
by  roentgen  demonstration  of  the  hyper- 
ostosis on  the  inner  table  of  the  frontal  bone. 
The  prognosis  is  poor. 

Treatment 

In  the  treatment  of  chronic  vascular  head- 
aches, one  must  consider  the  patient  as  a 
whole  and  attempt  to  determine  the  etiologi- 
cal factors.  In  many  instances  it  is  possible 
to  obtain  dramatic  results  by  eliminating  the 
cause  of  the  headaches. 

For  symptomatic  relief  of  the  individual 

7.   Weinstein,  A.:  Headaches,  J.  Tennessee  M.   A.  B5:458  "  : 
(Dec.)   1913. 


headache,  a  variety  of  agents  are  available. 
Large  doses  of  barbiturates  by  mouth,  or  by 
rectum  if  necessary,  are  often  of  help.  Nico- 
tinic acid  given  in  large  enough  dosage  to 
cause  a  flush  frequently  relieves  a  headache. 
Breathing  100  per  cent  oxygen  for  three  to 
five  minutes  is  at  times  helpful.  Ergotamine 
tartrate  may  precipitate  nausea  and  vomit- 
ing but  is  worth  a  trial,  particularly  in  pa- 
tients with  typical  migraine.  Calcium  gluco- 
nate given  intravenously  may  relieve  a  head- 
ache. Aspirin  is  not  very  effective.  Pyram- 
idon  is  more  effective  but  also  more  danger- 
ous. Codeine  and  aspirin  together  are  us- 
ually effective.  Morphine  and  the  allied  drugs 
should  never  be  used  because  of  the  possi- 
bility of  addiction.  Headache  powders  give 
relief  but  their  use  is  dangerous  because  of 
the  possibility  of  toxic  reactions  and  of  ad- 
diction. 

Conclusion 

A  brief  review  of  the  subject  of  chronic 
vascular  headaches  has  been  presented.  The 
mechanism  by  which  the  pain  is  produced 
has  been  discussed,  as  have  also  the  factors 
that  tend  to  influence  the  development  of 
chronic  headaches.  By  a  consideration  of 
these  factors,  it  is  possible  to  treat  intelli- 
gently many  people  who  have  chronic  vas- 
cular headaches. 

Abstract  of  Discussion 

Dr.  Robert  Graves  (Durham):  In  my  practice 
chronic  headaches  are  steadily  on  the  increase;  in 
fact,  I  might  say  they  are  on  a  rampage,  particu- 
larly since  the  outset  of  the  war.  There  are  innum- 
erable causes  for  headaches,  and  the  fact  that  there 
are  more  remedies  offered  than  there  are  causes 
means  that  we  do  not  have  any  specific  remedy  for 
headaches;  they  still  are  a  problem,  a  "headache" 
for  the  physician  who  has  to  deal  with  them. 

When  we  have  eliminated  the  serious  organic 
causes,  we  have  left,  as  Dr.  Williams  says,  the  vas- 
cular headaches.  I  am  confident  that  the  autonomic 
nervous  system  plays  a  big  part  in  causing  these 
headaches,  irrespective  of  other  factors.  Until  the 
psychoneurotic  factors  are  removed  these  headaches 
will  not  be  cured,  regardless  of  what  treatment  is 
given. 

I  was  very  much  interested  in  Dr.  Williams' 
observations  on  hypoglycemia,  for  I  have  run  up 
against  that  condition  myself.  I  have  found  it  most 
often  in  obese  women,  who  eat  because  of  their  ten- 
sion state.  Such  women  usually  eat  a  great  deal  of 
the  carbohydrates.  The  question  is,  whether  the 
headaches  are  due  primarily  to  the  tension  state  or 
to  hypoglycemia.  I  hope  that  Dr.  Williams  will 
pursue  his  investigations  along  this  line. 
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THE  OCCURRENCE  OF  MYASTHENIA 

GRAVIS  IN  A  PATIENT  WITH 

MULTIPLE  SCLEROSIS 

Report  of  a  Case 

Lester  H.  Margolis,  M.D. 

and 
Robert  W.  Graves,  M.D. 

Durham 

The  diagnosis  of  multiple  sclerosis  or  of 
myasthenia  gravis  is  ordinarily  attended  by 
few  difficulties,  although  each  of  these  en- 
tities is  capable  of  producing  a  variegated 
picture.  It  happens  occasionally  that  one  en- 
counters a  combination  of  these  two  dis- 
orders in  an  active  stage  in  the  same  patient, 
and  when  this  occurs  the  differential  diag- 
nosis may  be  difficult.  Especially  is  this  so 
when  myasthenia  gravis  develops  in  a  pa- 
tient in  whom  the  diagnosis  of  multiple 
sclerosis  has  been  well  established.  In  such 
a  case  the  myasthenic  symptoms  can  easily 
be  interpreted  as  a  further  exacerbation  of 
the  previously  existing  disease.  The  patient 
whose  history  is  here  reported  illustrates 
such  an  occurrence. 

A  white  female  photographer,  43  years  of 
age,  was  admitted  in  July,  1943,  because  of 
drooping  of  the  right  lid  and  diplopia  of  two 
weeks'  duration.  While  on  a  fishing  trip  she 
had  suddenly  developed  haziness  of  vision  in 
the  right  eye,  drooping  of  the  right  lid,  and 
diplopia  whenever  this  lid  was  passively  ele- 
vated. These  symptoms  persisted  until  ad- 
mission but  were  variable,  being  worse  when 
the  patient  became  fatigued.  There  was  no 
excess  fatigability,  difficulty  in  swallowing, 
or  weakness  of  the  jaw  muscles.  There  was 
never  any  pain  in  or  about  the  involved  eye. 
The  family  and  marital  histories  were  non- 
contributory.  The  patient  was  extremely 
reticent  in  giving  the  details  of  her  past  his- 
tory, denying  any  previous  visual  difficulties 
and  any  episodes  of  weakness  or  paresthesia. 

General  physical  examination  revealed  the 
blood  pressure  to  be  116  systolic,  70  dias- 
tolic; there  were  no  significant  abnormal 
findings.  On  neurological  examination  the 
only  positive  findings  were  in  the  right  eye. 
Pronounced  ptosis  and  weakness  of  the  su- 
perior rectus  muscle  were  present.  The  right 
pupil  was  larger  than  the  left  and  did  not 
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react  as  briskly  either  to  light  or  on  accom- 
modation-convergence. Enophthalmos  of  3 
mm.  was  present  on  the  right.  The  ptosis  did 
not  increase  as  the  lid  was  fatigued  by  sus- 
tained gaze  upwards.  The  optic  discs  and 
fundi  were  normal.  The  visual  fields  were 
full  to  confrontation  test,  and  visual  acuity 
was  unimpaired.  There  was  no  nystagmus. 
The  other  cranial  nerves  were  normal.  There 
were  no  reflex  changes  and  no  abnormal 
motor  or  cerebellar  signs.  The  sensory  sys- 
tem was  intact  except  for  absence  of  vibra- 
tory sense  to  fork  no.  256  over  the  toes. 

Laboratory  studies  disclosed  no  abnormal 
findings.  The  peripheral  blood  was  normal 
and  serologic  tests  for  syphilis  were  nega- 
tive. The  initial  spinal  fluid  pressure  was 
140  mm.  of  water,  and  the  dynamics  were 
normal.  The  colloidal  gold,  colloidal  mastic, 
and  Wassermann  tests  were  negative,  and 
the  total  proteins  were  43  mg.  per  100  cc.  of 
fluid.  X-rays  of  the  skull  and  chest  showed 
nothing  abnormal. 

Myasthenia  gravis  was  considered  in  the 
differential  diagnosis  and  the  patient  was 
given  0.5  mg.  of  prostigmin  methylsulfate 
subcutaneously ;  no  objective  improvement 
resulted.  A  four  days'  trial  on  oral  doses  of 
prostigmin  bromide,  15  mg.,  and  guanidine 
hydrochloride,  125  mg.,  each  given  three 
times  daily,  was  carried  out.  The  diplopia 
and  ptosis  were  variable  but  were  thought 
to  be  essentially  uninfluenced  by  these  medi- 
cations. 

Seven  weeks  later  the  patient  awoke  at 
2  a.  m.  cold  and  sweating;  the  right  side  of 
the  face  and  the  right  arm  and  leg  were 
numb  and  weak.  She  stated  that  her  memory 
was  becoming  impaired,  her  speech  "thick," 
and  that  she  was  having  generalized  throb- 
bing headaches.  Examination  at  this  time 
showed  the  eye  signs  as  before  and  no  papill- 
edema present.  There  was  impairment  of  all 
sensibilities  over  the  entire  right  side  and 
partial  right  hemiplegia,  with  increased 
tendon  jerks  in  the  right  lower  extremity. 
Babinski's  sign  was  absent.  At  this  time 
multiple  congenital  aneurysms  or  an  intra- 
cranial tumor  seemed  to  be  the  most  likely 
diagnostic  possibilities,  and  the  patient  was 
referred  to  the  neurosurgical  department  for 
further  study.  An  arteriogram  was  done  on 
the  right  and  showed  an  essentially  normal 
vascular  tree  on  this  side.  An  encephalogram 
showed  a  normal  ventricular  system  and  a 
pooling  of  air  over  the  frontal  lobes  indica- 
tive of  slight  cortical  atrophy.  The  patient 
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gave  a  history  of  a  moderately  severe  head 
injury  twelve  years  previously,  and  the  cor- 
tical atrophy  was  interpreted  as  being  on  a 
post-traumatic  basis. 

Eleven  weeks  after  these  studies  the  pa- 
tient was  seen  again.  Her  right  eye  signs 
were  variable  but  essentially  unchanged,  and 
she  showed  only  mild  residual  right  hemi- 
paresis.  However,  there  was  now  slight 
ptosis  on  the  left  and  marked  weakness  of 
the  left  external  rectus  muscle.  In  spite  of 
specific  questioning  on  each  of  her  previous 
visits  it  was  not  until  this  late  date  that  the 
patient  was  able  to  remember  several  perti- 
nent facts  in  her  past  history.  At  the  age  of 
25  she  had  suddenly  developed  bilateral  am- 
blyopia which  lasted  three  days.  At  26  her 
eyes  became  "crossed"  and  remained  so  for  a 
week.  In  the  past  ten  years  she  had  changed 
her  glasses  as  often  as  three  times  a  year  be- 
cause of  transient  difficulty  in  focusing  her 
camera.  During  the  past  few  years  there  had 
been  intermittent  formication  over  the  right 
lower  extremity.  One  year  before  admission 
her  legs  suddenly  "gave  out"  while  she  was 
dancing  and  she  had  to  be  helped  from  the 
floor;  there  was  residual  weakness  of  the 
right  leg  for  several  days  after  this. 

In  view  of  the  previous  history  of  ambly- 
opia and  ocular  palsy,  the  intermittent  visual 
difficulties,  and  the  more  recent  transient 
weakness  of  the  right  lower  extremity,  it 
was  thought  that  the  present  findings  could 
best  be  explained  on  the  basis  of  multiple 
sclerosis. 

The  patient  was  seen  periodically  for  the 
next  five  months  and  showed  fleeting  ocular 
palsies  which  never  completely  cleared.  On 
one  occasion  during  a  severe  upper  respira- 
tory infection  she  suddenly  developed  pro- 
nounced bilateral  amblyopia  lasting  three 
days,  but  she  was  not  examined  during  this 
time.  She  was  seen  again  in  April-,  1944,  ap- 
proximately ten  months  after  the  onset  of 
her  present  ocular  symptoms.  At  this  time 
she  showed  complete  left  ptosis,  almost  com- 
plete external  ophthalmoplegia  on  the  left, 
and  weakness  of  the  right  internal  rectus 
muscle.  The  ptosis  previously  noted  on  the 
right  was  no  longer  present.  She  did  not 
complain  of  weakness  of  the  jaws  but  had 
noted  excess  fatigability  and  stated  that  her 
eye  signs  were  worse  when  she  became  fa- 
tigued. 

It  was  now  evident  that  these  varying 
ocular  palsies  were  probably  not  central  but 
peripheral  in    origin,    and   this    fact    again 


suggested  myasthenia  gravis.  Accordingly, 
the  prostigmin  test  was  repeated,  using  1 
mg.  of  the  drug  subcutaneously.  Within 
thirty  to  forty-five  minutes  there  was  a 
dramatic  clearing  of  the  ptosis  and  relief  of 
much  of  the  ocular  palsy  for  several  hours. 

Discussion 

This  case  is  presented  as  a  rare  combina- 
tion of  two  not  uncommon  diseases,  both  of 
which  characteristically  pursue  a  course  of 
remissions  and  exacerbations.  Certain  fea- 
tures are  compatible  only  with  myasthenia 
gravis  and  others  are  consistent  with  mul- 
tiple sclerosis,  while  some  are  atypical  of 
either.  When  myasthenia  gravis  develops  in 
a  patient  with  multiple  sclerosis  the  new 
symptoms  are  likely  to  be  attributed  to  the 
pre-existing  disease,  as  in  this  case. 

If  the  diagnosis  of  myasthenia  gravis  had 
been  considered  seriously  enough  and  if 
tests,  both  with  prostigmin  and  with  quinine 
or  curare,  had  been  done  repeatedly,  this 
diagnosis  probably  could  have  been  substan- 
tiated at  any  time  during  the  ten  months 
that  the  patient  was  under  observation. 


CONGENITAL    AND    HEREDITARY 
ABNORMALITIES   OF  THE 
EXTRA-OCULAR  MUSCLES 

James  Watson  White,  M.D. 
New  York  City 

Congenital  and  hereditary  abnormalities 
of  the  extra-ocular  muscles  are  frequently 
seen  and  commonly  result  in  some  variety  of 
strabismus,  depending  on  the  nature  of  the 
anomaly  and  on  the  muscles  involved.  They 
are  more  frequently  seen  as  a  primary 
underaction,  to  which  is  usually  added  sec- 
ondary contracture  and  secondary  deviations 
of  other  muscles  of  the  same  eye,  or  of  the 
fellow  eye.  The  truly  congenital  anomalies 
are  generally  present  at  birth,  although  they 
may  not  be  recognized  as  such  until  some 
days  or  weeks  later.  The  hereditary  anom- 
alies may  be  present  at  birth,  but  more  fre- 
quently are  delayed,  appearing  between  the 
first  and  third  years. 

Anomalies  of  the  extra-ocular  muscles  may 
be  unilateral  or  bilateral,  and  may  produce 
either  a  concomitant  or  a  non-concomitant 
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strabismus.  When  the  anomaly  is  unilateral, 
the  patient  may  fix  with  either  eye.  Unilat- 
eral amblyopia  is  often  present,  and  occurs 
about  as  frequently  in  one  eye  as  in  the 
other.  It  probably  develops  at  quite  an  early 
age. 

When  either  eye  is  seen  to  deviate  from 
the  other,  treatment  of  some  kind  should  be 
instituted  at  once.  This  is  usually  directed 
toward  causing  the  non-fixing  eye  to  fix,  and 
may  be  carried  out  very  early  by  patching 
one  eye  or  by  the  use  of  atropine  in  the 
fixing  eye.  Many  cases  of  strabismus  can 
be  accurately  diagnosed  on  the  first  visit, 
while  others  may  need  to  be  observed  for 
such  points  in  differential  diagnosis  as  the 
effects  of  atropine  and  occlusion,  the 
method  of  fixation,  and  the  position  of  the' 
head.  Many  children  develop  very  early  a 
turning  or  tilting  of  the  head.  In  some  cases 
this  is  to  aid  in  obtaining  binocular  single 
vision,  while  in  some  cases  it  seems  to  be 
more  for  the  purpose  of  relieving  a  proprio- 
ceptive muscle  sense.  It  is  of  diagnostic  aid 
to  patch  each  eye  in  turn.  If  the  head  is  held 
straight  when  either  eye  is  patched,  it  is  us- 
ually because  double  images  are  done  away 
with.  If  the  head  is  turned  to  prevent  the 
proprioceptive  muscle  sense,  the  patch  must 
be  applied  to  the  eye  with  the  paretic  muscle. 

Many  cases  of  strabismus  have  as  a  com- 
plicating factor  a  moderately  high  or  very 
high  degree  of  ametropia,  often  anisometro- 
pia. A  correction  of  any  ametropia  must  be 
considered,  but  in  the  types  of  anomalies 
under  discussion  in  this  paper  the  ametropia 
plays  only  a  minor  or  contributing  part,  ex- 
cept in  cases  of  a  familial  tendency  to  hyper  - 
metropia,  associated  with  esotropia.  These 
often  have  a  vertical  deviation,  due  to  a 
paretic  elevator  or  depressor  muscle.  In 
cases  of  exotropia  the  ametropia  may  be  a 
contributing  cause,  but  the  chief  exciting 
factor  is  a  vertical  imbalance.  F.  W.  Mar- 
low,  in  a  personal  communication,  said  that 
approximately  85  per  cent  of  patients  with 
exotropia  have  a  vertical  imbalance.  My  es- 
timate at  that  time  was  somewhat  less  than 
his,  but  having  observed  more  carefully  since 
then,  I  believe  that  Dr.  Marlow  was  even  too 
conservative. 

The  overaction  or  underaction  of  the  ex- 
tra-ocular muscles  may  be  due  to  the  struc- 
ture, the  insertion,  or  the  innervation  of  the 
muscle  or  muscles  affected. 

The  structural  underactions  are  due  to  re- 
placement of  muscle  tissue,  in  whole  or  in 


part,  by  connective  tissue.  This  condition  is 
most  frequently  seen  in  cases  of  retraction 
syndrome,  strabismus  fixus,  and  other  allied 
conditions.  Anomalies  of  insertion  are  rela- 
tively rare  in  the  types  of  abnormalities  be- 
ing considered.  They  occur  more  frequently 
as  postoperative  complications.  Anomalies 
of  innervation  may  be  due  to  an  agenesis  of 
some  part  of  the  motor  pathway.  From  the 
frequent  history  of  injury  at  birth,  the  paral- 
ysis seems  to  be  due  to  a  direct  trauma  or 
to  hemorrhage  at  the  base  of  the  brain  or 
elsewhere,  which  destroys  to  a  greater  or 
less  extent  the  normal  function  of  the  nerve 
supplying  the  affected  muscle  or  muscles. 
While  some  observers  claim  that  the  lateral 
rectus  is  the  muscle  most  frequently  affected, 
it  has  been  my  observation  that  the  muscles 
supplied  by  the  third  cranial  nerve  are  more 
often  involved.  This  nerve  supplies  all  of 
the  extra-ocular  muscles  except  the  lateral 
rectus  and  the  superior  oblique.  All  or  only 
part  of  the  muscles  supplied  by  the  third 
nerve  may  be  affected. 

Overaction  may  be  due  to  muscles  which 
are  inherently  too  powerful,  but  is  more  fre- 
quently due  to  secondary  deviations  of  the 
associate  or  yoke  muscle,  or  to  a  secondary 
contracture  of  a  direct  antagonist  of  the 
paretic  muscle. 

(Lantern  slides  were  shown  to  demonstrate 
the  following  varieties  of  congenital  or 
hereditary  abnormalities  of  the  extra-ocular 
muscles : 

1.  Retraction  syndrome. 

2.  Strabismus  fixus. 

3.  A  fibrous  condition  of  all  extra-ocular 
muscles. 

4.  Paralysis  of  the  lateral  rectus. 

5.  Paralysis  of  the  medial  rectus. 

6.  Paralysis  of  the  superior  rectus,  uni- 
lateral and  bilateral. 

7.  Paralysis  of  the  inferior  oblique,  uni- 
lateral and  bilateral. 

8.  Paralysis  of  the  superior  oblique,  uni- 
lateral and  bilateral.) 

15  Park  Avenue 


Improvement  in  Diabetes. —  Failure  to  recognize 
that  diabetes  can  improve  and  grow  milder  is  a 
definite  hazard.  It  is  almost  as  serious  as  failure 
to  recognize  that  it  can  grow  worse.  In  one  case 
the  failure  may  lead  to  insulin  reaction,  and  in  the 
other  to  diabetic  coma.  There  are  so  many  mild 
diabetic  patients  today  who  do  improve,  and  such  a 
considerable  percentage  who  by  living  faithful  die- 
tetic lives  and  taking  proper  exercise  could  give  up 
their  insulin  safely,  that  it  is  a  shame  not  to  recog- 
nize their  improvement  and  enable  them  to  do  so. 
— Elliott  P.  Joslin:  Diabetic  Hazards,  New  England 
J.   Med  224:591    (April   3)    1941. 
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J  III  MB.NAU.  SKETCHES  OF  EMINENT  PHYSICIANS 

Josiah  C.  Trent,  M.D.,  Editor 

Durham 


EVOLUTION  OF  THE  ASEPTIC 
PRINCIPLE  IN  SURGERY 

V 

MADAME  MARIE-GEXEVIEVE- 
CHARLOTTE  THIROUX  D'ARCONVILLE 

The  present  sketch  concerns  neither  a 
physician  nor  an  eminent  person  by  our 
present  standards.  Indeed,  the  justification 
for  including  such  an  individual  at  all  lies 
chiefly  in  the  facts  that,  first,  she  herself  is 
interesting  and,  second,  she  did  advance  our 
knowledge  of  antiseptics. 

The  subject  of  our  memoir,  Madame  Ma- 
rie-Genevieve -Charlotte  Thiroux  d'Arcon- 
ville,  a  "grande-dame"  of  eighteenth-century 
France,  interests  us  chiefly  because  of  her 
Essay  on  the  History  of  Putrefaction,  pub- 
lished anonymously  in  1766.  Her  personal 
history  is  truly  remarkable. 

She  was  born  October  17,  1720,  Marie- 
Genevieve-Charlotte  Darius,  daughter  of 
Andre  Guillaume  Darius.  Secretary  to  the 
King  and  Farmer-General.  At  the  age  of 
14  she  married  Louis  Lazare  Thiroux 
d'Arconville,  by  whom  she  had  three  chil- 
dren. At  the  age  of  23,  following  an  attack 
of  smallpox  which  left  her  horribly  disfig- 
ured, she  renounced  wordly  pleasures, 
donned  the  garb  of  an  old  woman,  and  de- 
voted herself  only  to  intellectual  pursuits. 
She  studied  history,  medicine,  physics,  chem- 
istry, and  biology.  She  communicated  with 
Voltaire  and  had  contact  with  the  most  dis- 
tinguished men  of  her  time,  including  Tur- 
got,  Malesherbes,  Monttiyen,  de  Tussieu, 
Fourcroy,  Lavoisier,  and  Gresset. 

During  the  terror  she  was  imprisoned  at 
Picpus  with  her  eldest  son  and  her  brother- 
in-law,  both  of  whom  died  on  the  scaffold ; 
she,  however,  regained  her  liberty  and  died 
in  her  Paris  hotel  on  December  24.  1805,  at 
the  age  of  85.  During  her  lifetime  she  pub- 
lished works  on  such  diverse  subjects  as  his- 
tory, literature,  physics,  philosophy,  and 
chemistry,  and  in  addition  left  numerous 
manuscripts. 

Madame  d'Arconville  extended  and  im- 
proved Pringle's  work  on  antiseptics  in  some 
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Fig.  1.  Title  page  of  Madame  d'Arconville's 
Essai  pour  servir  a  l'Histoire  de  la  Putrefaction, 
published  anonymously  by  Didot  the  younger  in 
1766.  (Courtesy  of  the  Library  of  the  New  York 
Academy  of  Medicine) 

three  hundred  experiments  conducted  over 
a  period  of  ten  years,  1754-1764,  the  results 
of  which  she  published  in  1766  as  an  Essai 
pour  servir  a  l'Histoire  de  Putrefaction  (fig. 
1). 

She  writes.  "The  observations  of  Mr. 
Pringle  on  septic  and  antiseptic  substances 
which  fell  by  chance  in  my  hands,  inspired 
me  to  repeat  some  of  his  experiments,  hav- 
ing no  other  object  than  to  satisfy  my  curi- 
osity. The  little  research  done  on  this  sub- 
ject leaves  a  vast  field  for  observation.  The 
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many  occupations  of  Mr.  Pringle  did  not  al- 
low him  to  repeat  his  experiments  nor  to  add 
to  them.  I  dared  to  assert  that  he  was  some- 
times wrong — but  I  flatter  myself  that  al- 
though some  of  my  experiments  seemed  to 
contradict  his  he  did  not  hold  it  against  me." 

All  of  Madame  d'Arconville's  experiments 
were  done  with  great  care  and  precision, 
using  a  standard  technique.  She  first  placed 
in  a  phial  a  certain  determined  weight  of 
the  substance  to  be  investigated,  such  as 
meat,  milk,  eggs,  or  bile,  and  then  added  to 
it  a  certain  determined  quantity  (always 
the  same)  of  the  liquid  whose  antiseptic 
properties  she  wished  to  test.  She  was  care- 
ful to  note  exactly  the  temperature,  state  of 
the  weather,  and  direction  of  storms,  and 
by  the  aid  of  litmus  paper  or  of  syrup  of 
violets,  she  accurately  determined  the  re- 
action of  the  medium.  She  divided  the  sub- 
stances so  examined  into  thirty-two  classes, 
according  to  the  length  of  time  they  kept 
meat  sweet. 

The  last  class  of  antiseptics  which  she  de- 
scribes comprises  those  which  she  found  to 
preserve  meat  indefinitely.  Some  of  these 
substances  are: 

Metallic  salts  —  corrosive  sublimate,  blue 
vitriol,  subsulphate  of  mercury,  silver 
vitriol,  nitre  mercurial. 

Gums  and  resins — balsam  of  Peru,  cam- 
phor, Burgundy  pitch,  styrax,  ammoni- 
ac. 

Extracts  and  simples — extract  of  cin- 
chona, powdered  cinchona,  dried  guaia- 
cum,  powdered  gall-nuts. 

Vinous  liquids — Bordeaux,  Arbois,  and 
Spanish  wines. 

Acids — red  vinegar. 

Fixed  alkalis — volatile  salts  of  hartshorn. 

Earths — quicklime. 

"It  is  true,"  she  writes,  "that  the  metallic 
salts  with  which  I  have  made  my  experi- 
ments can  for  the  most  part  be  employed  in 
medicine  only  with  much  care  and  precau- 
tion and  must  be  diluted  and  softened  even 
if  they  are  to  be  used  to  preserve  anatomical 
subjects  such  as  birds  and  insects.  But  there 
is  every  reason  to  believe  that  by  diluting 
these  substances  greatly  with  water  we  can 
diminish  their  astringent  properties  without 
diminishing  their  preservative  power.  By 
this  method  though  we  can  rarely  use  them 
for  the  treatment  of  wounds  and  diseases 
we  can  at  least  use  them  to  preserve  anatomi- 
cal  specimens.    The   preceding   class,    how- 


ever, furnishes  us  with  many  other  anti- 
septic substances  which  can  be  employed 
successfully  in  medicine  and  surgery  with- 
out recourse  to  the  metallic  salts,  namely, 
cinchona,  styrax,  benzoin,  camphor,  balsam 
of  Peru."  She  concludes,  "although  the  facts 
are  many  they  are  still  not  adequate  to  lead 
to  the  discovery  of  the  means  which  nature 
uses  to  bring  about  putrefaction  in  the  body 
or  to  abate  its  progress  when  it  is  begun  or 
even  to  destroy  its  principle.  I  have  seen 
only  glimpses  where  I  would  have  had  need 
of  the  greatest  light  to  aid  me  in  the  search 
for  the  causes  of  these  marvelous  phenom- 
ena." 

And  thus  we  are  again  left  with  a  feeling 
of  wonder  that  so  much  work  could  have 
been  done  on  the  phenomenon  of  putrefac- 
tion without  its  cause  being  once  suspected. 
Madame  d'Arconville's  work,  however,  un- 
doubtedly made  the  next  man's  work  easier 
and  certainly  wins  for  her  a  well-deserved 
place  among  the  pioneers  in  the  study  of 
antiseptics. 

J.  C.  T. 


Penicillin  Useful  in  27  Disease  Conditions 

Penicillin  has  already  proved  useful  in  at  least 
27  different  disease  conditions,  ranging  from  ab- 
scesses to  wounds,  according  to  a  documented  table 
of  clinical  indications  for  penicillin  therapy,  sum- 
marized and  published  for  the  first  time  in  the 
current  (Spring,  1945)  issue  of  The  Journal  of 
Parenteral  Therapy.  The  list: 

1.  Abscess,  deep  or  superficial 

2.  Anthrax,  human  cutaneous 

3.  Arthritis,  suppurative 

4.  Bedsores 

5.  Burns,  infected 

6.  Cavernous  sinus  thrombophlebitis 

7.  Cellulitis,  orbital 

8.  Empyema 

9.  Endocarditis,  subacute  bacterial 

10.  Eye  infections 

11.  Eye  wounds,  perforating 

12.  Fracture,  compound 

13.  Gas  gangrene 

14.  Genito-urinary  infections 

15.  Gonorrhea,  sulfonamide-resistant 

16.  Infections,  various 

17.  Meningitis,  pneumococcic 

18.  Osteomyelitis 

19.  Otitis   media 

20.  Peritonitis 

21.  Pneumonia 

22.  Pharyngitis-tonsillitis 

23.  Ratbite  fever 

24.  Septicemia 

25.  Syphilis 

26.  Tetanus 

27.  Wounds,  surgical  and  traumatic. 
Penicillin    is    not    necessarily    the    treatment    of 

choice  or  the  only  therapy  indicated  in  these  condi- 
tions. Among  the  conditions  in  which  a  trial  of 
penicillin  has  not  yielded  especially  hopeful  results 
to  date  are  rheumatoid  arthritis,  rheumatic  fever, 
trachoma,  granuloma  inguinale. 
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V-E  DAY 

At  long  last  the  welcome  news  has  come 
that  the  war  in  Europe  is — officially,  at  least 
— at  an  end.  Perhaps  it  is  just  as  well  that 
the  people  of  this  country  were  prepared  for 
this  announcement  by  degrees.  The  week 
preceding  the  final,  formal  surrender  of  the 
German  armies  was,  according  to  the  Neiv 
York  Times,  the  most  momentous  in  history. 
By  the  time  the  average  citizen  had  cele- 
brated the  premature  peace  message  and  had 
heard  the  news  of  Mussolini's  death,  of  Hit- 
ler's death,  and  then  of  the  piecemeal  sur- 
render of  the  German  armies,  he  was  too 
dazed  to  do  more  than  offer  up  thanks  in 
his  own  way  for  the  cessation  of  the  carnage 
in  Europe. 

Many  people  have  commented  upon  the 
soberness  of  the  mood  that  followed  Presi- 
dent Truman's  historic  announcement.  In 
most  cities  churches  were  opened  for  prayer, 
and  services  were  well  attended.  So  many 
homes  have  suffered  irrevocable  losses  dur- 
ing the  past  years  that  jubilant  celebration 


seemed  hardly  fitting.  Only  too  many  people 
can  understand  the  picture  published  on  the 
morning  of  V-E  day  which  showed  an  elderly 
couple  standing  by  a  grave  and  saying, 
"You'll  forgive  us  if  we  don't  join  in  the 
celebration." 

Another  chastening  thought  is  that  the 
war  in  the  Pacific  is  not  yet  finished.  No 
doubt  the  tempo  of  the  assault  against  Japan 
will  be  accelerated  immeasurably,  as  soon 
as  troops  can  be  moved  from  the  European 
theater  of  war  to  the  Pacific.  Let  us  hope 
that  the  warlords  of  Japan  will  take  a  lesson 
from  the  example  of  Germany  and  see  the 
folly  of  continued  resistance. 

While  the  fighting  in  Germany  and  in 
Europe  is  officially  over,  the  real  trial  of 
men's  souls  will  come  as  the  victorious  Allies 
attempt  to  bring  order  out  of  chaos  as  speedi- 
ly as  possible.  Let  us  pray  that  the  repre- 
sentatives of  the  conquering  countries  may 
be  given  divine  leadership  as  they  go  about 
building  a  plan  for  the  future  peace  of  the 
world. 

To  the  medical  profession  will  be  entrusted 
the  enormous  responsibility  of  ministering 
to  the  broken  bodies  and  crushed  spirits  of 
the  peoples  of  Europe.  It  is  our  hope  that 
this  task  will  be  assigned  largely  to  the 
recent  graduates  who  have  completed  their 
medical  training  at  the  country's  expense, 
so  that  our  colleagues  who  have  represented 
us  so  nobly  in  this  great  struggle  may  come 
back  to  those  who  love  them.  To  the  North 
Carolina  doctors  who  are  in  the  armed  forces 
this  Journal  speaks  for  all  the  civilian  doc- 
tors in  North  Carolina  in  offering  its  thanks 
for  the  services  you  have  rendered.  You 
may  rest  assured  that  those  of  us  who  have 
"stayed  by  the  stuff"  at  home  are  eagerly 
looking  forward  to  your  return  and  will  do 
all  that  is  in  our  power  to  help  you  become 
adjusted  to  civilian  life  and  civilian  practice 
once  more.  We  know  that  you  have  learned 
much  that  you  can  teach  us  as  we  gather  in 
future  meetings. 

$  *  *  £ 

"THE  BACKWATERS  OF  MEDICINE" 

For  more  than  twenty  years  the  Veterans 
Administration  has  had  a  free  hand  in  the 
management  of  the  various  V.A.  hospitals 
in  the  United  States.  Congress  has  voted 
money  without  stint,  because  it  was  felt  that 
nothing  was  too  good  for  our  veterans. 
General  Hines  and  his  staff  have  had  ample 
opportunity    to   demonstrate    what    type   of 
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medical  practice  may  be  expected  under  fed- 
eral control. 

And  what  are  the  results?  After  Ave 
months  of  intensive  study  of  the  Veterans 
Administration,  Albert  Deutsch,  feature 
writer  of  Marshall  Field's  left  wing  publi- 
cation, PM,  said"1:  "The  quality  of  medical 
care  is  usually  so  low  that  the  facilities  have 
been  termed  the  'backwaters  of  medicine, 
where  doctors  and  patients  stagnate  in  com- 
mon.' "  Dr.  Albert  Maisel,  whom  some  doc- 
tors in  our  state  knew  personally  during  his 
student  and  intern  days  at  Jefferson,  has 
written  a  series  of  scathing  articles  for  the 
Cosmopolitan,  which  were  abstracted  in  the 
Reader's  Digest  for  April  and  May.  Let 
those  who  doubt  the  inefficiency  of  the  Vet- 
erans Administration  read  those  articles. 
Suffice  it  to  say  here  that,  although  the  per 
capita  cost  of  treating  tuberculous  patients 
in  the  V.A.  facilities  is  $5.80,  less  than  3 
per  cent  of  such  patients  are  discharged  as 
arrested.  By  contrast,  about  50  per  cent  of 
all  tuberculous  patients  admitted  to  our  State 
Sanatorium  are  discharged  as  arrested — and 
the  cost  of  treatment  is  almost  exactly  one- 
third  that  in  the  V.A.  hospitals.  Another 
index  of  the  type  of  work  done  in  the  V.A. 
hospitals  is  that  not  one  is  approved  by  the 
Council  on  Medical  Education  and  Hospitals 
for  internships  or  residencies. 

Members  of  our  own  legislature  who  voted 
to  put  our  state  hospitals  for  mental  disease 
under  lay  control  will  be  interested  in  this 
observation  of  Mr.  Deutsch:  "From  the  top 
down  .  .  .  the  medical  policy  of  the  V.A.  is 
under  the  rigid  control  of  laymen  .  .  .  This 
plays  havoc  with  the  system,  demoralizing 
the  doctors  already  in  it,  frightening  good 
doctors  away  from  participation,  and  mak- 
ing cynics  and  routineers  of  most  of  those 
who  do  enter  the  system  and  stay." 

The  medical  care  given  our  veterans  is  so 
poor  as  to  be  a  stench  in  the  nostrils  even 
of  the  advocates  of  national  health  insurance. 
Mr.  Deutsch  states :  "I  have  long  advocated 
a  national  health  insurance  program  for  the 
United  States.  But  I  would  align  myself  with 
the  most  vigorous  opponents  of  such  a  pro- 
gram should  it  bear  any  resemblance  to  what 
I  have  observed  in  the  Veterans  Administra- 
tion's medical  care  program.  If  this  is  an 
example  of  so-called  Federal  medicine,  I 
want  none  of  it."  And  if  this  is  not  an  ex- 
ample of  federal  medicine,  Mr.  Deutsch, 
please  tell  us  where  you  will  find  one. 

1.    DcnNeh,    Albert:    Federal    Medicine    Advocate   Shocked   by 
V.  A.  Program,  Medical  Economics  22:7:53-58  (April)   1945. 


WHY  NOT  REQUIRE  OUR  LAWMAKERS 
TO  BE  EDUCATED? 

Reference  was  made  last  month111  to  the 
excellent  address  of  David  Roseby  appearing 
in  the  Medical  Journal  of  Australia  for  Jan- 
uary 6.  The  subject  matter  of  this  address 
was  by  no  means  exhausted  in  one  editorial. 
A  suggestion  it  contains  is  so  pertinent  to 
our  own  state  and  nation  that  it  should  not 
be  allowed  to  pass  without  comment. 

Dr.  Roseby  points  out  that  qualifying  ex- 
aminations are  required  of  all  applicants  for 
license  to  practice  medicine  or  to  enter  any 
of  its  allied  professions,  and  that  even  those 
in  non-professional  occupations  must  serve 
apprenticeships  before  they  are  entitled  to 
full  wages.  "Yet  those  who  make  the  laws 
are  not  required  to  have  any  academic  quali- 
fication whatever.  Notwithstanding  the  com- 
plexity of  the  problems  which  confront  them 
...  no  standard  of  ability  is  demanded  of 
their  chosen  representatives  by  the  elec- 
tors .  .  . 

"A  qualifying  examination  should  be  de» 
manded  of  every  candidate  for  parliamen- 
tary honors  .  .  .  That  we  and  others  should 
be  compelled  by  the  State  to  obtain  a  degree 
of  competence,  while  those  who  seek  to  con- 
trol us  go  on  in  the  old  haphazard  way,  is 
nonsense." 

Roseby  points  out  that  such  qualifications 
for  legislators  should  have  prevented  many 
of  the  mistakes  made  in  legislation  enacted 
by  recent  Parliaments.  In  our  own  state  we 
have  had  a  glaring  example  of  the  damage 
that  can  be  wrought  by  well-meaning  but 
unqualified  men  in  the  passage  of  the 
O'Berry  Bill  establishing  lay  control  of  the 
state  hospitals  for  mental  disease.  In  the  na- 
tional Congress,  we  have  narrowly  escaped 
— so  far — the  setting-up  of  a  medical  dic- 
tatorship that  would  have  rivalled  the  wild- 
est dreams  of  Hitler  and  Mussolini. 

It  is  true  that  lawmakers  with  proper  edu- 
cational qualifications  would  have  to  be  paid 
far  more  than  our  legislators  now  get;  but 
think  how  much  more  they  would  be  worth ! 
Furthermore,  the  members  of  our  law-mak- 
ing bodies  could  be  reduced  to  half  or  even 
one  fourth  of  the  present  number  and,  if 
properly  trained,  could  still  accomplish  far 
more. 

Certainly  Dr.  Roseby  has  given  us  some- 
thing to  think  about. 

1.    Australia's    Experience    with    Government    Medicine,    Edi- 
torial, North  Carolina  M.  J.  6:209    (April)    1945. 
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CLINICO-PATHOLOGICAL 
CONFERENCE 

Duke  Hospital 

Presentation  of  Case 

Dr.  Edward  S.  Orgain:  A  22  year  old 
colored  single  female  was  admitted  with  the 
complaint  of  swelling  of  the  abdomen  of  four 
weeks'  duration  and  dyspnea  of  two  weeks' 
duration.  Her  history  was  difficult  to  obtain, 
because  of  the  patient's  extreme  respiratory 
distress,  and  was  considered  unreliable  be- 
cause of  her  poor  cooperation  and  deficient 
mentality.  However,  her  family  history  was 
non-contributory,  and  the  only  item  of  im- 
portance in  her  past  history  was  the  devel- 
opment of  a  thoracic  spine  and  cage  de- 
formity following  a  fall  at  the  age  of  2 
months. 

She  had  been  well  and  able  to  attend 
school  regularly  until  six  months  prior  to 
her  entry,  when  she  noticed  transient  ankle 
edema  and  a  progressive  decline  in  strength. 
During  the  next  few  months  there  developed 
a  variety  of  symptoms  —  "bulging  of  the 
eyes,"  apprehension,  general  weakness,  easy 
fatigability,  palpitation,  and  increasing  ex- 
ertional dyspnea.  About  four  weeks  before 
admission  orthopnea  appeared  and  general- 
ized anasarca  became  manifest  in  the  legs, 
abdomen,  arms  and  face.  Within  two  weeks 
respiratory  distress,  cough,  and  abdominal 
swelling  had  progressed  to  a  point  where 
ordinary  conversation  was  impossible.  Par- 
tial comfort  was  achieved  by  the  assumption 
of  a  ventral  position  in  which  her  weight 
rested  upon  her  hands  and  knees.  This  con- 
dition prevailed  until  her  entry.  She  said 
that  she  had  had  no  systemic  symptoms  such 
as  chills  and  fever,  and  no  gastro-intestinal 
or  genito-urinary  symptoms  (except  for  fre- 
quency of  urination) . 

Physical  examination  revealed  her  temper- 
ature to  be  37.2  C.  (99  F.),  her  pulse  122, 
and  respirations  44  per  minute.  Her  blood 
pressure  was  unobtainable.  The  patient  was 
a  dyspneic,  orthopneic,  markedly  deformed 
and  mal-developed,  small  colored  girl  who 
voluntarily  assumed  a  resting  position  upon 
the  hands  and  knees  with  the  abdomen  sag- 
ging. Excessive  weight  loss  and  muscular 
wasting  were  evident.  The  spine  presented  a 
severe  "S"  shaped  kyphoscoliosis  with 
marked  deformity  of  the  entire  thoracic  cage. 


Bilateral  exophthalmos  with  suggestive  up- 
per lid  edema  was  present.  The  pupils  were 
round  and  regular,  and  reacted  to  light. 
The  fundi  showed  definite  engorgement  of 
the  veins  but  no  papilledema.  The  lips,  ton- 
gue and  mucous  membranes  were  cyanotic. 
The  pharynx  was  clear.  The  neck  was  dis- 
placed by  the  thoracic  and  spinal  deformity. 
The  neck  veins  were  engorged,  excessively 
prominent,  and  freely  pulsating.  No  thrills 
or  thyroid  enlargement  were  noted. 

The  thoracic  cage  was  deformed  by  the 
kyphoscoliosis  and  there  was  obvious  limita- 
tion of  breathing  space.  Her  respirations 
were  rapid  and  gasping  in  type.  A  few  crepi- 
tant rales  were  present  at  the  right  lung 
base.  Respirational  expansion  was  confined 
chiefly  to  the  right  chest.  Because  of  the  pa- 
tient's unusual  position  tactile  fremitus  and 
whispered  voice  were  impossible  to  evaluate. 
The  point  of  maximal  impulse  of  the  heart 
was  found  in  the  third  interspace,  to  the 
right  of  the  sternum.  The  sounds  were  loud, 
regular  and  forceful;  no  thrills  were  pal- 
pated. A  systolic  murmur  was  heard  best  in 
the  third  right  interspace. 

The  abdomen  was  greatly  distended  with 
a  large  amount  of  fluid.  Costovertebral  angle 
pain,  referred  to  the  abdomen,  was  present 
bilaterally.  No  masses  were  palpated  in  the 
abdomen;  however,  palpation  was  resisted 
because  pressure  over  any  part  of  the  ab- 
dominal wall  was  painful. 

The  pulses  were  l'apid,  regular,  and  equal 
in  both  arms.  The  blood  pressure  was  not 
obtainable,  but  the  needle  wavered  at  140 
mm.  of  mercury.  The  pulse  was  felt  at  110 
mm.  of  mercury  during  deflation  of  the  blood 
pressure  cuff.  The  veins  in  both  arms  and 
over  the  right  chest  were  engorged  and  dis- 
tended. Evidence  of  collateral  circulation 
was  present.  Mild  edema  of  the  ankles  was 
evident. 

The  hemoglobin  was  87  per  cent,  and  there 
were  2,230,000  red  blood  cells  and  5,520 
white  blood  cells,  with  47  per  cent  polymor- 
phonuclear leukocytes,  12  per  cent  large 
lymphocytes,  37  per  cent  small  lymphocytes, 

1  per  cent  basophils  and  3  per  cent  mono- 
cytes. The  sedimentation  rate  was  3  mm.  per 
hour.  The  urine  showed  a  specific  gravity 
of  1.014,  a  1  plus  reaction  for  sugar,  and  a 

2  plus  reaction  for  albumin ;  on  microscopic 
examination  5-6  white  cells  per  high  power 
field,  a  rare  red  cell,  and  a  few  epithelial  cells 
were  found.  The  blood  chemical  findings 
were  as  follows:  Nonprotein  nitrogen  56 mg. 
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per  100  cc. ;  blood  bilirubin  normal;  total 
proteins  6.6  Gm.  per  100  cc.  (albumin  3  Gm., 
globulin  3.6  Gm.,  albumin-globulin  ratio  .83). 
Serologic  tests  on  the  peripheral  blood  were 
negative.  Fluid  removed  by  abdominal  par- 
acentesis showed  a  specific  gravity  of  1.024, 
1,810  red  cells  per  cubic  centimeter,  and 
330  white  cells  per  cubic  centimeter.  No 
organisms  were  grown  on  culture. 

The  electrocardiogram  showed  sinoauricu- 
lar  tachycardia ;  the  rate  was  125,  the  PR 
interval  .14  seconds,  the  QRS  interval  .06 
seconds;  Ti,  ?  and  3  were  flat,  T4  was  up- 
right. Somatic  tremor  was  present  in  all 
leads.  There  was  no  axis  deviation.  Films 
of  the  chest  and  abdomen  and  fluoroscopic 
studies  could  not  be  made,  because  of  the  pa- 
tient's inability  to  cooperate. 

Course  in  the  hospital :  The  patient  re- 
mained alive  in  the  hospital  for  twenty-eight 
hours  and  exhibited  no  improvement  under 
symptomatic  treatment.  An  abdominal  par- 
acentesis, performed  in  an  attempt  to  relieve 
her  intense  respiratory  distress,  yielded 
2000  cc.  of  yellow  fluid.  As  this  amount  was 
withdrawn  slowly,  her  respirations  suddenly 
ceased.  The  trocar  was  removed  and  cora- 
mine  was  administered  intravenously.  Res- 
pirations reappeared  at  a  rate  of  3  per  min- 
ute, but  the  heart. sounds  and  pulse  could  not 
be  obtained.  Respirations  quickly  ceased  and 
the  patient  failed  to  respond  to  artificial 
respiration,  coramine,  adrenalin  and  metra- 
zol.  Palpation  of  the  abdomen  immediately 
after  death  revealed  a  large  mass  in  the 
right  upper  quadrant,  interpreted  as  liver. 

Discussion 

Dr.  Orgain  :  We  may  summarize  the  prob- 
lem by  stating  that  a  young  colored  girl  with 
a  severe,  long-standing  thoracic  spine  and 
cage  deformity  developed  the  symptoms  and 
signs  of  rapidly  progressive  circulatory  em- 
barrassment, ending  suddenly  and  fatally 
within  six  months  after  the  onset  of  the  first 
symptom.  I  have  but  one  diagnosis  to  offer 
which  will  satisfactorily  explain  the  findings, 
but  for  the  purpose  of  exposition  a  short  dis- 
cussion of  differential  diagnosis  may  be  of 
aid. 

In  spite  of  the  fact  that  the  history  is  con- 
sidered totally  unreliable  with  regard  to  de- 
tail, all  of  the  cardinal  symptoms  of  conges- 
tive heart  failure  were  present — namely, 
dyspnea,  orthopnea,  cough,  palpitation, 
weakness,  fatigability,  and  edema.  The  phy- 
sical findings  of  distended,  pulsating  cervical 


veins,  an  enlarged  liver  (after  paracentesis), 
ascites,  and  peripheral  edema  would  point  to 
predominant  right-sided  heart  failure.  Left 
ventricular  failure  cannot  be  excluded  com- 
pletely, however — particularly  in  view  of  the 
existence  of  rales  in  the  lung  bases  and  the 
evidence  of  forward  failure  manifested  by 
the  absence  of  recordable  blood  pressure. 
While  failure  of  the  left  ventricle  is  more 
common  and  generally  precedes  right  ven- 
tricular failure,  instances  of  primary  right 
ventricular  failure  are  found  in  association 
with  certain  pathologic  entities.  Before  con- 
ceding the  possibility  of  right  ventricular 
failure  secondary  to  ventricular  dilatation, 
one  must  rule  out  a  primary  obstruction  to 
the  right  side  of  the  circulation  resulting 
from  a  mediastinal  tumor  pressing  upon  the 
great  veins,  from  thrombosis  of  the  vena 
cava,  or  from  constrictive  pericarditis.  The 
presence  of  dilated,  pulsating  veins  would 
almost  certainly  exclude  the  first  two  of 
these  possibilities,  while  the  third  is  unlikely 
in  view  of  the  loud,  forceful  heart  sounds 
and  normal  electrical  voltage. 

The  decision  that  the  patient  had  right 
ventricular  failure  is  not  in  itself  more  than 
a  functional  or  physiological  diagnosis,  al- 
though it  implies  the  structural  lesion  of 
dilatation  with  or  without  hypertrophy.  The 
freely  pulsating  veins  of  the  neck  would  sug- 
gest the  presence  of  tricuspid  insufficiency 
due  to  dilatation  of  the  tricuspid  valve  ring. 
The  etiologic  factor  producing  the  heart  le- 
sion remains  for  elucidation.  The  usual  and 
common  causes  of  heart  disease  can  be  elim- 
inated fairly  easily.  Hypertension  can  be  ex- 
cluded by  the  unobtainable  blood  pressure 
and  the  non-hypertensive  eyegrounds.  Coron- 
ary disease  in  a  young  colored  woman  is  ex- 
tremely rare.  There  is  no  history  of  rheu- 
matic fever,  and  the  auscultatory  findings 
would  exclude  a  valvular  lesion  of  signifi- 
cance. Tricuspid  stenosis  is  almost  never 
seen  unless  mitral  and  aortic  stenosis  co- 
exist. Congenital  heart  disease  causing  car- 
diac failure  at  this  age  would  be  rather  ex- 
traordinary in  the  absence  of  severe  cyano- 
sis, club  fingers,  or  physical  signs  over  the 
heart  proper.  The  patient's  age,  the  negative 
blood  serology,  and  the  absence  of  aortic  re- 
gurgitation would  certainly  eliminate  syphi- 
litic heart  disease,  which  is  characterized 
generally  by  left  ventricular  failure. 

Turning  to  the  rarer  causes  of  heart  dis- 
ease, we  find  little  to  suggest  the  existence 
of  acute  nephritis,  anemia,  avitaminosis  of 
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the  B,  type,  or  inflammatory  myocarditis. 
The  presence  of  exophthalmus  suggests  thy- 
rotoxicosis and  chronic  glomerulonephritis. 
The  cardinal  symptoms  of  excess  thyroid  se- 
cretion are  lacking,  and  the  elevated  blood 
nonprotein  nitrogen  can  be  explained  on  the 
basis  of  congestive  heart  failure  alone.  Pul- 
monary hypertension  is  probably  the  princi- 
pal cause  of  primary  failure  of  the  right  ven- 
tricle, but  it  is  always  secondary  to  some 
other  cause.  Mitral  stenosis  may  be  excluded 
by  the  cardiac  findings.  There  is  no  history 
of  chronic  lung  infection  with  peribronchial 
fibrosis,  and  primary  pulmonary  endarteritis 
alone  is  excessively  rare  and  is  difficult  to 
diagnose  unless  adequate  x-ray  studies  are 
available.  Mediastinal  tumors  causing  com- 
pression upon  the  pulmonary  arteries  alone 
are  also  unusual  but  can  be  easily  diagnosed 
by  x-ray. 

Finally,  there  is  one  condition  which  will 
satisfactorily  explain  the  composite  clinical 
picture  presented  by  this  patient — namely, 
kyphoscoliosis  with  secondary  pulmonocardi- 
ac  failure.  While  spinal  deformities  of  this 
type  are  fairly  common,  the  disturbance  in 
physiology  designated  as  pulmonocardiac 
failure  which  it  produces  seems  not  to  have 
achieved  sufficient  recognition  generally. 
Chapman,  Dill  and  Graybiel11'  in  1939  re- 
viewed the  literature  on  this  subject  and  pre- 
sented the  results  of  physiologic  studies  on 
a  series  of  12  patients.  They  pointed  out 
that  the  primary  factor  in  this  disturbance 
is  the  thoracic  cage  deformity,  which  com- 
presses the  lungs,  usually  early  in  life,  there- 
by reducing  the  total  lung  volume.  This 
compression,  plus  the  inherent  mechanical 
interference  with  normal  respiratory  move- 
ments of  the  thorax,  serves  to  reduce  the 
vital  capacity  in  some  instances  by  one  half 
or  more,  while  doubling  the  ratio  of  residual 
air  to  the  vital  capacity.  Although  the  res- 
piratory volume  may  rise,  less  oxygen  is  ac- 
tually removed  from  the  inspired  air  and  de- 
ficient oxygenation  results.  The  fact  that 
measurements  of  the  venous  pressure,  cir- 
culation time  through  the  lungs,  and  cardiac 
output  were  normal  in  some  patients  sup- 
ports the  contention  that  the  primary  dis- 
turbance lies  in  the  lung  itself  rather  than 
in  compression  of  the  heart  between  spine 
and  ribs  or  distortion  and  displacement,  as 
had  been  suggested  previously  in  the  liter- 

1.    Chapman.   E.    M.   Dill,   T).   B..   Graybiel.   A.:  The   Decrease 
in   Functional  Capacity  of  the  Lunss  and  Heart  Resulting 

It Deformities    of    the    Chest:    I'ulmonoeardiac    Failure. 

Medicine  18:107-202  (May)   1939. 


ature.  As  time  passes  the  pressure  in  the  pul- 
monary arterial  circulation  rises  and  '  Js 
to  right  ventricular  strain,  right  ve.u.  jlar 
dilatation,  and  right-sided  heart  failure. 
Such  patients  may  exhibit  "habitual"  dysp- 
iua  for  years  with  bizarre  symptoms  sug- 
gesting a  psychoneurosis.  Eventually,  in- 
creasing dyspnea,  palpitation  and  edema,  or 
sudden  fainting  episodes  herald  the  appear- 
ance of  actual  pulmonocardiac  failure,  and 
death  generally  follows  in  a  few  months  to 
a  year.  Marked  right  ventricular  failure  with 
severe  edema,  as  exhibited  by  this  patient, 
seems  to  be  quite  rare,  and  failure  is  very 
refractory  to  treatment.  Sudden  death  is 
common  in  this  disease  at  an  average  age  of 
30  years.  Death  commonly  follows  any  pro- 
cess which  interferes  with  pulmonary  func- 
tion, such  as  pulmonary  infection  or  respira- 
tory depressants.  In  all  probability  the  use 
of  preliminary  sedatives  and  the  mechanical 
interference  with  respiration  incident  to  par- 
acentesis led  to  sudden  death  in  the  patient 
under  discussion  today.  In  any  event,  no 
treatment  is  efficacious  once  heart  failure 
appears.  In  the  prevention  of  the  initial 
spinal  deformity  lies  the  only  hope  for  these 
patients. 

Dr.  Orgain's  Diagnosis 

Right  ventricular  failure  resulting  from 
pulmonocardiac  failure  secondary  to  kypho- 
scoliosis. 

Anatomical  Discussion 

Dr.  I.  N.  Dubin  :  This  is  a  case  of  kypho- 
scoliosis with  secondary  pulmonocardiac  fail- 
ure. It  is  essentially  similar  to  the  cases  re- 
ported by  Chapman,  Dill  and  Graybiel",  and 
by  Kerwin'-'.  The  kyphoscoliosis  was  prob- 
ably on  a  congenital  basis,  since  sections  of 
the  lumbar  vertebrae  showed  no  evidence 
of  tuberculosis  and  the  spinal  deformity  had 
been  present  from  infancy.  Other  congenital 
anomalies  were  also  present — namely,  hypo- 
plasia of  the  lungs,  hypoplasia  of  the  ovaries 
and  adrenals,  atresia  of  the  uterus  and 
vagina,  a  persistent  left  cardinal  vein,  and 
an  anomalous  coronary  vein  of  the  heart. 

The  right  lung  weighed  120  Gm.  and  the 
left  lung  150  Gm.  The  combined  weight  of 
270  Gm.  is  less  than  half  the  expected  lung 
weight  (600  Gm.)  for  a  female  20  years  of 
age.  This  hypoplasia  of  the  lungs  was  prob- 
ably related  to  the  small  size  of  the  thoracic 

2.    Kerwin.    A.    J.:    Pulmonocardiac    Failure    ;i-    ,1    Result    of 
Spinal  Deformity,   Arch.  Int.   Med.  69:560-57!    (April)    I9*fl 
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cavity  produced  by  the  kyphoscoliosis.  Ex- 
<  '^t  for  a  few  microscopic  tubercles  no  other 
aL        r  alities  were  seen  in  the  lungs. 

As  Dr.  Orgain  has  pointed  out,  the  small 
size  of  the  lungs  and  the  interference  with 
the  respiratory  movements  secondary  to  the 
deformity  of  the  thoracic  cage  resulted  in  an 
increase  in  the  intrapulmonary  pressure. 
This  produced  dilatation  and  slight  hyper- 
trophy of  the  right  ventricle  of  the  heart. 
The  total  weight  of  the  heart  was  only  250 
Gm.,  but  in  cases  of  right  ventricular  hyper- 
trophy the  total  weight  of  the  heart  is  only 
slightly  increased.  The  thickness  of  the  left 
ventricle  was  14  mm.  and  that  of  the  right 
ventricle  6  mm.  Evidence  of  chronic  failure 
of  the  heart  was  found  in  the  liver,  which 
showed  a  considerable  degree  of  chronic  pas- 
sive congestion.  Terminally  acute  heart  fail- 
ure supervened,  and  as  a  result  of  this  there 
developed  edema  of  the  lungs,  ascites,  and 
hydrothorax.  At  autopsy  2,400  cc.  of  fluid 
was  found  in  the  peritoneal  cavity  and  150 
cc.  of  fluid  in  each  pleural  cavity. 

In  a  large  proportion  of  the  cases  in  Chap- 
man's series'"  there  were,  in  addition  to 
hypoplasia  of  the  lungs,  other  pulmonary  ab- 
normalities which  further  reduced  the  vol- 
ume of  functioning  lung.  For  example,  60 
per  cent  of  the  patients  had  pneumonia,  46 
per  cent  emphysema,  42  per  cent  bronchiec- 
tasis. Moreover,  many  of  the  patients  died 
as  a  result  of  an  acute  pulmonary  infection 
which  further  decreased  the  vital  capacity 
and  produced  failure  of  the  lungs  and  heart. 
In  our  case  no  such  pulmonary  abnormalities 
were  found. 

This  patient  had  tuberculosis  of  the  medi- 
astinal lymph  nodes  which  produced  moder- 
ate enlargement  of  these  structures.  A  large 
cluster  of  these  nodes  was  found  at  the  hilus, 
especially  around  the  pulmonary  artery.  The 
question  was  raised  at  autopsy  whether  this 
mass  of  enlarged  tuberculous  nodes  might 
have  interfered  with  the  circulation  by  press- 
ing upon  the  pulrnonary  artery.  I  would 
think  it  very  unlikely,  however,  that  a  mass 
of  such  nodes  would  be  able  to  compress  the 
pulmonary  artery  sufficiently  to  interfere 
with  circulation.  Microscopic  tubercles  were 
also  found  in  other  organs.  I  do  not  think 
that  the  tuberculous  process  played  any  role 
in  this  patient's  death. 

Anatomical  Diagnoses 

Multiple  congenital  anomalies 
Kyphoscoliosis,  probably  congenital,  with 
hypoplasia  of  the  lungs 


Dilatation  and  slight  hypertrophy  of  the 
right  ventricle  of  the  heart 

Chronic  passive  congestion  of  the  liver 

Cardiac  failure  (ascites,  hydrothorax,  ede- 
ma of  the  lungs) 

Tuberculosis  of  the  mediastinal  lymph 
nodes 

Microscopic  tubercles  in  the  lungs,  spleen, 
liver  and  myocardium. 


CASE  REPORTS  FROM  THE 
TUMOR  CLINIC 

North  Carolina  Baptist  Hospital 

Case  3 

Mrs.  V.,  a  68  year  old  housewife,  came  to 
the  outpatient  department  because  of  a  lump 
in  her  left  breast.  She  first  noted  a  small 
mass  in  the  left  upper  lateral  quadrant  of 
the  left  breast  one  year  ago.  Seven  months 
ago  the  skin  around  the  nipple  became  ulcer- 
ated. At  the  same  time,  she  began  to  have 
a  bloody  discharge  from  the  nipple. 

Five  months  ago  her  family  physician  ex- 
amined the  lesion,  and  discovered  lympha- 
denopathy  in  the  left  axilla.  He  advised  her 
to  consult  a  surgeon.  The  patient  waited  five 
months  before  following  his  advice.  The  gen- 
eral history  and  review  of  systems  revealed 
no  significant  points. 

Physical  examination  revealed  a  small, 
undernourished,  pale,  elderly  woman  in  no 
apparent  distress.  Her  blood  pressure  was 
140  systolic,  85  diastolic.  There  was  no  car- 
diac enlargement.  The  heart  rate  was  nor- 
mal, but  there  were  occasional  extrasystoles. 
The  lung  fields  were  clear  and  resonant 
throughout. 

The  right  breast  was  atrophic.  The  left 
breast  contained  a  mass  measuring  3  by  4 
cm.  directly  under  the  nipple.  An  eczema- 
toid  reaction  surrounded  the  areola  and  there 
was  a  slight  purulent  discharge  from  the 
nipple.  The  mass  was  fixed  to  the  skin,  and 
there  was  moderate  fixation  to  the  pectoral 
muscles.  No  palpable  nodes  were  found  in 
the  pectoral  fold,  but  two  round,  firm,  rub- 
bery, non-tender  nodes  were  present  in  the 
apex  of  the  left  axilla. 

The  abdomen,  rounded  in  contour,  pre- 
sented no  masses  or  tenderness.  The  spleen, 
liver  and  kidneys  were  not  palpable.  Pelvic 
and  rectal  examinations  revealed  no  abnor- 
malities. 

The  red  blood  cell  count  was  4,520,000, 
the  hemoglobin  13.5  Gm. ;  there  were  4300 
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white  blood  cells,  with  a  normal  differential. 
Urinalysis  showed  a  specific  gravity  of  1.017, 
an  acid  reaction,  and  a  faint  trace  of  albu- 
min ;  on  microscopic  examination  innumer- 
able red  blood  cells  and  3-4  white  blood  cells 
were  seen  per  high  power  field.  A  chest  film 
showed  no  evidence  of  metastasis. 

Two  biopsy  specimens  were  taken  from 
the  tumor  in  the  left  breast. 

Tumor  Clinic  Discussion 

Pathologist:  We  have  made  sections  of 
the  biopsy  material  which  was  obtained  both 
from  the  mass  and  from  the  overlying  in- 
volved skin.  The  biopsy  from  the  skin  re- 
vealed inflammatory  changes  but  no  malig- 
nancy. It  is  extremely  important  to  differ- 
entiate Pagefs  disease  from  ordinary  adeno- 
carcinoma, particularly  in  this  case,  where 
the  question  of  performing  a  radical  mastec- 
tomy will  arise.  It  is  accepted  that  the  re- 
sponse of  the  true  Paget-cell  carcinoma  to 
irradiation  and  surgery  is  much  better  than 
that  of  the  usual  carcinoma.  Even  though 
this  patient  has  enlarged  axillary  nodes,  one 
might  expect  very  good  results  from  radical 
surgery  and  x-ray  if  she  had  Paget's  disease. 
Cutler's  criteria  for  diagnosing  Paget's  dis- 
ease of  the  nipple  are  as  follows"1:  (1)  The 
lesion  must  have  started  in  the  nipple;  (2) 
Paget's  cells  must  be  seen;  (3)  biopsy  at  the 
skin  edge  must  show  a  transition  between 
normal  skin  and  definite  carcinomatous 
changes;  and  (4)  there  must  be  a  positive 
diagnosis  of  carcinoma  of  the  deep-lying  tu- 
mor. 

This  lesion  does  not  entirely  meet  micro- 
scopic requirements  for  a  diagnosis  of 
Paget's  disease  of  the  breast.  There  are  a  few 
cells  suggestive  of  Paget's  cells,  but  the 
transition  between  normal  squamous  epithe- 
lium and  malignant  cells  is  not  present.  Our 
diagnosis  is  adenocarcinoma  of  the  breast. 
The  ulceration  is  probably  due  to  lymphatic 
blockage. 

Radiologist:  I  am  inclined  to  recommend 
x-ray  therapy  for  this  patient.  I  believe  there 
is  about  a  fifty-fifty  chance  that  the  ulcer- 
ation will  heal  with  x-ray  therapy.  Of  course, 
it  is  possible  that  it  may  break  down  further 
and  slough.  This  raises  the  question  of  the 
advisability  of  simple  mastectomy  to  relieve 
the  patient  of  the  care  and  discomfort  of  an 
ulcerated  breast. 

First  Surgeon:  This  patient  was  pre- 
sented primarily  with  the  thought  that  she 

i.    Cheatle,    G.    I  .    nil    Cutler,    M. :    Tumors   of   the   Breast. 
Philadelphia   and    Montreal,  J.   B.   Lippincott   Company. 


had  Paget's  disease,  and  for  that  reason 
probably  deserved  radical  mastectomy.  As 
you  know,  Bloodgood  has  often  stated  that 
Paget's  disease  does  not  metastasize,  but 
tends  to  recur  locally.  I  do  not  think  this 
statement  is  entirely  true,  but  I  feel  that  if 
this  condition  were  Paget's  disease,  we  prob- 
ably should  do  a  radical  mastectomy  in  spite 
of  the  advanced  stage  of  the  tumor. 

Second  Surgeon:  I  hardly  think  radical 
mastectomy  is  indicated.  Since  fixation  of 
the  tumor  to  the  pectoral  muscle  is  already 
present,  I  would  be  more  inclined  to  give  the 
patient  palliative  x-ray  therapy.  It  is  inter- 
esting to  note  that  most  patients  with 
Paget's  disease  do  not  complain  of  bleeding 
from  the  nipple — a  sign  often  considered 
pathognomonic  of  the  lesion — but  only  of  ul- 
ceration of  the  skin  overlying  a  tumor. 

Third  Surgeon:  I  propose  that  we  treat 
the  patient  with  the  roentgen  ray  first,  and 
then  consider  removal  of  the  breast  by 
simple  mastectomy  after  she  has  received  the 
maximum  benefit  from  irradiation. 

Tumor  Clinic  Opinion 

Recommendation:  The  patient  is  to  be 
given  deep  x-ray  therapy  to  the  left  breast, 
maximum  dosage.  After  an  observation 
period  of  two  or  three  months,  decision  for 
or  against  simple  mastectomy  will  be  made, 
depending  upon  the  degree  of  healing  of  the 
overlying  skin. 

Prognosis :  Hopeless ;  only  palliative  meas- 
ures are  recommended. 

Blame:  Ignorance  and  delay  of  the  patient. 


The  truth  is  relative  and  in  his  effort  to  be  honest 
the  clinician  must  be  sure  to  advance  his  explana- 
tions on  a  basis  suited  to  the  understanding  of  each 
person;  otherwise  the  most  veracious  statement  may 
lodge  in  the  patient's  mind  as  a  falsehood  . . .  While 
a  patient  ought  to  be  informed  about  his  condition 
to  the  extent  of  his  capacity  for  understanding,  with 
the  explanation  there  should  be  an  accompaniment 
of  kindness  and  consideration  as  well  as  an  atmos- 
phere of  the  commonplace.  In  doing  this  it  is  not 
necessary  to  be  either  deceptive  nor  secretive  and 
it  is  essential  to  avoid  harshness  and  over-emphasis. 
A  "compressed  vertebra"  describes  an  injury  while 
a  "broken  neck"  suggests  death.  It  is  not  more 
truthful  to  say  the  "lungs  are  solid"  than  to  say 
they  are  "congested."  A  "hemorrhage"  sounds  more 
ominous  than  "bleeding."  An  "enlarged  joint"  is  less 
distressing  than  a  "bunion."  In  the  minds  of  many 
persons,  "arthritis"  represents  wheel  chair  crippl- 
ing. If  one  is  discussing  a  form  of  rheumatism  in 
which  ankylosis  seldom  occurs  the  term  arthritis, 
while  honest,  may  represent  a  falsehood  to  the  pa- 
tient.— Paul  P.  Swett:  Suggestion  as  a  Cause  of  Dis- 
ease, Connecticut  State  M.  J.  8:686  (Oct.)   1944. 
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jNCE  established  in  the  human  body,  the  tubercle  bacillus  is  capable  of  attacking  at 
many  places.  Infection  of  the  kidneys,  while  not  uncommon,  is  often  overlooked  in 
its  early  stages.  Partly,  this  must  be  blamed  on  the  paucity  of  symptoms,  partly  on  the 
fact  that  renal  involvement  is  usually  associated  with  more  obvious  disease  in  other  or- 
gans, particularly  the  lungs. 

It  is  well  to  be  reminded  of  the  symptoms,  signs  and  laboratory  findings  which 
should  lead  one  to  suspect  renal  tuberculosis.  Once  the  question  is  raised,  there  must  be 
an  exhaustive  search  of  the  patient  for  evidence  that  will  confirm  or  allay  the  suspicion. 


EXTRARENAL  LESIONS  ASSOCIATED  WITH  RENAL  TUBERCULOSIS 


Renal  tuberculosis  is  too  often  symptom- 
atically  silent  during  the  time  when  it  can 
be  treated  most  successfully.  The  diagnosis 
of  this  condition  can  be  made  most  satisfac- 
torily by  the  identification  of  the  organism 
in  the  urine  and  confirmed  by  inoculation  of 
laboratory  animals,  but  in  many  cases  the 
disease  escapes  early  recognition  because 
tuberculous  infection  is  not  suspected.  Hence 
any  symptom,  sign  or  laboratory  finding  that 
may  lead  one  to  suspect  the  diagnosis  of 
renal  tuberculosis  is  worthy  of  investigation. 

Calcified  Mesenteric  Lymph  Nodes 

Calcified  mesenteric  lymph  nodes  are  seen 
frequently  in  the  routine  roentgenograms  of 
the  urinary  tract.  They  attract  attention  only 
in  the  rare  cases  when  it  is  necessary  for 
them  to  be  distinguished  from  urinary  calcu- 
li. Although  several  conditions  are  believed 
to  be  responsible  for  the  pathologic  change 
in  the  lymph  nodes  that  is  followed  by  cal- 
cification, the  vast  majority  of  calcified  mes- 
enteric lymph  nodes  have  been  the  seat  of 
tuberculous  infection.  This  fact  prompted 
the  study  of  the  incidence  of  calcified  mes- 
enteric lymph  nodes  in  cases  of  proved  renal 
tuberculosis.  To  accomplish  this,  the  intra- 
venous urograms  and  retrograde  pyelograms 
in  145  consecutive  cases  of  renal  tuberculosis 
were  examined.  In  each  of  these,  nephrecto- 
my had  been  performed  so  a  pathological  as 
well  as  bacteriologic  diagnosis  had  been 
made.  This  series  was  compared  with  a  series 
of  145  consecutive  cases  of  surgically  treated 
renal  lithiasis  in  which  the  diagnosis  of 
renal  tuberculosis  was  excluded. 


Calcified  mesenteric  lymph  nodes  were 
found  to  be  present  in  13  per  cent  of  the 
roentgenograms  of  patients  suffering  from 
proved  renal  tuberculosis.  This  incidence  (6 
per  cent)  was  more  than  twice  that  found 
in  a  comparable  series  of  patients  not  suffer- 
ing from  renal  tuberculosis. 

Tuberadous  Epklidy mitis 

Although  it  is  generally  known  that  renal 
tuberculosis  is  fairly  frequently  accompanied 
by  genital  tuberculosis,  too  often  intractable 
epididymitis  is  treated  for  long  periods  be- 
fore the  kidneys  are  investigated. 

In  34  (42  per  cent)  of  the  81  male  cases 
of  proved  renal  tuberculosis  incorporated  in 
the  preceding  study,  genital  tuberculosis 
also  was  present.  None  of  the  93  male  sub- 
jects in  the  group  with  nontuberculous  kid- 
neys suffered  from  inflammation  of  the  geni- 
talia. Thirty-one  of  the  34  patients  had 
proved  tuberculous  epididymitis,  and  the  re- 
maining three  were  believed  to  have  tuber- 
culous prostatitis.  In  15  of  these  cases  it 
was  necessary  to  remove  the  kidney  on  the 
same  side  as  the  involved  epididymis,  and 
in  seven  cases  the  kidney  on  the  opposite  side 
from  the  involved  epididymis  was  removed. 
In  nine  cases  both  epididymides  were  in- 
volved. 

The  frequency  of  concomitant  genital  and 
renal  tuberculosis  is  so  great  that  the  geni- 
talia of  every  male  patient  complaining  of 
urinary  symptoms  should  be  carefully  ex- 
amined for  evidence  of  tuberculosis.  Al- 
though renal  tuberculosis  frequently  occurs 
in  the  absence  of  genital  tuberculosis,  the 
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Incidence  of  Pulmonary   Tuberculosis  in  Cases  of 

Renal  Tuberculosis  and  of  Nontuberculous  Renal  I.ithiasis 

Patients  with  Patients   with 

Tharacit    involvement                                       n  n<il  tuberculosa  nontuoercutoiM  fcitfm  ys 

No.  "i                   Per  cent  No.  of                  Per  cent 

Cases                   distribution  Cases                   distribution 

All   types    145                         100  145                        100 

Healed  or  active  adult  type 50                           34  6                            4 

Healed  childhood  type  20                         14  20                         14 

(Ghon  complex) 

None 75                           52  119                          82 


latter  is  accompanied  more  often  than  not 
by  renal  tuberculosis.  Every  male  patient 
who  has  epididymitis  of  possible  tuberculous 
nature  should  therefore  receive  complete 
urologic  investigation,  even  in  the  absence 
of  urinary  symptoms.  Only  in  this  manner 
will  the  early  renal  lesions  of  tuberculosis 
be  detected. 

Pulmonary  Tuberculosis 

Since  it  seems  to  be  the  general  opinion 
that  renal  tuberculosis  largely,  if  not  entire- 
ly, represents  a  secondary  hematogenous 
focus  of  tuberculous  activity  resulting  from 
a  primary  pulmonary  infection,  it  was  de- 
cided to  investigate  the  incidence  of  pul- 
monary involvement  in  these  290  cases.  To 
do  this  the  pulmonary  roentgenograms  of  the 
145  proved  renal  tuberculosis  patients  and 
the  145  control  patients  suffering  from  oper- 
ative renal  lithiasis  were  reviewed.  As  shown 
in  the  table,  each  case  was  relegated  to  one 
of  three  categories :  first,  the  healed  or  active 
adult  type  of  tuberculosis;  second,  the  healed 
childhood  type  of  tuberculous  infection. 
which  often  is  referred  to  as  the  Ghon  com- 
plex; and  finally  those  not  showing  any  pul- 
monary pathologic  change  whatsoever,  which 
were  designated  as  negative. 

The  findings  clearly  indicate  the  frequency 
in  our  series  with  which  renal  tuberculosis 
is  associated  with  demonstrable  healed  or 
active  adult  type  pulmonary  tuberculosis. 
The  frequency  of  the  healed  childhood  type 
of  tuberculosis  was  the  same  in  the  two 
series. 

Summary  and  Conclusions 

The  diagnosis  of  renal  tuberculosis  can  be 
established  with  relative  ease  once  this  dis- 
ease is  suspected.  Too  frequently  this  condi- 
tion, whose  successful  treatment  depends  on 
its  early  diagnosis,  is  not  considered.  The 
incidences  of  three  easily  demonstrable  tu- 
berculous lesions  often  associated  with  renal 
tuberculosis  have  been  determined.  The  pres- 


(  nee  of  any  of  these  associated  conditions 
should  cause  one  to  suspect  renal  tubercu- 
losis. 

The  presence  of  calcified  mesenteric  lymph 
nodes  in  the  roentgenograms  of  a  patient 
suffering  from  a  urologic  disease  should 
cause  one  to  consider  the  diagnosis  of  renal 
tuberculosis  since  they  are  more  than  twice 
as  frequent  in  cases  of  renal  tuberculosis  as 
in  nontuberculous  patients. 

Since  epididymitis  occurred  in  38  per  cent 
of  81  cases  of  renal  tuberculosis  but  did  not 
occur  in  a  control  group  of  93  cases,  every 
case  of  intractable  epididymitis  should  be 
considered  tuberculous  until  proved  other- 
wise. The  condition  of  the  kidneys  of  such  a 
patient  should  be  promptly  evaluated. 

Since  roentgenographic  evidence  of  healed 
or  active  adult  type  pulmonary  tubercu- 
losis is  more  than  eight  times  as  frequent  in 
cases  of  renal  tuberculosis  as  in  a  compara- 
ble control  group,  in  every  case  of  renal  tu- 
berculosis the  patient  should  have  the  benefit 
of  a  stereoroentgenogram  of  the  thorax. 
Renal  tuberculosis  should  be  excluded  in  any 
case  of  pulmonary  tuberculosis  with  sub- 
jective or  objective  urinary  findings. 

Extrarenal  Tuberculous  Lesions  Associ- 
ated with  Renal  Tuberculosis,  David  S.  Cris- 
tol,  M.D.,  and  Laurence  F.  Greene,  M.D., 
The  New  England  Journal  of  Medicine,  Sep- 
tember 21,  19U. 


The  private  physician  determines  the  presence  or 
absence  of  tuberculosis.  He  has  the  responsibility, 
not  only  of  making  a  diagnosis  and  advising  treat- 
ment when  indicated,  but  also  of  convincing  the 
patient  to  accept  his  advice.  The  physician  should 
be  meticulously  careful  that  in  an  effort  to  spare 
the  feelings  of  the  patient  he  does  not  minimize 
the  importance  of  the  disease,  both  to  the  individual 
and  to  his  family  and  other  associates.  The  patient 
should  realize  that  he  has  tuberculosis  and  not  a 
"shadow"  or  "spot"  on  his  X-ray  film,  that  con- 
tinued observation  is  absolutely  essential,  and  that 
if  treatment  is  indicated  it  is  imperative  that  he 
accept  it.  Roberts  Davies,  M.D.,  Nopeming  San., 
Nopeming,   Minn. 
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J.  F.  Owen,  M.D.,  LL.B. 
Raleigh 

Evidence  :  A  chiropractor  shown  to 
have  experience  in  making  x-ray  pic- 
tures is  qualified  to  testify  in  mal- 
practice suits  against  physicians. 

In  this  case  a  physician  was  charged  with 
malpractice  in  the  setting  and  treatment  of 
a  broken  arm.  The  facts  brought  out  in  Su- 
perior Court  were  as  follows : 

The  plaintiff  in  the  case  suffered  a  frac- 
ture of  the  right  ulna  at  the  junction  of  the 
upper  and  middle  thirds.  The  defendant  phy- 
sician, who  was  called  in  two  days  after  the 
injury,  set  the  bone  and  gave  subsequent 
treatment.  The  plaintiff  contended  that  the 
fracture  was  improperly  reduced,  and  that 
the  proper  subsequent  treatment  was  not 
given.  To  prove  his  case,  he  relied  princi- 
pally upon  the  testimony  of  a  chiropractor, 
although  objection  was  interposed  at  the 
time.  It  was  shown  to  the  court,  however, 
that  the  chiropractor  had,  during  his  college 
course,  studied  anatomy  for  two  years,  and 
had  had  six  years'  experience  in  x-ray  work. 

After  the  court  was  satisfied  that  the 
chiropractor  was  in  possession  of  this 
amount  of  training  in  anatomy  and  x-ray 
work,  he  was  allowed  to  testify  as  to  an 
x-ray  picture  which  he  had  made,  showing 
the  break  in  the  bone,  its  location,  and  the 
nature  of  the  union.  The  verdict  was  for  the 
plaintiff,  and  the  defendant's  motion  for  a 
new  trial  was  denied.  The  defendant  there- 
upon appealed  to  the  Supreme  Court. 

There  were  numerous  objections  con- 
sidered by  the  Supreme  Court,  but  the  one 
of  most  interest  perhaps  to  the  medical  pro- 
fession was  that  concerning  the  qualifica- 
tions of  the  chiropractor  to  testify  against 
a  physician.  The  court  held  that  there  was 
no  error  in  permitting  the  chiropractor  to 
testify.  The  fact  of  his  being  a  chiroprac- 
tor, stated  the  court,  was  a  mere  incident, 
except  so  far  as  it  showed  his  knowledge  of, 
and  study  of,  human  anatomy.  The  names, 
number,  and  position  of  bones  are  the  same, 
stated  the  court,  whether  one  is  a  chiroprac- 
tor or  a  regular  physician.  The  justice  was 
of  the  opinion  that  it  is  not  the  school  which 
one  follows,  but  the  knowledge,  experience, 
and  special  training  which  qualify  the  wit- 
ness  to   testify   in   cases   of   this   kind.     A 


chiropractor,  it  was  held,  may  testify  as  to 
matters  in  which  he  is  qualified  to  speak, 
although  he  may  not  testify  in  regard  to  a 
school  of  treatment  separate  and  distinct 
from  his  own  without  showing  his  qualifi- 
cations therefor.  Although  there  may  have 
been  some  doubt  as  to  just  how  much  study 
and  experience  the  chiropractor  had,  the 
court  below  had  full  authority  to  determine 
what  testimony  should  be  accepted  and  what 
should  be  rejected.  No  witness,  of  course, 
has  to  be  a  physician  to  testify  concerning 
medical  matters,  if  it  is  shown  that  he  has 
had  certain  training  sufficient  to  qualify  him. 
This  is  demonstrated  quite  conclusively  in 
the  case  of  State  versus  Smoak  (Vol.  213. 
N.  C),  in  which  it  was  held  that  a  toxicolo- 
gist,  although  he  did  not  have  a  medical  de- 
gree, was  qualified  to  testify  in  a  case  in- 
volving the  poisoning  of  an  individual. 

In  this  case  the  action  was  not  dismissed, 
but  was  remanded  for  new  trial.  (Jan.  2, 
1931—234  N.  W.  75.) 


April   7,   1945 
To  the  Editor: 

I  am  wondering  why  all  of  the  reports  from  Duke 
Hospital  and  practically  all  from  the  Bowman  Gray 
School  of  Medicine  register  temperatures  with 
centigrade  thermometers.  I  doubt  that  there  are 
one  hundred  centigrade  thermometers  in  North  Car- 
olina outside  of  these  two  institutions. 

In  reading  these  articles  it  is  too  much  trouble 
to  stop  and  translate  centigrade  to  Fahrenheit,  and 
this  detracts  from  the  value  of  the  article. 
Yours  truly, 

E.  B.  Miller,  M.D. 

Editor's  Note:  Doubtless  the  overwhelming  ma- 
jority of  doctors,  not  only  in  North  Carolina  but  also 
in  the  nation,  will  agree  with  Dr.  Miller's  view. 
Although  the  metric  system  is  gaining  in  popularity 
so  far  as  weights  and  measures  are  concerned,  the 
Fahrenheit  system  of  recording  temperature  is  still 
used  by  most  doctors  and  hospitals  in  this  country. 
Hereafter,  in  any  article  or  case  report  published 
in  this  journal  in  which  the  centigrade  system  is 
used,  the  corresponding  Fahrenheit  reading  will  be 
given  in  parentheses. 


A  new  compound  analogous  to  Synephrine  under 
investigation  in  the  laboratories  of  the  Frederick 
Stearns  &  Co.  Division  of  Sterling  Drug  Inc.,  De- 
troit, Michigan,  gives  promise  of  providing  relief 
to  sufferers  from  hay  fever  and  asthma,  Dr.  M. 
L.  Moore,  director  of  organic  research,  revealed  in 
a  recent  address  (April  25)  at  the  Detroit  Institute 
of  Technology. 

Dr.  Moore  declared  that  in  laboratory  experiments 
the  new  compound  proved  more  stable,  more  active 
than  "Synephrine,  and  with  action  that  was  not  as 
transient."  It  is  known  technically  as  one  of  the 
sympathomimetics  of  the  isopropyl  group.  For  the 
past  several  years  Dr.  Moore  has  been  engaged  in 
research  in  the  sympathomimetics. 
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SECRETARY'S  MESSAGE 

The  following  letter  has  been  sent  to  the  sec- 
retaries of  all  county  and  district  medical 
societies. 

Dear  Doctor: 

The  purpose  of  this  letter  is  four-fold : 

I.  It  is  a  bitter  disappointment  that  we 
have  postponed,  possibly  will  cancel,  our  an- 
nual meeting  at  Pinehurst  for  this  year. 
However,  we  urge  that  all  county  and  dis- 
trict medical  societies  "step  on  the  gas"  with 
more  emphasis  than  usual.  This  will  keep  us 
all  in  touch  with  what  is  transpiring  and 
keep  us  united  against  any  harmful  invaders 
to  our  profession.  We  must  maintain  our 
high  ethical  standards.  Some  district  and 
some  county  societies  have  been  rather  in- 
different about  meeting  since  the  war.  You 
must  realize  that  this  attitude  makes  a  weak 
link  in  the  State  Society. 

I  was  impressed  by  an  editorial  in  the 
Journal  of  the  South  Carolina  Medical  Asso- 
ciation, from  which  the  following  quotation 
is  taken :  "No  matter  how  many  patients  a 
physician  may  have  to  see  in  his  office,  no 
matter  how  many  calls  he  may  have  to  pay, 
no  matter  how  tired  he  may  feel,  he  owes  it 
to  himself  and  to  his  patients  to  slip  away  on 
occasion  and  to  join  his  colleagues  in  an 
evening  of  social  intercourse  and  exchange 
of  ideas.  He  will  come  from  such  a  gather- 
ing not  only  refreshed  but  intellectually 
stimulated,  if  those  in  charge  of  such  a  get- 
together  make  the  necessary  arrangements. 
Physicians  need  to  attend  medical  meetings, 
and  it  is  the  duty  of  the  county  and  district 
society  officers  to  see  that  the  opportunity 
is  afforded  for  them  to  do  so." 

II.  The  Bureau  of  Information  of  the 
American  Medical  Association  is  collecting 
and  tabulating  information  on  local  medical 
facilities  and  openings,  so  that  these  data 
may  be  available  to  the  doctor  who  is  return- 
ing from  military  service,  to  aid  him  in  mak- 
ing his  decision  as  to  where  to  locate.  To 
obtain  the  latest  information  the  Bureau  has 
sent  to  the  secretary  of  each  state  society 
summary  sheets  (one  of  which  is  enclosed) 
covering  all  states  by  counties.  The  need  for 
this  information  is  urgent  to  keep  the  Bureau 
functioning  properly.  This  Bureau  is  in 
charge  of  Lt.  Col.  Robert  D.  Bickel,  who 
served  for  twenty-nine  months  in  the  China- 


Burma-India  theater  before  his  assignment 
to  the  American  Medical  Association  head- 
quarters by  the  Office  of  the  Surgeon  Gen- 
eral. He  is  doing  his  utmost  to  prepare  for 
the  future  reception  of  the  medical  officers 
returning  into  civilian  practice.  Plans  are 
already  under  way  in  many  states,  including 
North  Carolina,  for  programs  which  will 
make  it  possible  for  the  discharged  medical 
officers  to  take  up  their  work  after  the  war 
under  the  best  conditions  possible.  There- 
fore, I  ask  you  to  complete  this  information 
and  return  to  my  office  at  the  earliest  pos- 
sible moment. 

III.  Those  of  you  who  have  read  the  April 
issue  of  the  North  Carolina  Medical  Jour- 
nal will,  I  am  sure,  agree  that  the  editorial, 
"Politics  and  Mental  Hygiene  in  North  Caro- 
lina," should  not  only  be  read  by  every  phy- 
sician in  North  Carolina  but  should  be  called 
to  the  attention  of  the  lay  press  so  that  this 
information  can  be  distributed  widely  among 
the  laity.  I  am,  therefore,  enclosing  several 
copies  of  this  editorial  in  the  hope  that  you 
will  use  it  accordingly. 

IV.  While  I  have  received  probably  50  per 
cent  or  more  of  the  annual  reports  of  the 
county  societies,  I  am  insisting  that  each 
secretary  redouble  his  efforts  to  collect  the 
dues  for  1945.  Last  year  was  a  banner  year. 
We  passed  the  2,000  mark  in  membership. 
This  year  we  must  exceed  this.  Before  I 
have  to  write  that  "killin'  "  letter  to  each 
member  of  the  Medical  Society  who  has  not 
paid  his  dues,  I  hope  he  will  be  given  another 
opportunity  to  pay  his  membership  dues  for 
1945.  No  physician  in  North  Carolina  can 
afford  not  to  be  affiliated  with  organized 
medicine,  and  certainly  can  not  afford  to  be 
deprived  of  the  privilege  of  reading  the 
North  Carolina  Medical  Journal  each 
month.  To  the  secretaries  from  whom  I  have 
heard  nothing  I  am  afraid  I  will  have  to 
write  that  "hangin'  "  letter.  Please  notify 
me  if  you  are  the  1944  or  1945  secretary,  for 
I  have  no  other  means  of  knowing. 

Again  I  remind  you  to  send  in  any  news 
of  interest  to  the  medical  profession  through- 
out the  state.  If  I  can  help  you  in  any  way, 
please  do  not  hesitate  to  call  upon  me.  It  is 
my  desire  to  help  each  county  and  district 
secretary  as  much  as  possible  throughout  the 
year. 

With  my  best  wishes, 

Sincerely  yours, 

Roscoe  D.  McMillan.  M.  D. 


May,  1945 


BULLETIN  BOARD 


259 


Minutes  of  Executive  Committee 

The  Executive  Committee  of  the  Medical  Society 
of  the  State  of  North  Carolina  held  a  meeting  on 
Thursday,  March  29,  1945,  in  the  Sir  Walter  Hotel, 
Raleigh.  Dr.  Paul  F.  Whitaker,  President  of  the 
Society,  called  the  meeting  to  order  at  4:10  p.m. 
The  following  were   present: 

Dr.  Paul  F.  Whitaker,  President 
Dr.  Roscoe  D.   McMillan,  Secretary-Treasurer 
Dr.  M.  D.  Hill,  Councilor  Sixth  District 
The  following  were  represented  by  proxy: 
Dr.  Oren  Moore,  President-Elect 
Dr.  Wm.  H.  Smith,  First  Vice  President 
Dr.  John  Cotten  Tayloe,  Councilor  Second  Dis- 
trict 
Dr.  Newsom  P.  Battle,  Councilor  Fourth  District 
Dr.  F.  L.  Knight,  Councilor  Fifth  District 
Dr.  Joseph  A.  Elliott,  Councilor  Seventh  District 
Dr.   Fred   M.   Patterson,   Councilor  Eighth  Dis- 
trict 
Dr.  I.  E.  Shafer,  Councilor  Ninth  District 
Dr.  C.  C.  Orr,  Councilor  Tenth  District 
Dr.   Roma   S.   Cheek,   Executive   Secretary  of  the 
North    Carolina    State    Commission    for    the    Blind; 
Dr.   Frank   S.   Smith   of   Charlotte,   Dr.   Vonnie   M. 
Hicks  of  Raleigh,  and  Dr.   W.   Banks  Anderson  of 
Durham,  medical  advisors  to  the  State  Commission 
for  the  Blind;  and  Dr.  M.  Edward  Bizzell,  President 
of  the  North  Carolina  Eye,   Ear,   Nose  and   Throat 
Society   and  chairman   of   the   Section   on   Ophthal- 
mology and  Otolaryngology  of  the  Medical  Society 
of  the   State   of   North    Carolina,   came   before  the 
Executive   Committee  with  a   statement  concerning 
an  article  by  one  Dr.  James  0.  Baxter,  optometrist, 
associate  editor  of  the  American  Journal  of  Opto- 
metry,  which  was   printed   in   the   Beaufort,   N.   C. 
(Carteret   County)    News   under   date   of   March   1, 
1945,  entitled  "Dr.   Baxter  Scores   Eye  Clinic's  Al- 
leged Use  of  Belladonna."  Dr.  Baxter  charged  that 
belladonna  in  one  form  or  another  was  used  in  the 
treatment   of   49    Carteret    County    school   children 
examined  for  defective  vision  at  a  recent  Eye  Clinic 
held   at   the   Morehead   City   High   School.   He   said 
that  such   treatment  was  tantamount  to  placing  a 
man  under  a  general  anesthesia  to  fit  him  for  a  suit 
of  clothes,   and   stated   that   in   susceptible   persons 
atropine    may  cause   general   toxic   symptoms    and 
that  in  susceptible  adults  glaucoma  may  result  from 
the  use  of  atropine  or  its  derivatives.  In  the  main 
the  article  was  a  condemnation   of  the  Eye  Clinic 
conducted  in  Carteret  County  under  the  supervision 
of  the  North  Carolina  Commission  for  the  Blind. 

After  much  discussion  of  the  article  a  motion 
was  made,  seconded,  and  unanimously  carried  that 
some  reply  be  made  to  the  accusations  of  Dr.  Bax- 
ter. A  reply  fully  answering  all  of  Dr.  Baxter's 
misrepresentations  and  comparing  the  training  of 
optometrists  and  ophthalmologists  was  prepared 
and,  after  being  signed  by  the  president  and  secre- 
tary of  the  State  Society,  the  executive  secretary 
of  the  North  Carolina  State  Blind  Commission,  the 
president  of  the  North  Carolina  Eye,  Ear,  Nose  and 
Throat  Society,  and  as  many  physicians  of  Carteret 
County  as  were  willing  to  sign,  was  forwarded  to 
the  editor  of  the  Beaufort  News.  The  article  reply- 
ing to  Dr.  Baxter  was  concluded  as  follows: 

"For  a  number  of  years  the  optometrists  in  North 
Carolina  have  insisted  on  being  allowed  to  fit  glasses 
at  the  Commission  eye  clinics.  The  Commission  has 
of  necessity  consistently  refused  to  use  them  be- 
cause they  are  not  physicians;  they  cannot  use 
'drops,'  recognize  eye  diseases,  treat  the  eyes,  oper- 
ate, or  prescribe.  If  optometrists  would  study  medi- 
cine and  become  competently  equipped  to  recognize, 
diagnose   and   treat   all   diseases   and   complications 


of  the  eye  they  could  then  be  used  to  hold  Commis- 
sion eye  clinics.  The  Commission  uses  first-quality 
lenses  and  frames,  and  glasses  are  not  fitted  unless 
they  are  absolutely  necessary.  The  price  of  the 
glasses  is  low  because  it  represents  a  special  whole- 
sale charity  rate  given  to  the  Commission  for  first- 
quality  lenses  and  frames.  The  Commission  is  try- 
ing to  help  those  who  may  need  glasses  to  secure 
them  and  is  not  trying  to  make  profits  at  the  ex- 
pense of  such  persons. 

"The  North  Carolina  Commission  for  the  Blind, 
through  the  work  of  eye  physicians,  has  removed 
more  than  3,000  people  from  the  classification  of 
blindness  and  has  prevented  and  corrected  eye  diffi- 
culties for  more  than  40,000  children  and  adults. 
Belladonna  was,  is,  and  will  continue  to  be  used  by 
the   physicians." 

After  very  careful  consideration,  Dr.  Paul  F. 
Whitaker,  Dr.  Wm.  M.  Coppridge,  and  Dr.  Fred  C. 
Hubbard  were  chosen  for  recommendation  to  Gov- 
ernor Cherry  for  appointment  on  the  North  Caro- 
lina Hospital  and  Medical  Care  Commission  to  rep- 
resent the  State  Medical  Society. 

There  being  no  further  business,  the  Executive 
Committee  adjourned  at  6  p.m. 


News  Notes  from  the  University  of 
North  Carolina  School  of  Medicine 

Miss  Dorothy  M.  Strickland,  of  Roanoke,  Virginia, 
and  Daytona  Beach,  Florida,  has  established  a  loan 
fund  for  worthy  Southern  medical  students  as  a 
memorial  to  her  father,  Dr.  James  Thomas  Strick- 
land, of  the  Class  of  1880.  For  many  years  Dr. 
Strickland   practiced   medicine   in   Roanoke. 


News  Notes  from  the  State  Board 
of  Health 

As  a  cause  of  death,  accidents  rank  fifth  in  the 
United  States,  being  exceeded  only  by  heart  disease, 
cancer,  cerebral  hemorrhage,  and  nephritis.  In  age 
groups  2  to  28,  accidents  rank  first.  In  1944,  accord- 
ing to  the  National  Safety  Council,  accidents  were 
responsible  for  94,000  deaths,  and  an  estimated  10,- 
000,000  disabling  injuries. 

Accidental  injuries  in  1943,  causing  disability  be- 
yond the  day  of  the  accident,  numbered  approxi- 
mately 10,100,000.  About  350,000  of  these  accidents 
resulted  in  some  permanent  injury,  ranging  from  a 
finger  amputation  to  a  permanent,  complete  crip- 
pling. 

Accident  costs  totaled  approximately  four  billion, 
nine  hundred  million  dollar's,  including  wage  loss, 
medical  expense,  overhead  costs  of  insurance,  prop- 
erty damage  in  motor  vehicle  accidents  and  fires, 
and  the  so-called  "indirect"  costs  of  occupational 
accidents. 


News  Notes  from  the  North  Carolina 
Tuberculosis  Association 

The  1944  State  Christmas  Seal  Sale  exceeded  that 
of  1943  by  $74,351.62,  or  37  per  cent.  The  total  sale 
was  $272,461.75  for  1944  as  compared  to  $198,110.13 
for  the  preceding  year. 


The  newest  tuberculosis  association  in  North  Car- 
olina is  the  Robeson  County  Tuberculosis  Associa- 
tion. This  brings  the  total  number  of  organizations 
in  the  state  to  thirty-one. 
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At  the  last  meeting  of  the  Executive  Committee 
of  the  National  Conference  of  Tuberculosis  Secre- 
taries, Mr.  \V.  P.  Shahan,  President,  appointed  Mr. 
Frank  W.  Webster,  Executive  Secretary  of  the 
North  Carolina  Tuberculosis  Association,  to  serve 
on  the  committee  to  work  with  Miss  Ellen  Lovell, 
Director  of  Public  Relations  of  National  Tubercu- 
losis Association,  on  the  National  Bulletin. 
*     *     *     * 

The  American  Legion  has  announced  the  appoint- 
ment of  nine  eminent  physicians  and  surgeons  to 
a  newly  created  medical  advisory  board.  The  board 
is  headed  by  Colonel  Leonard  G.  Rowntree,  Chief 
of  the  Selective  Service  Medical  Division,  and  for 
many  years  Chief  of  the  Medical  Service  at  the 
Mayo   Clinic. 

The  board  will  work  with  the  national  rehabili- 
tation committee  in  planning  and  carrying  out  a 
nation-wide  medical  advisory  service  to  aid  dis- 
charged men.  The  program  calls  for  the  appoint- 
ment of  state  medical  advisers  as  well,  with  the 
entire  plan  ultimately  reaching  post  surgeons  to 
serve  as  medical  advisers  in  the  veteran's  home 
community. 

Emphasis  is  to  be  placed  on  the  Legion's  tuber- 
culosis program,  particularly  in  an  endeavor  to 
have  men  remain  in  hospitals  until  they  are  no 
longer  a  danger  to  their  friends  and  families. 


Edgecombe-Nash  Counties  Medical 
Society 

The  April  meeting  of  the  Edgecombe-Nash  Coun- 
ties Society  was  held  in  Rocky  Mount  on  April  11. 
Dr.  D.  G.  Monroe  from  the  Eastern  North  Carolina 
Tuberculosis  Sanatorium  spoke  on  "The  Treatment 
of  Diabetes." 


Forsyth  County  Medical  Society 

Dr.  Eugene  A.  Stead,  Jr.,  of  Emory  University, 
was  guest  speaker  at  a  meeting  of  the  Forsyth 
County  Medical  Society  held  on  April  10.  His  sub- 
ject was  "Studies  on  the  Circulation  Utilizing  the 
Technique  of  Right  Heart  Catheterization." 


News  Notes 

Dr.  Robert  L.  Garrard  of  Greensboro  has  recently 
been  promoted  from  the  rank  of  major  to  that  of 
lieutenant  colonel. 

*  *     *     * 

Lt.  Col.  William  S.  Sloan  of  Wilson  is  command- 
ing officer  of  the  174th  General  Hospital  in  France. 

*  *     *     * 

Dr.  J.  V.  Sykes,  who  recently  received  an  honor- 
able discharge  from  the  army,  has  re-opened  of- 
fices in  Rocky  Mount  for  the  general  practice  of 
medicine  and  surgery. 


Regional  Medical  Officer  Wanted  for 

Fourth  United  States  Civil 

Service  Region 

The  position  of  Regional  Medical  Officer  in  the 
Fourth  United  States  Civil  Service  Command,  grade 
P-5,  with  basic  annual  salary  of  S4600  plus  $628 
per  year  overtime  pay,  will  soon  be  vacant.  Quali- 
fied physicians  who  are  interested  in  this  position 
should  communicate  with  Mr.  E.  S.  Burrows,  As- 
sistant Regional  Director,  Fourth  U.  S.  Civil  Ser- 
vice Region,  Nissen  Building,  Winston-Salem  3,  N. 
C.  The  minimum  qualifications  include  at  least  seven 
years'  professional  experience  in  the  field  of  medi- 
cine with  at  least  two  years'  experience  in  admini- 
strative, industrial,  or  psychiatric  medicine. 


American  College  of  Chest  Physicians 

The  Board  of  Examiners  of  the  American  Col- 
lege of  Chest  Physicians  announce  that  the  next 
written  examination  for  Fellowship  will  be  held  at 
Chicago,  June  16.  Candidates  for  Fellowship  in  the 
College  who  plan  on  taking  the  examination  should 
write  the  Executive  Secretary  of  the  American  Col- 
lege of  Chest  Physicians,  500  North  Dearborn  Street, 
Chicago  10,  Illinois. 

Educational  Opportunities  for  Army 
Doctors 

Since  the  start  of  World  War  II,  over  6,000 
selected  medical  officers  have  been  graduated  from 
short  but  intensive  courses  given  by  the  Medical 
Department  in  some  thirty  critical  medical  and 
surgical  specialties,  according  to  Major  General 
George  F.  Lull,  Deputy  Surgeon  General.  In  addi- 
tion, refresher  courses  in  general  medicine  and 
surgery  provide  medical  officers  with  a  chance  to 
"brush  up"  before  returning  to  professional  assign- 
ments after  other  duty. 


Hospital  Surveys 

The  need  for  comprehensive  studies  of  hospital 
facilities  has  become  widely  recognized  among  the 
states.  Hospital  survey  committees  are  in  one  stage 
of  organization  or  another  in  32  states  according  to 
Dr.  A.  C.  Bachmeyer,  director  of  study  of  the  Com- 
mission on  Hospital  Care,  which  is  advising  with 
the  state  groups. 

A  survey  of  health  service  (exclusive  of  the  City 
of  Baltimore)  has  been  published  in  Maryland.  Hos- 
pital survey  committees  working  under  official  state 
planning  commissions  have  been  established  in  Ala- 
bama, Nebraska,  New  Jersey  and  Oklahoma.  Special 
governors'  commissions  to  study  hospital  or  health 
service  have  been  appointed  in  Iowa,  Massachusetts, 
Michigan,  Missouri,  New  York,  North  Carolina, 
North  Dakota,  Utah  and  Virginia.  The  state  health 
departments  are  making  hospital  studies  in  Georgia 
and  Wisconsin.  Indiana  has  passed  legislation  pro- 
viding for  the  state  board  of  health  to  make  a  sur- 
vey of  all  hospital  and  health  center  facilities  in 
the  state.  Legislation  designed  to  establish  study 
groups  is  pending  in  California,  Connecticut,  Maine, 
Oregon,  Rhode  Island  and  Washington.  State  hos- 
pital associations  have  appointed  special  committees 
to  work  toward  the  establishment  of  official  study 
groups  in  Florida,  Illinois,  Kansas,  Minnesota,  Mon- 
tana, Ohio,  Texas  and  West  Virginia.  The  state 
medical  association  is  undertaking  a  study  in  South 
Carolina. 

The  results  of  the  state  studies  will  be  assembled 
and  correlated  by  the  Commission  on  Hospital  Care, 
which  was  organized  at  the  suggestion  of  the 
American  Hospital  Association  to  make  a  national 
survey  of  hospital  facilities  and  needs  to  serve  as 
the  basis  for  a  unified  postwar  hospital  plan. 


The  Blakiston  Company  announces  the  appoint- 
ment of  William  Brown  McNett  as  art  director  of 
the  Medical  and  Scientific  Division. 


English  Comes  First  in  New  U.  S.  Pharmacopoeia 
For  the  first  time,  the  English  language  will  take 
precedence  over  Latin  in  the  U.  S.  Pharmacopoeia, 
the  official  compendium  of  drugs.  After  six  years 
of  discussion  in  the  U.  S.  P.  Committee  of  Revision, 
of  which  Dr.  E.  Fullerton  Cook  is  chairman,  it  was 
decided  that  the  new  Pharmacopoeia,  scheduled 
for  publication  in  December,  would  carry  the  Eng- 
lish names  of  drugs  first,  followed  by  the  Latin. 
Medical  members  of  the  Committee  were  chief  ad- 
vocates of  the  change. 
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THE  PUBLIC  RELATIONS  COMMITTEE 

Each  of  us  is  well  aware  of  the  tremen- 
dous burden  being  carried  by  the  compara- 
tively few  doctors  available  to  civilians  dur- 
ing these  trying  years  of  the  war.  The  lessen- 
ing of  this  burden  in  any  way  possible  would 
be  of  great  benefit  to  everyone  who  may 
need  medical  care  while  the  doctor  shortage 
exists.  How  this  can  best  be  done  is  a  prob- 
lem which  warrants  our  utmost  concentra- 
tion. Perhaps  one  of  the  best  approaches  to 
the  problem  is  that  of  health  instruction, 
promotion  of  child  health,  and  nutrition  pro- 
grams. Some  suggestions  which  haye  been 
made  by  Mrs.  Frank  P.  Dwyer,  National 
Chairman  of  Public  Relations,  for  the  dis- 
semination of  such  information  are  as  fol- 
lows: 

1.  Provide  a  speakers'  bureau  for  medi- 
cal speakers  for  health  programs. 

2.  Open  health  meetings  with  speakers 
provided  by  state  departments  of 
health  or  state  medical  societies. 

3.  Plan  for  forums  or  discussion  groups 
on  health  topics  in  lay  clubs.  Provide 
authentic  material  for  preparation  of 
these  topics. 

4.  Assist  in  all  plans  for  health  meetings 
properly  set  up. 

5.  Provide  material  for  health  articles  in 
lay  club  journals. 

6.  Sponsor  clinics  for  child  care. 

7.  Sponsor  child  care  centers  for  work- 
ing mothers,  or  if  these  are  already 
set  up,  contribute  time  for  personal 
services  at  child  centers. 

8.  Buy  books  for  library  shelves  offering 
authentic  health  books. 

9.  Provide  a  health  film  service  to  schools. 
10.  Sponsor  classes  in  nutrition. 

Much  valuable  health  information  may 
also  be  dispersed  by  means  of  the  radio.  Each 
auxiliary  is  urged  to  publicize  and  sponsor, 
or  to  interest  some  other  group  in  sponsor- 
ing one  or  more  of  the  excellent  series  of 
transcriptions  which  have  been  made  by  the 
Bureau  of  Health  Education  of  the  Ameri- 
can Medical  Association.  The  two  sets  which 
are  now  available  for  local  use  are:  (1)  "Be- 
fore the  Doctor  Comes,"  a  series  of  sixteen 
radio  broadcasts  in  which  Drs.  Austin  E. 
Smith,  Edwin  P.  Jordan  and  W.  W.  Bauer 
are  interviewed  by  Harriet  Hester  or  June 


Merrill.  This  series  covers  such  everyday 
problems  as  sniffles,  cough,  rash,  use  and  mis- 
use of  prescriptions,  dangerous  drugs,  head- 
ache, tummy-ache,  and  ear-ache.  (2)  "Dodg- 
ing Contagious  Diseases."  This  is  a  series 
of  twelve  broadcasts  covering  such  topics  as 
quarantine,  home  care  of  patients,  and  some 
of  the  diseases  themselves,  such  as  scarlet 
fever,  whooping  cough,  and  chicken  pox. 

Another  problem  which  has  been  on  the 
increase  during  the  war  period  and  which 
merits  our  attention  is  juvenile  delinquency. 
Here  again  we  are  confronted  by  a  tremen- 
dous problem  which  may  affect  either  di- 
rectly or  indirectly  every  member  of  the 
community,  and  the  eradication  of  which  is 
everyone's  responsibility.  It  has  been  sug- 
gested that  each  auxiliary  arrange  to  hold  a 
series  of  meetings  in  its  community  for  dis- 
cussions of  the  causes  of  delinquency  in  the 
community  and  the  best  means  of  eliminat- 
ing these  causes. 

Let  each  of  us  as  doctors'  wives  make 
every  possible  effort  to  promote  and  partici- 
pate in  worthwhile  programs  which  may 
further  health  education  and  eradicate  juve- 
nile delinquency  in  our  individual  communi- 
ties. 

Mrs.  George  T.  Harrell,  Jr. 
Chairman  of  Public  Relations. 
*     *     *     * 

BOARD  MEETING 

A  meeting  of  the  Executive  Board  of  the 
Auxiliary  was  held  at  the  home  of  Mrs.  M. 
D.  Hill  in  Raleigh  on  April  25,  Mrs.  J.  T. 
Saunders,  president,  presiding. 


To  the  end  of  1944,  the  present  war  has  cost  the 
lives  of  8,000,000  men  killed  in  action  or  dead  of 
wounds.  This  is  roughly  the  same  figure  as  the  total 
of  World  War  I. 

U.  S.  losses:  200,000— between  3  and  4  times  the 
total  for  World  War  I. 

German:    Over  2%  million.  800,000  in  1944  alone. 

Japanese:  More  than  600,000 — far  exceeding  ag- 
gregate for  all  preceding  wars  in  which  she  had 
engaged  since  she  first  began  to  emerge  as  a  world 
power  50  years  ago.  Admits  168,999  killed  and 
wounded  in  1944,  but  death  losses  alone  are  esti- 
mated at  between  350,000  and  400,000. 

Russian:    Over  2%  million.  550,000  in  1944  alone. 

British:    125,000  dead;  2/3  from  British  Isles. 

French:  10,000  to  15,000.  British  and  French 
losses  are  still  well  below  those  of  1914-1918,  large- 
ly because  of  the  differences  in  the  character  of 
military  operations  in  Western  Europe  in  the  two 
wars. 

Chinese:    50,000. 

Former  Axis  Satellites:  100,000,  mostly  Rumani- 
ans in  Southern  Russia  and  the  Crimea.  Hungary 
lost  V2  as  many  as  Rumania. 

American  Hospital  Association. 
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Trauma  in  Internal  Diseases.  By  Rudolph 
Stern,  M.D.,  Assistant  Attending  Physician, 
City  Hospital,  New  York,  N.  Y.  575  pages. 
Price,  $6.75.  New  York:  Grune  and  Strat- 
ton,  1945. 

The  author  presents  this  book  as  a  collection  of 
material  dealing  with  the  effects  of  trauma  in  the 
production  of  diseases  of  the  internal  viscera.  He 
points  out  that  most  of  the  information  on  the  sub- 
ject is  scattered  about  in  the  medical  literature  of 
the  world  and  so  is  not  readily  available  to  most 
physicians.  This  circumstance  gives  rise  to  great 
difficulty  in  assembling  data  when  a  physician  is 
called  upon  to  testify  in  court  regarding  the  rela, 
tionship  of  trauma  and  disease  in  a  given  case. 

The  presentation  is  along  anatomical  lines  for 
the  most  part.  Diseases  of  the  nervous  and  osseous 
systems  and  the  effects  of  electricity  and  chronic 
poisoning  on  the  body  are  not  discussed  in  this 
volume,  since  excellent  monographs  are  already 
available  on  these  subjects.  The  effects  of  trauma  on 
diseases  of  the  heart,  arteries,  veins,  lungs,  gastro- 
intestinal organs,  kidneys,  endocrine  glands,  and 
hematopoietic  structures  are  discussed  according  to 
the  author's  highly  commendable  plan  of  attack. 
He  avoids  dogmatism  in  such  a  controversial  field. 
Clinical  case  reports  from  the  literature  are  pared 
down  to  bare  essentials.  Those  with  autopsy  proof 
are  separated  from  unproven  cases.  A  critical  an- 
alysis of  the  case  is  given.  The  opinion  of  the  court 
is  discussed.  Experimental  work  directly  bearing 
on  the  problem  is  presented.  Frequently  inconclu- 
sive cases  are  used  to  illustrate  their  inadequacy. 
The  fallacy  of  the  conclusions  reached  is  pointed 
out.  An  excellent  bibliography  is  appended. 

Trauma  in  Internal  Diseases  is  recommended  as 
an  interesting  and  highly  informative  book  on  the 
subject.  All  medical  men  will  find  the  book  enlight- 
ening, particularly  in  view  of  the  tendency  of  most 
medical  curricula  to  neglect  this  phase  of  the  study 
of  disease. 


Alcoholics  Are  Sick  People.  By  Robert  V. 
Seliger,  M.D.,  Assistant  Visiting  Psychiat- 
rist, Johns  Hopkins  Hospital.  80  pages. 
Price,  $2.00.  Baltimore:  Alcoholism  Publi- 
cations, 1945. 

This  pocket-size  volume  is  written  primarily  for 
the  laity.  The  author  discusses  the  difference  be- 
tween the  social  drinker  and  the  pathologic  drinker. 
There  is  a  questionnaire  to  enable  the  reader  to 
determine  which  type  of  drinker  he  is.  The  fact  is 
clearly  brought  out  that  alcoholism  is  merely  a 
symptom  of  some  underlying  disorder,  and  the  alco- 
holic is  compared  with  a  person  who  is  sick  from 
a  physical  illness  such  as  fever.  The  author  is  very 
clear  on  one  point:  pathologic  drinkers  must  never 
drink  again.  This  means  alcohol  in  any  form,  in- 
cluding beer  and  wine.  The  fallacy  that  alcoholism 
is  inherited  is  exploded.  The  book  should  be  useful 
to  alcoholic  patients,  their  families,  nurses,  and 
psychologists,  as  well  as  physicians. 


Cataract   and   Anomalies  of  the   Lens.     By 

John  G.  Bellows,  M.D.,  Ph.D.,  Assistant 
Professor  of  Ophthalmology,  Northwestern 
University  Medical  School,  Chicago.  624 
pages.  Price,  $12.00.  St.  Louis:  The  C.  V. 
Mosby  Company,  1944. 

This  volume  is  a  well  planned,  well  illustrated 
discourse  on  "the  growth,  structure,  metabolism,  dis- 
orders and  treatment  of  the  crystalline  lens."  There 
are  208  text  illustrations  and  4  color  plates.  The 
bibliography  is  very  extensive,  and  the  index  is 
good. 

The  scientific  evidence  for  each  chapter  is  well 
presented,  and  the  book  should  be  of  great  value 
to  the  clinical  ophthalmologist  as  well  as  to  anato- 
mists, chemists,  and  biologists.  This  work  is  one 
which  will  be  regarded  as  an  authoritative  treatise 
on  the  crystalline  lens. 


The  Art  of  Resuscitation.  By  Paluel  J. 
Flagg,  M.  D.,  Chairman,  Committee  on 
Asphyxia,  American  Medical  Association; 
President  and  Founder  of  the  Society  for 
the  Prevention  of  Asphyxial  Death,  Inc.; 
Visiting  Anesthetist,  Manhattan  Eye  and 
Ear  Hospital;  Consulting  Anesthetist  to 
St.  Vincent's  Hospital,  The  Woman's  Hos- 
pital, Sea  View  Hospital,  Jamaica  Hospital, 
Mount  Vernon  Hospital,  Flushing  Hospital, 
Mary  Immaculate  Hospital,  St.  Mary's  Hos- 
pital, and  Nassau  Hospital.  453  pages,  with 
176  illustrations.  Price,  $5.00.  New  York: 
Reinhold  Publishing  Corporation,  1944. 

This  book  is  the  most  complete  and  lucid  work 
on  this  subject  which  has  ever  appeared.  Its  full 
consideration  of  each  phase  of  asphyxia  fulfills  the 
"intensely  practical"  purpose  of  the  book  as  stated 
in  the  preface:  "It  is  an  attempt,  based  upon  more 
than  twenty-five  years  of  intimate  experience  with 
the  unconscious  patient,  to  tell  the  reader  what  to 
do  when  faced  by  an  acutely  asphyxiated  patient 
about  to  die.  Nothing  in  the  entire  field  of  medicine 
calls  for  more  understanding  and  intelligence,  for 
greater  calmness  and  speed  combined  with  a  re- 
strained, precise,  but  strong  technique.  The  instant 
reward  is  a  life  saved  at  a  cost  which  will  vary 
from  a  ruptured  spleen,  fractured  ribs,  broncho- 
pneumonia, lung  abscess,  or  late  cerebral  effects  of 
prolonged  anoxia,  on  the  one  hand,  to  a  total  ab- 
sence -f  morbidity  on  the  other." 

The  excellent  presentation  of  the  material  makes 
this  one  of  the  most  interesting  books  which  the 
reviewer  has  had  the  privilege  of  reading.  Part  I 
gives  the  definition  and  background  of  resuscitation. 
Part  II  presents  the  experimental  physiology  and 
the  problems  in  clinical  medicine  which  make  as- 
phyxia in  its  broad  interpretation  a  major  medical 
problem.  The  third  section  of  the  book  deals  with 
the  principles  of  resuscitation,  and  includes  many 
practical  points.  In  Part  IV,  Dr.  Flagg  discusses 
asphyxia  as  a  specific  problem  in  relation  to  as- 
phyxia neonatorum,  asphyxia  from  high  altitudes, 
asphyxia  from  carbon  monoxide  poisoning,  asphyxia 
from  submersion,  asphyxia  in  anesthesia,  asphyxia 
in  poliomyelitis,  asphyxia  in  electrocution,  asphyxia 
from  gases  encountered  in  fire-fighting,  asphyxia 
from  mechanical  obstruction  of  the  respiration,  as- 
phyxia from  pathological  obstruction  of  the  respira- 
tion, and  asphyxia  from  clinical  disease. 

Every  physician  will  have  a  broader  conception 
of  asphyxia  and  be  better  prepared  for  intelligent 
management  of  this  problem  if  he  is  acquainted 
with  the  content  of  this  book.  It  should  be  required 
reading  for  all  doctors. 
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Medical  Gynecology.  By  James  C.  Janney, 
M.D.,  F.A.C.S.,  Assistant  Professor  of  Gyn- 
ecology, Boston  University  School  of  Medi- 
cine, Boston,  Massachusetts.  389  pages  with 
97  illustrations.  Price,  $5.00.  Philadelphia 
and  London:  W.  B.  Saunders  Company, 
1945. 

Dr.  Janney  attempts  to  organize  the  material 
presented  in  this  text  primarily  for  the  use  of  the 
general  practitioner  in  the  management  of  office 
problems.  The  scope  of  the  book  is  intended  to  be 
limited  to  office  gynecology,  and  the  approach  to 
the  material  is  from  the  point  of  view  of  the  pa- 
tient's complaints.  The  need  for  a  monograph  which 
adequately  fulfills  these  aims  is  great. 

In  general  the  material  presented  is  factual  and 
conservative.  The  doubtful  opinions  presented  by 
the  author  are  largely  related  to  functional  prob- 
lems and  endocrinology.  He  recommends  the  ad- 
ministration of  gonadotropic  fractions  of  the  an- 
terior pituitary  or  the  use  of  estrogens  in  the  man- 
agement of  delayed  menarche.  There  is  no  descrip- 
tion of  the  physiological  changes  occurring  in  adol- 
escence and  puberty  and  their  expected  order  of 
appearance,  or  of  the  abnormalities  which  one  could 
consider  an  indication  for  treatment.  The  statement 
that  stimulation  of  corpus  luteum  activity  may  be 
accomplished  by  the  administration  of  progesterone 
is  at  odds  with  the  accepted  physiological  effect  of 
progesterone.  In  discussing  the  treatment  of  menor- 
rhagia,  Dr.  Janney  recommends  the  use  of  chorionic 
gonadotropin,  an  endocrine  preparation  which  has 
been  practically  abandoned  by  the  endocrinologist. 
In  the  section  on  treatment  of  the  menopause,  great 
emphasis  is  placed  upon  replacement  therapy  with 
estrogen.  The  spontaneous  remissions  and  exacerba- 
tions which  occur  with  the  menopausal  syndrome 
are  not  clearly  presented,  and  the  text  indicates 
that  continuous  hypodermic  or  oral  administration 
of  estrogen  is  used.  The  present  concept  of  the  use 
of  estrogens  in  the  menopause  is  to  give  an  amount 
adequate  to  bring  about  a  therapeutic  remission  of 
symptoms,  and  then  to  discontinue  therapy. 

Dr.    Janney    has    given    much    more    than    usual 


thought  and  space  to  a  section  entitled  "Socio- 
Medical  Problems  in  Gynecology,"  including  chap- 
ters on  emotional,  economic  and  social  factors,  con- 
traception, preparations  for  marriage,  and  marital 
maladjustments.  These  chapters  present  valuable 
material  to  the  practicing  physician. 


Cook  County  Graduate  School  ot  Medicine 

(In  affiliation  with  COOK  COUNTY  HOSPITAL) 
Incorporated  not  for  profit 

ANNOUNCES  CONTINUOUS  COURSES 

SURGERY— Two  Weeks  Intensive  Course  in  Surgi- 
cal Technique  starting  May  7,  May  21,  and 
every  two  weeks  during  the  year.  One  Week 
Course  Surgery  of  Colon  and  Rectum  June  11 
and   September   10. 

GYNECOLOGY— Two  Weeks  Intensive  Course  June 
18.  One  Week  Personal  Course  Vaginal  Ap- 
proach to  Pelvic  Surgery  May  21   and  July  9. 

OBSTETRICS— Two  Weeks   Intensive  Course  June  4. 

ANESTHESIA— Two  Weeks  Course  Regional,  Intra- 
venous and  Caudal  Anesthesia. 

ROENTGENOLOGY— Courses  in  X-Ray  Interpreta- 
tion, Fluoroscopy,  Deep  X-Ray  Therapy  every 
week. 

UROLOGY— Two  Weeks  Course  and  One  Month 
Course  every  two  weeks. 

CYSTOSCOPY— Ten  Day  Practical  Course  every  two 
weeks. 

ELECTROCARDIOGRAPHY    and    HEART    DISEASE 
One  Month  Course  starting  May  7.  Two  Weeks 
Intensive  Course  starting  August  6. 

GENERAL.  INTENSIVE  AND   SPECIAL  COURSES 
IN  ALL  BRANCHES   OF   MEDICINE. 
SURGERY  AND  THE  SPECIALTIES 

Teaching  Faculty — Attending  Staff  of 
Cook  County  Hospital 

Address:  Registrar 
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HORACE  MITCHELL  BAKER.  M.D. 

Dr.  Horace  Mitchell  Baker  was  born  March  10, 
1887,  at  Selbyville,  Delaware.  He  was  the  son  of 
the  late  Seth  Mitchell  Baker  and  Margaret  Holloway 
Baker.  He  attended  Mt.  Hermon  School  for  Boys  in 
Massachusetts.  He  was  graduated  with  a  B.S.  de- 
gree from  the  Massachusetts  State  College  in  1912. 
and  received  his  M.D.  degree  from  Harvard  Univer- 
sity School  of  Medicine  in  1917. 

While  an  intern  at  the  Children's  Hospital  in 
Boston  in  1917,  he  was  called  into  the  army.  He 
served  at  Camp  Lee,  Yale  University,  Camp  Meade 
and  Detroit  before  receiving  an  honorable  discharge 
in    1919. 

Dr.  Baker  was  married  on  August  21,  1918,  to 
Miss  Annie  Ruth  Caldwell,  of  Lumberton.  To  this 
union  two  children  were  born — a  son,  Dr.  Horace 
M.  Baker.  Jr.,  an  intern  at  Duke  Hospital,  and  a 
daughter,  Anne  Caldwell  Baker,  a  student  in  the 
Lumberton    High    School. 

He  came  to  Lumberton  in  May,  1919,  and  was 
engaged  in  general  practice  for  a  short  time.  When 
the  Sanatorium  which  was  to  bear  his  name  was 
completed,  he  entered  a  wider  field  of  service.  With 
his  skill  and  hospital  facilities  he  served  well 
Robeson  and  the  surrounding  counties. 

He  was  a  member  of  the  International  College  of 
Surgeons,  the  Southern.  Massachusetts  and  New 
England  Medical  Associations,  the  Medical  Society 
of  the  State  of  North  Carolina,  and  the  Alpha  Psi 
and  Eappa  Sigma  fraternities;  he  served  on  the 
North  Carolina  Hospitals  Board  of  Control  and  was 
a  past  president  of  the  Robeson  County  Medical 
Society.  For  many  years  he  was  president  of  the 
Robeson  Associational  Baptist  Training  Union,  and 
he  had  been  a  deacon  in  the  First  Baptist  Church 
since  1926.  A  thirty-second  degree  Mason,  he  was 
a  member  of  St.  Alban's  Lodge  and  of  the  Temple. 
He  served  on  the  Lumberton  School  Board  for 
twelve  years,  was  president  of  the  Rotary  Club  in 
1935-36,  and  at  the  time  of  his  death  was  director 
of  the  Scottish  Bank  and  a  member  of  the  Robeson 
Grange. 

Dr.  Baker  died  in  the  Baker  Sanatorium,  Lum- 
berton, early  in  the  morning  of  February  28.  1945. 


It  is  a  colossal  undertaking  to  appraise  the  life 
and  attainments  of  Dr.  Baker  and  to  find  words 
which  are  adequate  to  express  his  accomplishments. 
He  must  be  classified  as  a  great  man  when  measured 
by  any  yardstick.  He  possessed  all  of  the  attributes 
which  make  for  success.  His  fine,  keen  mind  fur- 
nished him  a  generalship  which  knew  only  to  win. 
He  was  possessed  of  an  unusual  ability  for  leader- 
ship. His  friends  became  deeply  attached  to  him, 
and  those  who  differed  with  him  were  forced  to 
admire  his  courage  and  integrity.  He  was  a  fine 
combination  of  strength  and  gentleness.  He  was 
long-suffering  and  patient  with  those  whose  vision 
was  less  great  than  his  own. 

We  think  of  him  first  as  an  outstanding  surgeon. 
Early  he  attained  success  because  of  his  skill  and 
knowledge  of  medicine  and  surgery.  No  person  was 
too  humble  to  receive  his  painstaking  attention.  He 
worked  not  for  pecuniary  reward  but  for  the  wel- 
fare of  his  patients.  They  loved  and  trusted  him. 
His  fellow  practitioners  learned  early  to  depend  on 
him  for  consultation  and  advice. 

For    Baker    Sanatorium    he   lived,    breathed,    and 
thought.  The  philosophy  of  the  following  verse  rep- 
resents his  devotion  to  the  institution: 
Your  soul  is  of  my  soul,  such  a  part 
That  you  seem  fibre  and  core  of  my  heart. 
To  think  of  Dr.  Baker  is  to  think  of  Baker  Sana- 
torium; the  thoughts  are  almost  synonymous. 
The  spirit  of  this  man  is  still  alive — 
This  man  who  fought  his  battles  unafraid. 
This  was  his  goal — to  serve  his  fellowman, 
Sustained  in  all  he  did  through  Faith  in  God! 
If   Dr.    Baker   could    speak   to   us    now   he   would 
say  to  those  still  holding  aloft  the  torch: 

So  live,  that  when  thy  summons  comes  to  join 

The  innumerable  caravan  which  moves — 

To  that  mysterious  realm, 

Where  each  shall  take 

His  chamber  in  the  silent  halls  of  death, 

Thou  go  not  like  the  quarry  slave,  at  night 

Scourged  to  his  dungeon  but  sustained  and 

soothed 
By  an  unfaltering  trust,  approach  thy  grave, 
Like  one  who  wraps  the  drapery  of  his  couch 
About  him,  and  lies  down  to  pleasant  dreams. 
The   Committee,   acting  for   the   Robeson   County 
Medical   Society,   is   desirous   of   having   a   copy   of 
this  tribute  spread  upon  the  minutes  of  the  Society, 
a  copy  sent  to  the  family  of  Dr.  Baker,  a  copy  pub- 
lished in  the  North   Carolina   Medical  Journal,  and 
a  copy  sent  to  the  lay  press. 
Committee: 

Roscoe  D.  McMillan,  M.D. 
H.  A.  McAllister.  M.D. 
L.  R.  Hedgpeth,  M.D. 
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RECENT  ADVANCES  IN  THE  TREATMENT  OF  CARDIO- 
VASCULAR DISEASE 


Edward  S.  Orgain.  M.D. 
Durham 


Major  advances  in  the  field  of  medicine,  of 
necessity,  progress  slowly  because  of  the 
time  consumed  in  the  initial  laboratory  re- 
search, the  subsequent  clinical  trials,  and  the 
final  confirmation  of  results  by  independent 
groups  of  investigators.  During  the  past  few 
years,  only  a  few  significant  changes  have 
been  made  in  the  management  of  various 
problems  presented  by  cardiovascular  dis- 
ease. Much  relevant  work  has  been  done  in 
diversified  experimental  fields,  however; 
some  of  the  newer  concepts  have  been  clari- 
fied and  some  of  the  older  ideas  have  been 
discarded.  It  is  my  purpose  to  review  briefly 
certain  phases  of  the  treatment  of  cardio- 
vascular disease  in  which  there  has  been  the 
most  contemporary  interest  and  the  greatest 
progress. 

Congestive  Failure,  Myocardial  Infarction 
and  Ectopic  Rhythms 

From  time  immemorial,  bed  rest  has  been 
an  honored  method  of  treatment  in  many 
diseases,  particularly  those  associated  with 
infection  and  those  associated  with  acute 
tissue  damage.  The  advisability  of  prolonged 
rest  in  the  treatment  of  cardiovascular  dis- 
eases has  been  questioned  recently  both  by 
Harrison11'  and  by  Levine'-1,  who  point  out 
that  the  recumbent  position  favors  the  de- 
velopment of  pulmonary  edema,  peripheral 
venous  thrombosis  with  subsequent  pulmon- 

Fnini    the   Department   of   Medicine.    Duke    University   School 
of  Medicine.   Durham.   North   Carolina. 

Read  in   part  before  the  Regional   Meeting  of  the   American 
College   of   Physicians,   Chapel   Hill,   North   Carolina,   November 
:t,    1944. 
I.    Harrison.  T.  R.:   Abuse  of  Rest  as  a  Therapeutic  Measure 
for    Patients    with    Cardiovascular    Disease.    J. A.M. A.    125: 
11175-1077    {Aug.    19)    1944. 
8.    Levine.   S.    A.:    Some    Harmful    Effects   of   Recumbency    in 
the  Treatment  of  H?art  Disease.  J. A.M. A.   1211:80-81   (Sept. 
!l)   1944. 


ary  infarction,  and  in  older  subjects  hypo- 
static pneumonia  and  nitrogen  retention. 
They  state  further  that  prolonged  rest  fol- 
lowing myocardial  infarction  leads  in  some 
cases  to  a  neurosis,  manifested  by  anxiety 
or  depression.  In  general,  it  is  safe  to  as- 
sume that  the  judicious  use  of  rest,  individ- 
ualized to  suit  the  patient's  primary  needs — ■ 
which  do  not  remain  static — ,  is  wiser  in  the 
end  than  rigid,  unvarying  programs  of  rest 
for  patients  with  congestive  heart  failure  or 
myocardial  infarction. 

In  the  treatment  of  ectopic  rhythms,  the 
routine  use  of  digitalis  and  quinidine  is  well 
known  and  requires  no  elaboration.  In 
special  instances,  however,  other  drugs  may 
be  utilized  to  distinct  advantage — for  ex- 
ample, potassium  chloride  or  acetate  (5-10 
Gm.  daily)  for  premature  beats'31,  particu- 
larly in  digitalis  intoxication,  or  as  an  ad- 
junct to  quinidine  therapy;  mecholyl'41,  pro- 
stigmine'"",  calcium  salts"11,  parenteral  digi- 
talis glycosides  (lanatosid-C,  digoxin,  digi- 
toxin,  and  so  forth),  and  ouabain  in  supra- 
ventricular tachycardias'7';  and  magnesium 
sulfate  (in  10  and  20  per  cent  solutions)  in 

3.  (a)  Stempien.   S.   J.,  and   Katz.    K.   H.:  Quinidine  and   Po- 

tassium in  the  Treatment  of  Refractory  Paroxysmal 
Ventricular  Tachycardia.  Am.  Heart.  J.  24:355-559 
(Oct.)  1942. 
(b)  Sampson.  .1.  J.,  Alberton.  E.  r..  and  Knndo.  B.:  The 
Effect  on  Man  of  Potassium  Administration  in  Rela- 
tion to  Digitalis  Glycosides,  with  Special  Reference 
to  Blood  Scrum  Potassium,  the  Electrocardiograms  and 
Ectopic  Beats.  Am.  Heart  .1.  20:184-179   (Aug.)   191.1. 

4.  Morgan.  P.  \V.:  The  Management  of  Paroxysmal  Tachy- 
cardia. Including  the  Use  of  Mecholyl.  Ann.  Int.  Med.  19: 
780-7811    (Nov.)    1943. 

5.  Waldinan.  S..  and  Moskowitz.  S.  N.:  The  Treatment  of 
Attacks  of  Sinus  Tachycardia  with  Prostigmin.  Ann.  Int. 
Med.  20:798-805   (May)   1944. 

G.  Schwab.  E.  H..  and  Willis.  J.  (;. :  Paroxysmal  Tachycardia 
of  Supraventricular  Origin:  Management  of  the  Acute 
Seizure.   South.    M.   J.    35:087-693    (July)    1942. 

7.  fiefter.  W.  I.,  and  l.eaman.  W.  G.,  Jr.:  The  Use  of  Oua- 
bain in  Rapid  Cardiac  Arrhythmias,  Am.  .1.  M.  Sc.  205: 
190  197    (Feb.)    1913. 
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both  supraventricular  and  ventricular  tachy- 
cardias" .  Calcium  salts  should  never  be  em- 
ployed during  the  administration  of  digitalis. 
since  cardiac  arrest  may  be  induced  by  a 
synergistic  action. 

Digitalis,  since  its  introduction  by  Wither- 
ing, has  been  unquestionably  the  most  im- 
portant single  agent  in  our  armamentarium 
for  the  treatment  of  congestive  heart  failure, 
whatever  the  cause ;  and  it  is  incumbent 
upon  the  physician  to  keep  abreast  of  the  re- 
cent advances  in  this  particular  field,  with 
especial  respect  to  changes  in  methods  of 
assay,  and  in  the  potency  and  efficacy  of  the 
newer  preparations1''1.  In  the  eleventh  re- 
vision of  the  United  States  Pharmacopoeia 
(1936),  digitalis  was  standardized  by  the 
frog  method  of  assay,  using  an  "interna- 
tional standard  reference  powder,"  in  order 
that  uniform  potency  in  various  countries 
might  be  attained.  This  inci-eased  the  potency 
of  digitalis  by  25  to  50  per  cent""  1"1  and  led 
to  certain  necessary  warnings""'.  The 
twelfth  revision  of  the  Pharmacopoeia"10-11' 
(1942)  has  required  that  digitalis  be  stand- 
ardized by  the  cat  method  of  assay,  using  a 
newly  introduced  U.S. P.  digitalis  standard 
reference  powder,  since  the  cat  method  has 
been  shown  to  correspond  more  closely  to  ef- 
fects obtained  in  human  beings.  The  various 
preparations  will  be  standardized  so  that  0.1 
Gra.  of  powder  or  1  cc.  of  tincture  will  be 
equivalent  to  0.1  Gra.  of  standard  reference 
powder,  now  defined  as  1  U.S. P.  digitalis 
unit,  and  will  approximate  1.3  of  the  "older 
cat  units."  The  potency  of  standard  digitalis 
will  thus  be  reduced  by  approximately  25  per 
cent  (as  compared  with  T'.S.P.  XI).  and 
greater  uniformity  will  be  obtained.  It  is 
necessary  that  physicians  be  acquainted  with 
the  various  commercial  preparations  avail- 
able and  their  methods  of  assay  and  stand- 
ardization in  order  that  correct  dosage  of 
the  drug  may  be  employed. 

The  recent  work  of  Gold  and  his  associ- 

Boyd    1.    .1    ami  Sell  ii.   D.:   Magnesium  Sulfate  in  Parox- 

irdla,     Am.    .1.    M.    Sc.    206:19-48     (Julj        1941 

iic  ted     States     Pharmacopoeia.       rwelftli      Revision. 
1,-1, m.    I-, i.    Mack    Printing  Company.    1942. 
(b    New     and    NonofTlcial    Remedies,    Chicago,    American 

\v  lica]     \ -iatlon,    1944 

l  reedberg,  A.  S..  and  Biumgnrt,  II.  1..:  Medical  Prog- 
ress: Digitalis,  Edema  and  Diuretics,  New  England 
.i    Me  I.  ■-• .'  -■ '  --"     i'       ::     ''"-■ 

m       ,     i i    i     i     and  White.   P.  D.:  The  Strength  ,,i   Digl 

i.,i,.   ,,,  Clinical   Use;   A   Warning,  J.A.M.A.   117:1243- 

1245      II.  I.    11       mil 

i,l ids.  C.  W.:  The  Potency  of  Digitalis  Prepara- 
tions .-I   ii,-   1938   Pharmacopoeia,  J.A.M.A.   113:284-28* 

JOl]     22       I"::1' 

it  DeGralT,  V  C:  Evaluation  <>i  Drugs  Used  in  tile  Treat- 
iii  nl  nf  Cardlovasrulai  l>i-<'a»e,  Hull.  New  Vork  lead 
Med      I  -    241    233       \|>ri!  i     1942. 


ates'-'1  has  shown  that  much  of  the  digitalis 
leaf  is  not  absorbable  from  the  intestinal 
tract.  The  oral  dose  required  for  digitaliza- 
tion  may  be  three  to  five  times  greater  in 
terms  of  cat  units  than  the  intravenous  dose. 
By  contrast  certain  purified  glycosides  (digi- 
toxin)  are  readily  and  wholly  absorbed,  since 
1.25  mg.  (3  cat  units)  will  produce  the  full 
effect  whether  given  orally  or  intravenously 
in  a  single  dose1'"'. 

Considerable  experimental  and  clinical  in- 
terest has  been  aroused  in  the  development, 
action  and  uses  of  some  of  the  purified  glyco- 
sides of  Digitalis  purpurea.  Digitalis  lanata, 
Strophanthus  gratus  (ouabain)  and  Stro- 
phantus kombe.  Of  these,  digitoxin  (digi- 
taline  cristalisee,  Nativelle)'12-131,  digoxin'14', 
lanatosid-C'1 "".  ouabain'1"',  and  strophanthin- 
K17'  have  probably  received  the  most  atten- 
tion. These  purified  glycosides,  containing 
only  the  potent,  active  principles  of  digitalis, 
have  powerful  and  rapid  action  and  possess 
advantages  over  the  cruder  preparations  of 
digitalis  for  parenteral  administration. 
These  drugs  are  potentially  dangerous  when 
given  parenterally,  and  extreme  caution 
should  be  observed,  particularly  in  the  pres- 
ence of  previous  digitalis  medication.  In  gen- 
eral their  actions  and  toxic  reactions  are 
similar  to  those  of  digitalis,  and  the  view 
that  several  of  this  group — strophanthin,  for 
example — produce  effects  unattainable  with 
digitalis  is  not  generally  accepted.  Such 
drugs  should  not  supplant  the  familiar  digi- 
talis preparations  now  being  used  routinely 
by  physicians.  Their  principal  value  rests 
in  the  treatment  of  certain  medical  emerg- 

14.    (a)  I., ,1,1.    II        ];.,. -,,l    Developments    in    Digitalis,     Mud. 

c epts  t'ardiovasc.  Dis..  V.  i :'.  No.  i  lAprili  mi:;. 

Gold,     II.:     Digitalis    ami    Some    <>f    Its    Derivatives, 
Science  97:125-129   [Feb.    ■     1948;  97:150-153   (Feb  12) 
ii 
l.-i.    Oohl.    II..    Kwlt,    \      I  .    Cattell.    McK.,    ..ml    Travell,    J.: 
Stud    -   i      Purified   Digitalis  Glycosides;   The  Sinsle  Dose 
Method    in    Digitalhration.    JAM. A.    119:928-932    (July    l*' 
in  ii'. 
i  i.    I  am,  ii.  A..  Batterman.  K.  ( '..  and  DeGrafT,    \.  C:  Clinical 
Stinli.-s    in,    Dlgoxin,    a    Purified    Digitalis    Glycoside,     \m 
He  irl   .1.    24:43!  157    (Oct.)    1942. 

i -.     [a]   LaDue.  .1    s.:    Ill  -  Intravenous  Use  uf  Digitalis  Glyco 

side!     S  in  1 1.     M.   .1     S«:124  133    i  Feb.)    1943. 
i     Sokolow,    M„    and    Chamberlain.    F.'L.:    (1)    Clinical 
Evaluation    of    Cedi!anid.    Ann.    Int.    Med.    18:204-213 
(Feb.)    1943:    (2)   Cedilanid  with  Special  Reference  to 
II-   Intravenous    Use.     Vm.    Heart   .1.    28:243-244    [Feb.) 

1912. 

\ ,,  i, . '-  a..  .1.  H.:  Hi-  Intravenous  Use  ..f  Lanatoside 
C,  New   England  J.  Med.  229:319-321    (Oct.   in    I" 

in.    i.i    ii,,-./     i      ( parative    VFalue    of    Digitalis   ami    >>f 

Ouabain  In  the  Treatment  of  Heart  Failure.  Arch.  Int. 
Med    72:188  175   (Aug.)   1943. 

Batterman.  I;  C\.  Rose,  O.  \.  ami  DeGraff,  A.  I  .: 
Ilu-  Combined  Use  <>f  Ouabain  ami  Digitalis  in  the 
it  aim, -i,i  of  Congestive  Heart  Failure,  Am.  Heart  ,1. 

20:443-451    (Oct,)     1940. 

i:.  (a  i  Garcia,  J.  E.  and  Goldman,  13.  A.:  Combined  Use  of 
Strophanthln  K  ami  Digitalis  in  tin-  freatmenl  <>f  Con- 
gestive ll.-arl  Failure,  Km.  Heart  .1  23:20-23  (July) 
1943. 

ii.i  Klsch,    It.:    Strophanthln.    New    Vurk.    Brooklyn    Medi- 
cal Press,  i mi. 
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encies  in  which  rapid  digitalization  parent- 
eral^ seems  imperative.  The  ideal  drug  is  a 
chemically  pure  crystalline  glycoside  of  re- 
liable potency  which  is  readily  and  uniform- 
ly absorbed  in  the  gastrointestinal  tract  and 
which  can  be  assayed  by  gravimetric  rather 
than  biologic  methods. 

For  the  conversion  of  the  majority  of 
ectopic  rhythms  to  normal  rhythm,  quinidine 
remains  the  most  important  single  thera- 
peutic agent.  Recent  studies  of  the  absorp- 
tion and  excretion  of  quinidine1181  have 
shown  both  to  be  rapid,  and  clinicians  are 
now  leaning  toward  the  administration  of 
larger  doses  (.4  Gm.)  given  more  frequently 
(every  two  hours)  in  order  to  accomplish 
the  more  rapid  restoration  of  normal 
rhythm.  An  unusually  large  dose'191 — 185 
grains  (12.3  Gm.)  given  over  a  period  of 
two  and  one-half  days — recently  has  been 
administered  without  toxic  reaction  for  the 
conversion  of  ventricular  tachycardia  to  nor- 
mal rhythm.  Such  dosage  is  obviously  heroic 
and  dangerous,  but  ventricular  tachycardia 
precipitating  cardiac  failure  is  an  ominous 
and  frequently  fatal  condition.  Of  consider- 
able practical  interest  is  the  introduction  by 
Sturnick  and  his  associates'20'  of  a  soluble 
preparation  of  quinidine  for  intramuscular 
use.  The  mixture  contains  .15  Gm.  of  quini- 
dine, .15  Gm.  of  antipyrine  and  .2  Gm.  of 
urea  per  cubic  centimeter.  The  minimal 
effective  dose  is  said  to  be  .45  to  .60  Gm. ; 
this  should  be  repeated  in  the  same  or  in- 
creased amount  every  one  and  a  half  to  two 
and  a  half  hours.  Such  a  preparation  is  of 
advantage  when  patients  are  unable  to  re- 
ceive or  retain  drugs  orally  or  when  acceler- 
ated therapeutic  action  seems  desirable. 

In  spite  of  the  fact  that  experimentally 
the  xanthines'21' — theobromine,  theophylline, 
and  their  salts — have  not  been  demonstrated 
conclusively  to  exert  great  beneficial  effect 
except  in  congestive  heart  failure,  these 
drugs  continue  in  general  use  and  favor. 
Mention  should  be  made  of  occasional  re- 

18.  Weisman,  S.  A.:  Studies  on  the  Time  Required  for  the 
Elimination  of  Quinidine  from  the  Heart  and  Other  Or- 
gans.   Am.   Heart  J.   20:21-83    (July)    1940. 

19.  Reich,  N\  E. :  Successful  Use  of  a  Massive  Dose  of  Quini- 
dine in  a  Case  of  Intractable  Ventricular  Tachycardia, 
Am.   Heart  J.   28:256-260    (Aug-.)    1944. 

SO.    (a)  Sagall,    E.    L.,   Horn,    C.   D„    and    Riseman.   J.    E.    F.: 
Studies  on   the  Action  of  Quinidine  in   Man ;   Measure- 
ment of  the  Sneed  and  Duration  of  the  Effect  Follow- 
ing Oral  and  Intramuscular  Administration,  Arch.  Int. 
Med.  71:4(19-473   (April)    1913. 
(b)  Sturnick.  M.  I..  Riseman.  J.  E.  F..  and  Sagall.  E.  L.: 
Studies    on    the    Action    of   Quinidine    in    Man ;    Intra- 
muscular   Administration    of    a    Soluble     Preparation 
of  Quinidine   in   the   Treatment  of   Acute   Cardiac   Ar- 
rhythmias,   J.  A.M. A.     121:917-920     (March     20)     1943. 
21.    Boyer.  X.  II.:   Aminophylline   and   Related   Xanthine  Deriv- 
atives;   Present    Status    of    Therapeutic    Claims,    J. A.M. A. 
122:300  309     (May    29)    1943. 


actions  of  the  collapse  type'221,  ending  fatally 
in  a  few  instances,  which  have  occurred 
when  aminophylline  has  been  given  intra- 
venously. Extreme  care  in  the  selection  of 
patients  and  in  the  administration  of  the 
drug  should  prevent  most  of  these  reactions. 
Mercury  compounds  (salyrgan  and  mer- 
cupurin)  are  quite  widely  used,  because  of 
their  diuretic  action,  as  an  adjunct  to  other 
forms  of  therapy  in  the  treatment  of  con- 
gestive heart  failure.  The  fact  that  mercury, 
when  given  intravenously,  may  produce  a 
variety  of  reactions,  mild  and  severe,  imme- 
diate and  delayed,  fatal  and  non-fatal,  is  not 
fully  appreciated.  Recent  reviews  of  these 
toxic  reactions  have  been  contributed  by  De 
Graff  and  Nadler'231  and  by  Wexler  and 
Ellis'24'.  It  seems  to  be  the  consensus  that 
the  immediate  reactions,  fatal  and  non-fatal, 
represent  direct  toxic  effects  upon  the  myo- 
cardium in  patients  seriously  ill  from  heart 
disease,  while  the  delayed  reactions  result 
from  the  indirect  or  diuretic  action  of  the 
drug,  producing  transient  increase  of  plas- 
ma volume,  over-digitalization  by  digitalis 
mobilized  from  edema  fluid,  depletion  of 
blood  chloride,  nitrogen  retention,  or  renal 
tubular  damage.  It  is  pointed  out  that  fatal 
reactions  are  often  preceded  by  unheeded 
milder  ones.  These  mercurials,  however,  are 
so  useful  therapeutically  and,  when  employed 
with  care,  have  so  few  toxic  reactions  that 
their  use  need  not  be  restricted  generally. 

Rheumatic  Fever 

The  etiology  of  rheumatic  fever,  in  spite 
of  the  intensive  research  efforts  of  many 
workers,  remains  as  yet  undetermined. 
There  is,  however,  general  agreement  that 
respiratory  infections  with  group  A  beta 
hemolytic  streptococci  have  an  important  re- 
lationship to  rheumatic  fever'25'.  With  the 
advent  of  the  sulfonamide  drugs  and  the 
demonstration  of  their  value  in  the  treat- 
ment of  streptococcal  infections,  interest 
naturally  has  been  awakened  in  their  use  in 
rheumatic  fever,  both  for  prophylaxis  and 
for  treatment.  Sufficient  evidence  now  has 
been  accumulated  by  several  investigators 
to  demonstrate  that  sulfanilamide  and  sulfa- 

22.  Hendrix,   J.   M. :   Personal   Communication. 

23.  DeGraff.  A.  C.  and  Nadler.  J.  E, :  A  Review  of  the  Toxic 
Manifestations  of  Mercurial  Diuretics  in  Man,  J.A.M.A. 
119:1006-1011     (July    25)    1942. 

21.  Wexler.  Jack,  and  Ellis.  L.  B.:  Toxic  Reactions  to  the 
Intravenous  Injection  of  Mercurial  Diuretics,  Am.  Heart 
J.  27:86-95    (Jan.)    1944. 

25.  Massell,  B.  F..  and  Jones.  T.  Duckett:  Some  Practical  As- 
pects of  the  Rheumatic  Fever  Problem  Which  Have  an 
Important  Bearing:  in  Military  Medicine,  Am.  Heart  J. 
27:575-587    (April)     1944. 
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diazine  given  in  small  daily  doses  to  rheu- 
matic subjects  during  the  fall,  winter  and 
spring  may  prevent  recurrences  of  hemolytic 
streptococcus  infections  and,  in  turn,  rheu- 
matic fever1261.  The  development  of  drug 
resistant  strains  of  streptococci  and  their 
subsequent  effects  upon  the  rheumatic  fever 
patient  await  further  observations.  It  was 
demonstrated  quite  early  by  Swift  and 
others  that  the  sulfonamide  drugs  have  no 
therapeutic  value  in  the  treatment  of  the 
acute  attack  of  rheumatic  fever,  and  in  some 
instances  appear  definitely  harmful. 

The  prophylactic  use  of  salicylates  to  pre- 
vent recrudescence  of  rheumatic  fever  in 
children  with  quiescent  rheumatic  heart  dis- 
ease has  been  advocated  by  Coburn  and 
Moore'-7'.  Four  to  6  Gm.  of  salicylates  daily, 
given  immediately  at  the  onset  of  a  group 
A  hemolytic  streptococcus  pharyngitis,  pro- 
tected all  except  1  of  47  patients  from  clini- 
cal rheumatic  fever,  while  57  of  139  controls 
developed  recurrences.  The  importance  of 
this  work  is  obvious,  but  it  needs  confirma- 
tion from  other  workers  in  the  field. 

Coburn  also  has  suggested  that  large  doses 
of  salicylates  given  intravenously  and  orally 
tend  to  suppress  the  allergic  and  inflamma- 
tory manifestations  of  rheumatic  fever  and 
thus  decrease  the  amount  and  severity  of  re- 
sultant cardiac  damage'28'.  The  control  of 
drug  dosage  by  determination  of  the  blood 
salicylate  concentration  seems  entirely  ra- 
tional, but  it  should  be  borne  in  mind  that 
salicylates,  in  large  doses,  may  produce  pro- 
found intoxication'291.  The  simultaneous  ad- 

26.  (a)  Thomas.   C.   B.,   France.   R..   and  Reiehsrnan.   F.:    The 

Prophylactic  Use  of  Sulfanilamide  in  Patients  Suscep- 
tible to  Rheumatic  Fever.  J.A.M.A.  116:551-560  (Feb. 
15)    1341. 

(b)  Hansen.  A.  E..  Platou.  R.  V.,  and  Ditan.  P.  F.:  Pro- 
longed Use  of  a  Sulfonamide  Compound  in  Prevention 
of  Rheumatic  Recrudescences  in  Children :  An  Evalu- 
ation Based  on  a  Four-Year  Study  on  Sixty-Four  Chil- 
dren.   Am.   J.   Dis.   Child.    64:963-976    (Dec!    1942. 

(c)  Messeloff,  C.  R.  and  Robbins.  M.  H.:  The  Prophylactic 
Use  of  Sulfanilamide  in  Children  with  Rheumatic 
Heart    Disease.     J.    Lab.    &    Clin.    Med.     23:1323-1327 

Mi-  |    1943. 

(d)  Kuttner.  A.  C.  and  Reyersbach.  G. :  The  Prevention 
of  Streptococcal  Upper  Respiratory  Infections  and 
Rheumatic  Recurrences  in  Rheumatic  Children  by  the 
Prophylactic  Use  of  Sulfanilamide.  J.  Clin.  Investiga- 
tion 22:77-65  (Jan.)   19,3. 

(e)  Feldt,  R.  H. :  Sulfanilamide  as  a  Prophylactic  Measure 
in  Recurrent  Rheumatic  Infection:  A  Controlled  Study 
Involving  131  "Patient-Seasons."  Am.  J.  M.  Sc.  207: 
483-4SS     (April)     1944. 

(f)  Thomas.  C.  R.:  The  Prevention  of  Recurrences  in 
Rheumatic  Subjects,  J. A.M. A.  126:491-486  (Oct  21) 
1941. 

27.  Cobum,    A.    F„   and   Moore,   L.  V.:   Salicylate   Prophylaxis 
in   Rheumatic   Fever.   J.   Pediat.    31:1 90-183    'Aug.)    1912. 

i)  Cobum,    A.    F. :     Salicylate     Therapy     in     Rheumatic 
Fever:    A    Rational    Technique,    Bull.    Johns    Hopkins 
Hosp.    73:435  164    (Dec.)    1943. 
(b)  Law -on.     R.     B.:    Salicylate    Therapy    for    Rheumatic 
Fever  and  Atrophic  Arthritis   (Still's  Disease)   in  Chil- 
dren. North  Carolina  M.  .1.  5:477-452  (Oct)  1944. 
20.    Barnett  H.  L..  Powers,  J.  R..  Benward,  J.  II..  and  Hart 
ni.inn.   A.   F. :  Salicylate   Intoxication   in   Infants  and  Chil- 
dren. .1.  Tcdiat.  21:214-221  (Aug.)   1912. 


ministration  of  equal  amounts  of  sodium 
bicarbonate  and  sodium  salicylate  prevents 
the  establishment  of  as  high  a  serum  salicy- 
late level  as  would  be  obtained  with  the 
salicylate  alone,  and  a  previously  established 
level  of  serum  salicylate  will  fall  when  sodi- 
um bicarbonate  is  given1301. 

The  administration  of  penicillin  to  sub- 
jects with  active  rheumatic  fever  has  been 
demonstrated  quite  recently  to  be  without 
therapeutic  value'31'. 

Bacieriol  Endnca  rditis 

The  discovery  of  sulfanilamide  and  the 
subsequent  synthesis  of  its  many  related 
compounds  immediately  widened  the  narrow 
horizon  in  the  prognosis  of  bacterial  endo- 
carditis, which  at  that  time  was  regarded  as 
fatal  in  97  to  100  per  cent  of  patients.  Suffi- 
cient time  has  now  elapsed  to  warrant  an 
assessment  of  various  theraneutie  techniou<" 
employing  the  sulfonamide  drugs,  both  alonp 
and  with  supplementary  forms  of  treat- 
ment'321. Lichtman'331,  in  his  review  of  the 
current  results  of  therapy,  presents  the  fol- 
lowing figures: 

Spontaneous  recoveries  in  bacterial  endocarditis. 
1  ner  cent  (25  of  2596  cases) 

Recoveries  following  chemotherapy  alone,  4  per 
cent  (21  of  489  cases) 

Recoveries  following  chemotherapy  and  heparin. 
6.5  per  cent  (7  of  109  cases) 

Recoveries  following  ehemotherany  and  hyper- 
thermia. 6.5  per  cent  (4  of  61  ca-e-> 

Recoveries  following  chemotherapy  and  intra- 
venous typhoid  vaccine  fever  therapy.  15.5  per  cent 
(7  of  45  cases). 

If  the  various  types  of  supplemental  ther- 
apy are  combined,  the  recoverv  rate  is  8  K 
per  cent  (18  of  215  cases),  and  in  the  tot-il 
group  treated  by  chemotherapy,  5.5  per  cent 
(39  of  704  cases).  While  these  statistics  in- 
dicate that  the  general  outlook  of  the  disease 
is  still  extremely  grave,  the  significant 
though  small  rise  in  the  recovery  rate  iusH- 
fies  the  intensive  treatment  of  each  individ- 
ual patient  before  a  hopeless  prognosis  is 
given.  The  best  method  of  chemotherapy, 
based  upon  results,  remains  for  future  deter- 
mination.   It  would  appear  that  chemother- 

30.  Sm'.il.  K..  Wegria.  R..  and  I. eland.  J.:  The  Effect  of  So 
ditim  Ric.-irhomte  on  the  Serum  Salicylate  Level,  J.A.M.A, 
I25:117S-1175      Auc.    25)    1911. 

31.  (a)  Watson.    R.   F.    Bothbard.    S..    and   Swiff    H.    F.:   The 

Use    of    Penicillin    in    Rheumatie    Fever,    J.A.M.A.    125: 
"  I  280   (Sept.   3d)    1911. 
(b)   Foster.    F.    P..    and    others:    The    Treatment    of     lent* 
Rheumatic   Fever   with    Penicillin,    J.A.M.A.    125:281-282 
(Sept  301   inn. 

Carey:    Chemotherapy     in     Subacute    Bacterial 
Endocarditis,  Mod.  Concepts  Caralovaac,  I>i-.  V.  is.  No.  l 
(Jan.)    1911 
33.    Lichtman,   S.   S.:   Treatment   of   Subacute   Bacterial   Endo- 
carditis; Current  Results.    Ann.  Int.  Med.    15:781  T9  1    (Nov.) 
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apy  combined  with  typhoid  vaccine  fever 
therapy  has  given  the  greatest  percentage 
of  recoveries,  but  this  series  contains  the 
fewest  cases  and  judgment  must,  therefore, 
be  reserved. 

The  advent  of  penicillin  has  stimulated 
new  interest  in  the  treatment  of  endocard- 
itis, since  this  new  drug  has  proved  to  be  a 
"remarkably  potent  antibacterial  agent"  in 
many  infections.  While  the  initial  report  of 
the  Committee  on  Chemotherapeutic  and 
Other  Agents'841  was  disappointing  in  that 
17  patients  failed  to  respond  to  penicillin, 
the  dosage  may  have  been  too  small.  Insuffi- 
cient time  has  elapsed  to  evaluate  the  opti- 
mistic reports  of  others'351,  wherein  penicil- 
lin combined  with  heparin  gave  hopeful  re- 
sults in  each  of  7  patients. 

Congenital  Heart  Disease 

One  of  the  most  important  contributions 
to  the  surgical  treatment  of  heart  disease136' 
was  the  accomplishment  of  the  first  success- 
ful ligation  of  a  patent  ductus  arteriosus  by 
Gross'371  in  1939.  Since  this  initial  report, 
the  statistics  regarding  operative  closure  of 
the  ductus  in  140  patients  have  been  col- 
lected by  Shapiro  and  Keys'381  from  the  clin- 
ics of  twenty-five  surgeons.  In  107  unin- 
fected cases,  81  operations  were  regarded 
as  completely  successful ;  the  operative  mor- 
tality was  8  per  cent.  It  is  presumed  that 
in  the  hands  of  experienced  surgeons  with 
more  refined  techniques,  this  mortality  rate 
may  be  reduced  by  one  half.  These  authors 
estimate  that  approximately  20,000  cases  of 
patent  ductus  arteriosus  exist  in  the  United 
States  alone  and,  judging  from  autopsy  sta- 
tistics (which  may  be  misleading),  feel  that 
the  span  of  life  after  17  years  of  age  is  re- 
duced by  about  twenty-five  years.  Further- 
more, in  60  cases  which  came  to  autopsy'3'", 
death  resulted  from  bacterial  endocarditis 
in  41.7  per  cent  and  from  congestive  heart 
failure  in  28.3  per  cent.  Keys  and  Shapiro 
concluded  that  "the  majority  of  patients 
with  patency  of  the  ductus  arteriosus  should 

84.  Keefer.  C.  S.  and  others:  Penicillin  in  the  Treatment  of 
Infections.   J. A.M. A.    122:1217-1224    (Aug.    28)    1913. 

85.  Loewe,  1...  Rosenblatt,  P..  Greene,  H.  J.,  and  Russell.  M.: 
Combined  Penicillin  and  Heparin  Therapy  of  Subacute  Bac- 
terial  Endocarditis,   J. A.M. A.   121:141-140    (Jan.   15)    1914. 

Mi.  Blalock,  A.:  Medical  Progress:  Recent  Advances  in  Surg- 
ery, New  England  J.  Med.  231:261-267  (Aug.  17),  293311(1 
(Aug.  21)    1914. 

87.  Gross.  R.  E.,  and  Hubbard.  J. P.:  Surgical  Ligation  of 
Patent  Ductus  Arteriosus:  Report  of  First  Successful  Case. 
J. A.M. A.    112:729  731     (Feb.    25)    1939. 

:is.  Shapiro.  M.  J.,  and  Keys,  A.:  The  Prognosis  of  Untreated 
Patent  Ductus  Arteriosus  and  the  Results  of  Surgical  In- 
tervention; A  Clinical  Series  of  50  Cases  and  an  Analysis 
of  139  Operations.  Am.  J.  M.  Sc.  206:174-183    (Aug.)    1913. 

39.  Keys.  A.,  ami  Shapiro.  M.  J.:  Patency  of  the  Ductus 
Arteriosus  in  Adults.  Am.  Heart  J.  25:153-186   (Feb.)   1913. 


be  sent  to  surgery  for  ligation  after  careful 
clinical  studies  have  been  made."  Controver- 
sies regarding  the  proper  time  for  ligation 
have  not  been  fully  settled.  It  is  agreed  ab- 
solutely, however,  that  the  patent  ductus 
arteriosus  which  has  become  infected  with 
bacterial  implants  (principally  Streptococ- 
cus viridans)  should  be  ligated  as  soon  as 
feasible,  because  of  the  remarkable  recovery 
rate  in  a  disease  universally  fatal  without 
treatment'4'".  Of  33  patients  so  treated'38'  20 
were  cured,  5  died  at  operation,  and  in  8  the 
fever  persisted.  In  spite  of  the  demonstra- 
tion by  Touroff""11'  that  cure  can  be  effected 
by  ligation  without  chemotherapy,  the  sul- 
fonamide drugs  and  penicillin  will  continue 
as  useful  therapeutic  adjuncts,  especially  in 
those  patients  not  immediately  cured  by  op- 
eration. Too  little  time  has  yet  passed  to 
allow  the  collection  of  statistics  regarding 
re-infection  after  successful  ligation. 

Coronary  Disease 

The  influence  of  extrinsic  factors  upon  the 
coronary  system  has  been  emphasized  again 
by  Gilbert141',  who  points  out  that  decreased 
coronary  blood  flow  resulting  from  reflex 
coronary  constriction,  presumably  caused  by 
vagal  reflexes,  may  occur  in  coronary  artery 
thrombosis,  pulmonary  embolism,  hiatus 
hernia  and  gallbladder  disease.  Attention  is 
called  to  the  importance  of  these  extrinsic 
factors  in  the  production  of  coronary  spasm 
and  to  the  value  of  parasympathetic  depres- 
sant drugs  such  as  atropine  in  combination 
with  vasodilating  substances  such  as  amino- 
phylline  and  papaverine  as  temporary  aids 
in  therapy. 

Papaverine,  an  opium  alkaloid  of  the 
bcnzyl-isoquinoline  group,  has  relatively  low 
toxicity  and  produces  no  habituation.  Al- 
though its  powerful  coronary  dilating  effect 
was  recognized  by  Pal  in  1913,  only  re- 
cently has  it  received  significant  attention 
in  the  treatment  of  coronary  pain(42'.   Its  use 

Hi.  (a)  Touroff.  A.  S.  W. :  The  Results  of  Surgical  Treatment 
of  Patency  of  the  Ductus  Arteriosus  Complicated  by 
Subacute  Baeterial  Endarteritis,  Am.  Heart  J.  25:187- 
205  (Feb.)  1943. 
(b)  Bourne,  G.,  Keele.  K.  D..  Tubbs.  O.  S..  and  Swain.  R. 
H.  A.:  Ligation  and  Chemotherapy  for  Infection  of 
Patent  Ductus  Arteriosus,  Lancet  2:441-446  (Oct.  I  si 
1911. 

11.  (a)   Gilbert.   N.   C. :   Influence   of  Extrinsic  Factors  on   the 

Coronary  Flow  and  Clinical  Course  of  Heart  Disease, 
Bull.   New   York   Acad.   Med.   18:83-92    (Feb.)    1912. 
(li)  Gilbert,  N.   C. :   The  Influence  of   Extrinsic   Factors  on 
the  Coronary   System.   Mod.   Concepts   Cardiovasc.   Dis. 
V.   13.  No.  10    (Oct.)    1944. 

12.  (a)  Elek,   S.   R.   and    Katz,   L.   N. :   Some   Clinical    Uses  of 

Papaverine    in     Heart    Disease,    J.A.M.A.     120:131-111 
(Oct.  10)    1942. 
LI   Gilbert.    N.    C:    Treatment    of    Coronary    Thrombosis, 
M.  din.   North   America.   28:1-15    (Jan.)    1941. 
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in  severe  angina  pectoris  and  coronary 
thrombosis  to  produce  increased  coronary 
blood  flow  has  a  rational  pharmacologic  back- 
ground. It  has  been  recommended  also  for 
the  eradication  of  premature  beats,  but  the 
drug  is  too  expensive  to  warrant  large  con- 
tinued doses.  Riseman'43'  has  recently  re- 
viewed the  treatment  of  angina  pectoris  on 
the  basis  of  a  ten  years'  objective  study  and 
has  evaluated  comparatively  the  various 
methods  of  treatment.  Among  the  most  val- 
uable therapeutic  agents  he  lists  the  follow- 
ing: nitrites  (nitroglycerine,  amyl  nitrite, 
octyl  nitrite),  purines  (several  of  the  theo- 
bromine and  theophylline  derivatives),  sed- 
atives (phenobarbital,  codeine,  cobra  ven- 
om), quinidine  sulfate  and  quinophylline, 
atropine  sulfate,  potassium  iodide,  total 
thyroidectomy,  paravertebral  injections  of 
alcohol,  and  heat.  Needless  to  say,  the  speci- 
ficity of  some  of  these  drugs  and  procedures 
is  open  to  question. 

In  the  search  for  new  methods  and  drugs 
to  increase  the  blood  flow  to  the  heart  muscle 
in  angina  pectoris  and  thus  decrease  or  pre- 
vent the  seizures  of  pain,  the  male  sex  hor- 
mone has  been  tried.  Uniformly  good  results 
have  been  observed  by  several  investigat- 
ors'441 following  the  intramuscular  injection 
of  25  mg.  of  testosterone  twice  weekly  for 
one  to  two  months.  Levine  and  Likoff'4'", 
however,  after  a  study  of  19  patients,  attrib- 
uted the  good  results  observed  (5  markedly 
improved)  to  the  spontaneous  variation  in 
the  clinical  course  of  the  disease,  rather  than 
to  the  drug  therapy.  An  obvious  disadvan- 
tage of  testosterone  is  its  present  high  cost. 
Further  studies  are  warranted,  however. 

The  final  results  of  the  clinical  experiment 
of  administering  roentgen  therapy  to  the  ad- 
renal glands  in  patients  suffering  with  an- 
gina pectoris  have  been  summarized  recently 
by  Raab""1.  He  classifies  74  per  cent  of  the 
42  patients  treated  as  either  completely  freed 
of  their  anginal  complaints  or,  at  least,  im- 
proved for  periods  ranging  between  five  and 
forty-five  months,  with  an  average  of  two 

48     Riseman.    J.    E.    F. :    The    Treatment    of    Angina    Pectoris. 

New  England  J.  Med.   229:670-680   (Oct.  28)   1941. 
ii.    [a)  Lesser,  M.  A.:  The  Treatment  of  Angina  Pectoris  witli 
Testosterone    Propionate,    New    England    J.    Med.    228: 
185-188    I  Feb.    11!    19  13. 
(b)    Walker.    T.    C. :    Use    of    Testosterone    Propionate    ana 

Estrogenic  Substance  in  Treatment  of  Essentia]  Hyper- 
tension.  \ngina  Pectoris  and  Peripheral  Vascular  Dis 
ease,   J.   Clin,    Endocrinol.   2:560-568    (Sept.  i    1942. 

fc)   Hamm.   L.:   Testosterone   Propionate   in   the   Treat Dl 

of  Angina  Pectoris,  J.  Clin.  Endocrinol.  2:32532s 
(May)    1912.  .     „  , 

15.  Levine,  S.  A.,  and  I.ikolT.  W.  B.:  The  Therapeutic  Value 
-I  testosterone  Propionate  in  Angina  Pectoris.  New  Eng- 
land .1.  Med.  22»:770.772  (Nov.  is)  1943. 
II  Raab  W.,  and  Soule,  V  n..  Jr.:  Rationale  and  Results 
of  Roentgen  rreatmenl  "f  the  Adrenal  Glands  in  Angina 
Pectoris,    Am.    .1.   Koenlgenol.    51:364-377    (March)    1911. 


years.  No  significant  reactions  occurred  in 
the  entire  group  treated.  These  results  have 
not  been  substantiated  by  the  experiences  of 
other  authorities  in  the  field. 

The  surgical  treatment  of  angina  pectoris 
and  coronary  disease  by  methods  designed 
to  augment  the  blood  flow  to  the  affected 
myocardium'47'  (cardio-myopexy,  cardio- 
omentopexy  and  cardio-pericardiopexy) 
merits  further  consideration  because  of  the 
sound  basic  therapeutic  principle.  Unfortu- 
nately the  results,  including  the  operative 
mortalities,  have  not  been  sufficiently  en- 
couraging to  promote  widespread  interest  or 
more  general  application. 

The  opei-ation  of  choice  at  the  present  time 
in  patients  who  have  failed  to  respond  to 
medical  management  would  seem  to  be  sen- 
sory denervation  by  resection  of  the  inferior 
cervical  and  the  upper  three  thoracic  sympa- 
thetic ganglia,  through  which  the  sensory 
axones  course'4-'.  The  results  have  been  ex- 
cellent, but  the  patients  with  the  worst  pain 
have  more  intrinsic  coronary  disease  and, 
therefore,  are  the  poorest  operative  risks. 
Chemical  destruction  of  the  sympathetic 
fibers  and  ganglia  in  the  latter  group  may 
be  accomplished  by  the  use  of  paravertebral 
alcohol  injections  as  described  by  White1491. 

Hypertension 

In  spite  of  the  very  considerable  amount 
of  research  work  devoted  to  experimental 
hypertension,  both  renal  and  neurogenic,  in 
animals,  there  is  at  present  no  direct  trans- 
lation of  the  information  obtained  to  the  so- 
lution of  the  problem  of  the  most  common 
type  of  human  hypertension,  "primary  ar- 
terial" or  "essential"  hypertension. 

The  use  of  a  strict  dietary  regime,  includ- 
ing the  substitution  of  vegetable  (rice)  pro- 
tein for  animal  protein,  supplemented  by 
carbohydrate  foods  in  the  form  of  fruit  and 
fruit   juices,   with   restriction   of   salt   and 

17.  ia)  Heck.  C.  S. :  Further  Data  on  the  Establishment  of  a 
New  Blood  Supply  to  the  Heart  by  Operation,  J.  Thor- 
acic Surg.  5:601611    (Aug.)    1936. 

(b)  O'Shaughnessy.  L. :  Surgical  Treatment  of  Cardiac 
Ischemia.   Lancet   1:185-194  (Jan.  23)   1937. 

(c)  Thompson.  S.  A.  anil  Raisbeck.  M.  J.:  Cardio-Peri- 
cardiopexv:  The  Surgical  Treatment  of  Coronary  Ar- 
terial Disease  by  the  Establishment  of  Adhesive  Peri- 
carditis.   Ann.   Int.    Med.    11:495-510    (March)    1942. 

ih     White.  J.  C:  Progress  in   Surgery  of  the  Autonomic  Nerv- 
ous System.   1940-1942,  Surgery  15:4(1-517    (March)    1944. 

l1'  (a)  White.  ,T.  C :  Technique  of  Paravertebral  Alcohol  In- 
jection: Methods  ami  Safeguards  in  Its  Use  in  the 
Treatment  of  Angina  Pectoris.  Surg.,  (lynec.  and  Obst. 
71:184-34!  (Sept.)  1940. 
(b)  Levy.  R.  1,..  and  Moore.  R.  I..:  Paravertebral  Sympa- 
thetic Block  with  Alcohol  for  the  Relief  of  Cardiac 
rain;  Report  of  15  Cases.  J. A.M. A.  116:2563-2568 
(June   7)    Mil. 
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fluids,  has  been  employed  by  Kempner(50)  in 
a  variety  of  vascular  and  renal  conditions. 
Unquestionably  improvement,  both  subjec- 
tive and  objective,  has  been  demonstrated 
in  patients  with  decompensated  renal  dis- 
ease, but  the  problem  of  hypertension  awaits 
further  investigative  study. 

The  use  of  potassium  thiocyanate  ther- 
apy*511  in  the  treatment  of  hypertensive  vas- 
cular disease  (essential  hypertension)  was 
revived  by  Barker(51a)  in  1936,  who  intro- 
duced a  more  practical  method  of  control  of 
a  potentially  toxic  drug  by  blood  plasma  thio- 
cyanate determination.  The  pharmacologic 
properties  and  actions  of  the  drug  are  not 
fully  understood.  The  optimal  therapeutic 
range  has  been  established  at  8-12  mg.  per 
100  cc.  of  blood,  although  benefit  has  resulted 
with  lower  levels.  The  toxic  range  usually 
begins  at  15  mg.  per  100  cc. ;  toxic  reactions 
and  a  few  deaths  have  been  reported*52',  gen- 
erally with  high  concentrations.  An  average 
clinical  experience  has  been  reported  re- 
cently by  Palmer  and  his  associates'53',  who 
found  a  decrease  to  normal  blood  pressure 
in  12  per  cent,  significant  lowering  of  pres- 
sure in  an  additional  16  per  cent  and — 
equally  important  to  the  patient — subjective 
relief  from  headache  in  over  half  the  cases. 

The  outstanding  contribution  of  Goldblatt 
and  his  associates,  who  first  produced  hyper- 
tension experimentally  by  renal  ischemia,  re- 
vived lagging  interest  in  the  investigative 
study  of  the  mechanism  of  hypertension  in 
man.  Experimental  studies  in  animals  sug- 
gest the  existence  of  a  renal  pressor  system 
initiated  by  a  substance  formed  in  an 
ischemic  kidney.  It  likewise  has  been  shown 
that  an  antipressor  substance  can  be  ex- 
tracted from  the  normal  kidney  which  is  ca- 
pable of  inhibiting  or  destroying  the  pressor 
substance.  This  has  led  to  a  search  by  sev- 
eral groups  of  investigators  for  a  renal  ex- 
tract of  animal  origin  capable  of  reducing 
human  hypertension.  The  results  obtained 
by    the    administration    of    such    renal    ex- 

50.  Kempner,  Walter:  Treatment  of  Kidney  Disease  and  Hy- 
pertensive Vascular  Disease  with  Rice  Diet.  North  Carolina 
M.  J.  5:125-133  (April):  273-271  (July)  1944;  6:61-87 
(Feb);    117-161    (March)    1045. 

51.  (a)   Barker,   M.   H. :   Blood   Cyanates  in   the  Treatment  of 

Hypertension,    J. A.M. A.    106:762-767    (March    7)    1936. 
(b)  Caviness.    V.    S.    and    others:    Potassium    Sulfocyanate 
in  the  Treatment  of  Hypertension,   North  Carolina  M. 
J.   2:283-288    (June)    1911. 

52.  (a)   Solomon.   J..   Greenblatt,    M..   and   Coon,   G.    P.:   Toxic 

Psychosis  and  Death  Associated  with  Potassium  Thio- 
cyanate Therapy,  New  England  J.  Med.  220:211-213 
(Auk.  5)  1943. 
(b)  Weeks,  K.  D. :  Fatal  Poisoning  with  Thiocyanate  in 
the  Treatment  of  Hypertension,  North  Carolina  M.  J. 
5:231-238  (June)  1941. 

53.  Fanson,  E..  Kinsey,  D„  and  Palmer.  R.  S. :  Potassium  Sul- 
focyanate Therapy  in  Essential  Hypertension,  New  Eng- 
land  J.    Med.    229:510-513    (Sept.    30)     1913. 


tracts154',  both  parenterally  and  orally,  to  hy- 
pertensive subjects  have  not  been  particu- 
larly encouraging.  The  few  good  responses 
have  been  temporary  and  considered  by 
some'55'  to  be  nonspecific  pyrogen  reactions 
resulting  from  the  parenteral  administration 
of  crude  extracts.  The  inherent  difficulties 
in  the  preparation  of  even  small  amounts  of 
relatively  purified  material  for  administra- 
tion prohibits  at  present  any  practical  ther- 
apeutic application. 

Following  the  observations  of  Bing  and 
Zucker'56'  that  the  ischemic  kidney  is  capable 
of  converting  an  amino  acid  (without  pres- 
sor action)  into  an  amine  with  a  strong  pres- 
sor action,  Schroeder  and  Adams*571  found 
that  tyrosinase  (a  phenolic  oxidase  derived 
from  mushrooms,  capable  of  destroying 
angiotonin)  was  effective  in  lowering  blood 
pressure.  In  view  of  the  demonstration  of 
Prinzmetal  and  his  associates'58'  that  heat- 
inactivated  tyrosinase  has  a  similar  depres- 
sor effect,  it  seems  probable  that  a  nonspeci- 
fic pyrogen  reaction  similar  to  that  obtain- 
able with  typhoid  vaccine  is  responsible. 

Considerable  interest  has  been  aroused 
among  the  laity,  if  not  among  the  profes- 
sion, in  the  reduction  of  blood  pressure  by 
various  vitamins,  notably  vitamin  A.  While 
this  vitamin  has  been  shown  to  increase  ef- 
fective renal  flow,  glomerular  filtration  rate, 
and  tubular  secretory  capacity,  it  has  had 
no  effect,  favorable  or  unfavorable,  on  hy- 
pertension, nor  has  it  altered  normal  blood 
pressure  when  given  in  closes  of  100,000  to 
400,000  units  daily  for  periods  of  five  to 
ninety  days'69'. 

Pendergrass  and  his  associates*60'  have 
published  a  preliminary  report  on  the  use 
of  irradiation  to  the  pituitary  gland  in  a 
small  series  of  hypertensive  patients  who 
exhibited  positive  blood  tests  for  antidiuretic 

51.  (a)  Paste,  I.  H.,  and  others:  A  Progress  Report  on  Inves- 
tigations Concerned  with  the  Experimental  Treatment 
of  Hypertension  with  Kidney  Extracts,  Ann.  Int.  Med. 
18:29-42  (Jan.)  1943. 
(b)  Grollman.  A.,  Williams.  J.  R.,  Jr.,  and  Harrison,  T. 
R.:  EfTects  of  Renal  Extract  on  Hypertension,  Bull. 
New   York   Acad.   Med.   18:190-199    (March)    1942. 

55.  Schales,  O.,  Stead,  E.  A.,  Jr..  and  Warren.  J.  V.:  Non- 
specific Effect  of  Certain  Kidnev  Extracts  in  Lowering 
Blood  Pressure,   Am.   J.   M.   Sc.    201:797-809    (Dec.)    1912. 

56.  Bing.  R.  J.  and  Zucker.  M.  B. :  Renal  Hypertension  Pro- 
duced bv  an  Amino  Acid,  J.  Exper.  Med.  71:235-216 
(Sept.)   1911. 

57.  Schroeder.  H.  A.:  The  Effect  of  Tyrosinase  on  Arterial 
Hypertension,   Science   93:116    (Jan.    31)    1911. 

58.  Prinzmetal.  M..  and  others:  Effects  on  Arterial  Hyperten- 
sion of  Heat-Inactivated  Tyrosinase  Preparations,  Proc. 
Soc.  Exper.  Biol,  and  Med.  50:288-290   (June)    1912. 

59.  Taylor,  R.  D.,  and  others:  Effects  of  Large  Doses  of  a 
Vitamin  A  Concentrate  in  Normal  and  Hypertensive  Pa- 
tients, Am.  J.  M.  Sc.  206:650-667    (Nov.)    1943. 

60.  Pendergrass,  E.  P..  Hodes,  P.  J„  and  Griffith,  J.  Q.,  Jr.: 
Irradiation  of  the  Pituitary  Gland  in  Posterior  Lobe  Hy- 
perfunction  Controlled  bv  Biologic  Tests,  Am.  J.  Roent- 
genol. 46:673-682   (Nov.)    1941. 
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substances.  The  efficacy  of  such  treatment, 
initially  reported  as  50  per  cent,  is  still  un- 
certain, but  larger  series  of  cases  treated 
by  the  same  or  similar  methods,  with  care- 
ful laboratory  control,  should  settle  the  ques- 
tion definitely. 

During  the  past  decade,  the  surgical  treat- 
ment of  "primary  arterial"  or  "essential" 
hypertension  has  received  merited  consider- 
ation and  the  value  of  several  operative  pro- 
cedures, particularly  those  upon  the  sympa- 
thetic nervous  system,  has  been  established 
more  firmly'*8,611.  It  is  agreed  that  in  hyper- 
tension of  this  type,  the  principal  initial  dis- 
turbance in  pathologic  physiology  is  a  gen- 
eral increase  in  arterial  tone,  particularly  in 
the  arterioles,  which  offer  increased  periph- 
eral resistance  to  blood  flow,  thus  producing 
hypertension.  The  etiology  of  this  increased 
vascular  tone  in  human  hypertension  re- 
mains obscure,  but  whatever  its  cause,  the 
primary  object  of  sympathetic  system  surg- 
ery has  been  to  abolish  vasoconstrictor  tone 
over  a  large  area  by  denervating  the  vascu- 
lar beds  of  the  splanchnic  area  and  of  the 
lower  extremities.  At  present  four  related, 
yet  different,  operative  procedures  are  being 
employed  toward  this  end:  (1)  Supradia- 
phragmatic splanchnicectomy  and  lower  dor- 
sal ganglionectomy  (bilateral  removal  of  the 
tenth,  eleventh  and  twelfth  thoracic  sympa- 
thetic ganglia,  the  lesser  splanchnic  nerves, 
and  9  to  13  cm.  of  the  greater  splanchnic 
nerves,  Peet)'62';  (2)  subdiaphragmatic 
splanchnicectomy  (including  the  splanchnic 
nerves  as  they  enter  the  abdomen  and  the 
first  and  second  lumbar  ganglia,  Allen  and 
Adson) (c3):  (3)  transdiaphragmatic  splan- 
chnicectomy and  lumbodorsal  sympathec- 
tomy (removal  of  the  lower  four  thoracic 
sympathetic  ganglia  and  the  first  and  second 
lumbar  ganglia,  Smithwick) <64' ;  (4)  sub- 
total to  total  paravertebral  sympathectomy 

61.  (a)  Wllite,   J.   C,   and   Smithwick.   R.   H. :   The   Autonomic 

Nervous  System:  Anatomy,  Physiology,  and  Surgical 
Application,  ed.  2.  New  York,  The  Macmillan  Com- 
pany, 1941. 
(b)  Grimson,  K.  S.:  The  Surgical  Treatment  of  Hyper- 
tension: Collective  Review.  Internat.  Abstr.  Surg. 
(Surg.,  Gynec.  and  Obst.)  75:121-434  (N'ov.l   1848. 

62.  (a)  Peet,    M.    M..   Woods.    W.    W..    and    Braden.    S.:     The 

Surgical  Treatment  of  Hypertension:  Results  in  350 
Consecutive  Cases  Treated  by  Bilateral  Supradiaphrag- 
matic Splanchnicectomy  and  Lower  Dorsal  Sympa- 
thetic Ganglionectomy.  J. A.M. A.  115:1875-1885  (Nov. 
80)  1940. 
(b)  Woods.  W.  W..  and  Peet.  M.  M.:  The  Surgical  Treat- 
ment of  Hypertension:  Comparison  of  Mortality  Fol- 
lowlng  Operation  with  That  of  the  Wagener-Keith 
Medically  Treated  Control  Series,  J.A.M.A.  117:1508- 
1515   (Nov.  1)    1911. 

63.  Allen.  R.  V..  and  Ads-on.  A.  W.:  The  Treatment  of  Hyper- 
tension; Medical  versos  Surgical,  Ann.  Int.  Med.  14:288- 
■07    (Aug.)    10  1". 

61.    Smithwick,   U.    II.:    A    Technique   for   Splanchnic   Resection 
for     Hypertension:      Preliminary    Report.     Surgery     7:1-8 
I'll" 


(removal  of  the  stellate  ganglia,  the  thoracic 
chains,  the  celiac  ganglia,  and  frequently  the 
first  and  second  lumbar  ganglia,  Grim- 
son) 'Glb'. 

While  satisfactory  lowering  of  blood  pres- 
sure was  obtained  in  about  one  half  of  the 
patients  in  Peet's  series  and  in  approximate- 
ly one  third  of  those  treated  by  Adson, 
neither  of  these  two  procedures  has  re- 
ceived general  favor.  However,  the  postop- 
erative survival  statistics  of  Woods  and 
Peet"-'".  when  compared  to  those  reported 
by  Wagener  and  Keith'03'  for  patients 
treated  medically,  justify  their  statement"-" 
that  "surgical  treatment  offers  a  better  prog- 
nosis in  cases  of  severe  hypertension  than 
any  other  form  of  therapy  as  yet  reported." 
Objections  to  these  first  two  surgical  proced- 
ures have  been  based  on  the  grounds  that 
complete  denervation  of  the  lower  half  of  the 
body  is  not  achieved,  that  regeneration  is 
more  likely  to  occur,  and  that  they  have  not 
given  satisfactory  results  in  other  hands. 
Smithwick  logically  combined  the  two  oper- 
ations and  extended  the  areas  of  denerva- 
tion. In  his  preliminary  report'04'  of  38 
cases,  71  per  cent  had  had  significant  and 
persistent  lowering  of  the  blood  pressure. 
The  best  results  (87  per  cent)  were  obtained 
in  groups  I  and  II  (Wagener-Keith  classifi- 
cation), although  a  significant  effect  was 
noted  in  60  per  cent  of  the  patients  in 
groups  III  and  IV.  De  Takats  and  his  asso- 
ciates'00' have  also  reported  better  results 
with  the  Smithwick  procedure  than  with 
those  of  Peet  and  of  Adson.  Grimson,01b'  has 
recently  advocated  further  extension  of  the 
operative  field  to  include  subtotal  to  total 
paravertebral  sympathectomy.  His  prelim- 
inary results  have  been  sufficiently  encourag- 
ing to  warrant  continuation  of  the  operation 
with  various  modifications  according  to  the 
needs  of  the  individual  patient.  The  advan- 
tages seem  to  lie  in  the  more  persistent  low- 
ering of  blood  pressure,  the  slower  heart 
rate,  postural  hypotension  without  tachy- 
cardia, and  a  decreased  probability  of  sym- 
pathetic regeneration;  while  the  disadvan- 
tages are  listed  as  greater  operative  mor- 
bidity and  mortality,  decreased  vital  capa- 
city, difficult  postoperative  management,  bi- 
lateral Horner's  syndrome,  occasional 
chronic  nasal  congestion,  excessive  sweating 

85.  Wagener,  H.  P.,  and  Keith.  N,  M.:  Diffuse  Vrteriolar  Dis 
ease  with  Hypertension  and  the  Associated  Retina]  Le- 
sions, Medicine  I8:»1T-4B0   (Sept.)   1939. 

f.r,.    I).-    Takats,    B„    Ilcy.-r.    H.    P..    and    Keeton.    R.    W.:    The 
Surgical   Approach   to  Hypertension,   J.A.M.A.    11- 
(Feb.  i  o    1842. 
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in  patches,  prolonged  weakness  and  postural 
disability,  more  extensive  postoperative  pain 
and  psychic  trauma,  and  occasionally  de- 
creased sexual  power  in  the  male  patient. 

It  is  of  interest  that  subjective  improve- 
ment or  relief  of  distressing  symptoms 
(headache,  dizziness,  palpitation,  and  so 
forth)  is  achieved  by  surgery  in  over  50  per 
cent  of  patients  with  hypertension,  irrespec- 
tive of  blood  pressure  reduction.  The  actual 
mechanism  of  improvement,  both  subjective 
and  objective,  is  not  fully  understood,  but  it 
seems  very  likely  that  reduction  of  the  blood 
pressure  is  due  primarily  to  a  decrease  in 
peripheral  arterial  tone  rather  than  to  sig- 
nificant increase  in  the  basal  rate  of  blood 
flow  through  the  kidneys'07'. 

The  problem  of  selecting  patients  suitable 
for  operation  is  of  paramount  importance.  No 
unimpeachable  rules  have  been  formulated; 
each  patient  must  be  studied  and  evaluated 
individually.  Most  clinicians  and  surgeons 
agree,  however,  that  in  general  the  patient 
should  not  be  over  50  years  of  age,  nor 
should  he  have  very  advanced  arterial  dis- 
ease manifested  in  the  brain,  heart  or  kid- 
ney, since  the  benefit  will  be  limited  and  the 
mortality  high.  Grimson((!lb)  has  aptly  sum- 
marized the  situation  by  stating  that  "the 
lowering  of  the  blood  pressure  has  been  di- 
rectly proportional  to  the  extent  of  the  sym- 
pathectomy and  inversely  proportional  to 
the  severity  of  the  disease."  At  the  present 
moment,  the  Smithwick  procedure  seems 
satisfactory  and  attended  with  less  risk; 
however,  the  more  extensive  technique  of 
Grimson  may  be  required,  at  least  in  many 
patients,  when  the  therapeutic  results  have 
been  finally  evaluated. 

The  concept  of  unilateral  renal  disease  as 
a  cause  of  hypertension  seems  acceptable, 
for  in  a  few  instances  unilateral  nephrec- 
tomy of  the  diseased  kidney  has  been  fol- 
lowed by  lowering  of  the  blood  pressure"18'. 
The  results  of  other  reported  techniques, 
such  as  nephro-omentopexy,  nephro-myo- 
pexy,  renal  decapsulation  and  renal  denerv- 
ation, have  attracted  little  sustained  interest. 

67.    Talhott,  J.  H.,  and  others :  Renal  Biopsy  Studies  Correlated 
with    Renal    Clearance    Observations    in    Hypertensive    Pa- 
tients Treated  hv  Radical  Sympathectomy.  J.  Clin.  Investi- 
gation  22:887-304   (May)   1943. 
88.     (a)  White,  B.  V„  Durkee.  R.   E..  and  Mirabile.   Ci   Renal 

Hypertension :    A   Review  of   Its  Status.   Including   the 

Report   of     a    Case    of     Hypertension    Relieved     After 

Nephrectomy,    New    England  J.  Med.  228:277-283  (March 

I)   1943. 
(h)  Sensenbach.  W.:  Effects  of  Unilateral  Nephrectomy  in 

Treatment    of    Hypertension,    Arch.    Int.    Med.    73:123- 

130    (Feb.)    1944. 
(e)  Brooks.  R.  E. :  Hypertension   Due  to  Unilateral  Renal 

Disease;    Report  of   a   Case,    North   Carolina   M.   J.    4: 

111:1-465    (Nov.)    1913. 


Pericarditis 

Insufficient  emphasis  in  the  past  has  been 
given  to  pericardiostomy  in  the  treatment 
of  suppurative  (purulent)  pericarditis, 
which  in  untreated  cases  has  a  mortality 
rate  approaching  100  per  cent.  The  various 
techniques  of  drainage  proposed,  which  have 
reduced  the  mortality  figures  to  about  50 
per  cent,  have  been  reviewed  recently  by 
Strieder  and  Sandusky"59'.  These  authors 
reiterate  the  desirability  of  early  recognition 
and  treatment  when  the  optimal  condition 
for  surgery  exists.  Similarly,  the  necessity 
for  the  recognition  of  chronic  constrictive 
pericarditis  is  emphasized  by  the  reports  of 
Blalock  and  Burwell,7°'  and  of  Harrison  and 
White171',  which  have  shown  that  this  condi- 
tion can  be  cured  or  greatly  ameliorated  by 
surgery  in  more  than  50  per  cent  of  the  pa- 
tients. 

Conclusion 

A  brief  resume  of  some  of  the  more  recent 
ideas  in  the  treatment  of  cardiovascular  dis- 
ease has  been  presented.  While  significant 
advances  have  been  few,  considerable  prog- 
ress has  been  achieved  in  various  fields — 
notably  in  the  use  of  digitalis  and  the  puri- 
fied glycosides,  in  the  medical  treatment  of 
rheumatic  fever  and  bacterial  endocarditis, 
and  in  the  surgical  treatment  of  hyperten- 
sion and  of  patent  ductus  arteriosus. 

69.  Strieder,  J.  W.,  and  Sandusky.  W.  R.:  Pericardiostomy 
for  Suppurative  Pericarditis,  New  England  J.  Med.  225: 
317-326    (Aug.   28)    1941. 

70.  Blalock,  A.,  and  Burwell,  C  S.:  Chronic  Pericardial  Dis- 
ease: Report  of  28  Cages  of  Constrictive  Pericarditis.  Surg. 
Gynec.  and   Obst.   73:433-461    (Oct.)    1941. 

71.  Harrison,  M.  B..  and  White,  P.  D.:  Chronic  Constrictive 
Pericarditis:  A  Follow-Up  Study  of  87  Cases,  Ann.  Int. 
Med.  17:790-806   (Nov.)    1942. 


Increased  use  of  mineral  oil  may  have  serious  nu- 
tritional consequences.  Non-rationed  mineral  oil 
robs  the  body  of  at  least  two  of  the  fat-solub!e 
vitamins,  and  of  calcium  and  phosphorus,  according 
to  the  U.  S.  Department  of  Agriculture.  Mineral 
oil,  which  has  been  plentiful  and  relatively  cheap 
as  well  as  not  becoming  rancid,  has  been  used  in  in- 
creasing amounts  in  salad  dressings  and  in  such 
foods  as  salted  nuts,  potato  chips  and  doughnuts. 
Tts  prolonged  use,  however,  may  lead  to  deficiency 
ills  because  it  prevents  the  body  from  making  full 
use  of  some  of  the  most  important  essentials  in 
food.  Recent  studies  at  the  Arizona  Station  showed 
that  mineral  oil  not  only  cheated  the  user  of  vitamin 
A,  but  also  of  vitamin  D,  the  "sunshine  vitamin," 
and  calcium  and  phosphorus.  Rats  taking  mineral 
oil  needed  three  times  as  much  cod  liver  oil  to  sup- 
ply vitamin  D  as  those  not  given  the  oil.  Puppies 
fed_  mineral  oil  could  not  use  the  calcium  and  phos- 
nhorus  in  their  food  to  build  normal  bones. — Science 
News,  Science  (Supplement)   99:10   (June  2)   1944. 
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PATENT  DUCTUS  ARTERIOSUS 

WITH  SUPERIMPOSED  SUBACUTE 

BACTERIAL  ENDARTERITIS 

General  Considerations  and  Report  of  a 
Cure  by  Surgical  Ligation 

Macdonald  Dick,  M.D. 

and 

Robert  A.  Broome,  Jr.,  M.D. 

Durham 

Subacute  bacterial  endocarditis  is  a  very 
serious  complication.  The  site  of  the  infec- 
tion is  in  all  cases  a  tissue  previously  dam- 
aged, usually  by  rheumatic  fever.  The  fact 
that  congenital  anomalies  of  the  heart  may 
also  predispose  to  infection  with  Streptococ- 
cus viridans  is  not  well  recognized.  Even  less 
commonly  known  is  the  recently  developed 
surgical  treatment  of  simple  patent  ductus 
arteriosus,  which  restores  the  normal  physi- 
ology of  the  circulation  and,  in  infected 
cases,  may  cure  the  infection. 

In  the  fetus  the  ductus  arteriosus  is  a 
shunt  from  the  pulmonary  to  the  systemic 
vascular  circuit.  It  closes  off  usually  within 
twelve  weeks  after  birth.  If  the  vessel  re- 
mains open,  the  blood  flows  through  it  in  a 
direction  opposite  to  that  of  fetal  life,  pass- 
ing now  from  a  region  of  high  pressure  in 
the  aorta  to  the  pulmonary  artery,  where  the 
pressure  is  much  lower.  Thus  the  blood  in 
the  systemic  circulation  of  patients  with 
patent  ductus  arteriosus  is  saturated  with 
oxygen  to  a  normal  degree,  while  that  in 
the  pulmonic  circuit  contains  oxygen  at  a 
tension  higher  than  normal.  The  continuous 
stream  of  blood  flowing  swiftly  under  high 
pressure  through  the  patent  ductus  into  the 
pulmonary  artery  over  a  period  of  years  re- 
sults in  the  formation  of  atheromatous 
plaques  in  the  intima  of  the  ductus  and  the 
adjacent  pulmonary  artery'1'.  On  these  dam- 
aged surfaces  bacterial  vegetations  are  im- 
planted. The  two  swiftly  flowing  currents  of 
blood  meeting  at  the  entry  of  the  ductus  into 
the  pulmonary  artery  repeatedly  break  off 
bits  of  vegetations,  roughening  the  surface 
and  furthering  growth  of  the  bacteria.  Tour- 
off  has  pointed  out  that  the  abnormally  high 
oxygen  tension  in  the  pulmonary  artery  may 
also  favor  bacterial  growth.  Ligation  of  the 
ductus  lessens  each  of  these  hazards. 


From   the  Department   of  Medicine,   Duke   University   School 
of  Medicine,   Durham. 

1,    Ahhott,  M.  F.:  Alias  of  Congenital  Cardiac  Disease,  New 
York.  American  Heart  Association,  1 930. 


Presentation  of  Case 

The  patient,  Mrs.  C.  W.,  a  34  year  old 
white  school  teacher,  had  always  had  good 
health  and  had  led  an  active  life,  including 
participation  in  athletics.  She  had  never  had 
any  symptoms  of  cardiac  embarrassment, 
and  would  not  have  known  that  anything 
was  wrong  with  her  heart  had  not  a  school 
physician  mentioned  it  to  her  during  a  rou- 
tine examination  when  she  was  17.  There 
was  no  history  of  rheumatic  fever,  chorea,  or 
frequent  sore  throats. 

The  present  illness  began  on  March  8, 
1943,  when  she  felt  a  little  "sore  and  achy." 
The  next  day  she  arose  tired  and  weak,  but 
went  to  work.  She  felt  faint  during  the 
morning  but  managed  to  finish  the  day's 
work.  She  went  home  and  to  bed  with  head- 
ache and  moderate  prostration.  Her  temper- 
ature that  night  was  38.5  C.  (101.3  F.)  Her 
physician  saw  her  and  thought  that  she  had 
influenza,  which  was  then  epidemic  in  the 
vicinity.  After  some  time  in  bed  she  felt 
better,  but  fever  persisted.  After  being 
treated  with  atabrine  and  quinine  for  sev- 
eral days  without  improvement,  she  entered 
a  hospital,  where  she  remained  for  a  week. 
A  "non-hemolytic  streptococcus"  was  grown 
from  the  blood  stream.  While  in  the  hospital 
she  was  given  sulfonamides  in  unknown 
amounts,  but  without  much  improvement. 
She  continued  to  have  fever  after  she  re- 
turned home,  and  a  week  later — on  April  27, 
1943 — she  was  admitted  to  Duke  Hospital. 
During  her  illness  she  lost  about  10  pounds 
in  weight,  but  at  no  time  did  she  have  pain 
in  the  extremities,  abdomen,  or  chest,  nor 
spots  on  the  skin. 

0)i  physical  examination  the  temperature 
was  found  to  be  37  C.  (98.6  F.),  the  pulse 
110,  respiration  17.  Blood  pressure  (with 
the  patient  supine)  was  120  systolic,  60  dias- 
tolic. Her  height  was  67  inches,  her  weight 
98  pounds.  She  had  thin,  somewhat  drawn 
facies,  but  was  cheerful  and  cooperative.  The 
skin,  including  the  nails,  was  generally  a 
fairly  deep  yellow,  but  the  sclerae  were  not 
discolored ;  this  yellow  color  had  been  pres- 
ent since  atabrine  was  given,  and  was  fad- 
ing. No  petechiae  were  found  on  the  skin, 
palms,  soles,  conjunctivae,  fundi,  or  mucous 
membranes.  The  thorax  was  long  and  thin: 
expansion  was  good.  The  lungs  were  clear. 
The  heart  was  not  demonstrably  enlarged, 
but  its  overactivity  was  easily  detected  by 
observing  the  thin  chest  wall.  There  was  an 
intense  systolic  thrill  over  the  base.  The  first 
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sound  at  the  mitral  area  was 
loud  and  there  was  a  faint  sys- 
tolic murmur  which  was 
thought  to  be  transmitted  from 
the  base,  where  a  loud  continu- 
ous murmur,  accentuated  dur- 
ing systole,  was  heard.  It  was 
harsh,  of  medium  pitch,  and 
loudest  in  the  second  and  third 
interspaces  just  to  the  left  of 
the  sternum,  where  it  obscured 
the  heart  sounds.  The  abdomen 
was  flat;  the  liver  and  spleen 
were  not  palpable,  and  there 
was  no  tenderness.  There  was 
no  edema  or  cyanosis  and  no 
clubbing  or  tenderness  of  fing- 
ers or  toes. 

The  impression  was  that  the 
patient  had  a  patent  ductus 
arteriosus  with  no  lowering  of 
the  cardiac  reserve,  and  with 
superimposed  subacute  bacteri- 
al endarteritis.  All  subsequent 
studies  and  the  clinical  course 
confirmed  this. 

Course  in  the  hospital:  The  temperature, 
normal  on  admission,  showed  fluctuations 
between  37.5  C.  (99.5  F.)  and  38.5  C.  (101.3 
F.),  with  occasional  peaks  at  39  C.  (102.4 
F.).  The  pulse  rate  remained  around  100. 
The  white  blood  cell  count  ranged  from  10,- 
000  to  17,000  per  cubic  millimeter,  with  75 
to  80  per  cent  neutrophils.  The  hemoglobin 
was  65  to  70  per  cent.  Blood  cultures  taken 
during  the  ten  days  before  operation  showed, 
in  the  following  order,  55,  70,  65,  and  30 
colonies  of  Streptococcus  viridans  per  cubic 
centimeter. 

It  was  decided  that  ligation  of  the  patent 
ductus  was  the  treatment  of  choice.  In  prep- 
aration for  operation  the  patient  was  kept 
in  bed,  was  encouraged  to  eat,  and  was  given 
a  total  of  1500  cc.  of  whole  blood  in  four 
transfusions.  She  ate  well  and  her  strength 
increased  during  the  ten  days  preceding  op- 
eration. During  this  time  no  petechiae  were 
seen  and  there  was  no  pain  in  the  extrem- 
ities. 

Operation  was  performed  on  May  7,  1943, 
by  Dr.  Deryl  Hart. 

An  abstract  of  the  operative  note  follows : 
The  patient  was  placed  in  the  supine  posi- 
tion, with  the  left  arm  extended  above  the 
headrest  and  with  a  sandbag  under  the  left 
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Fig.  1.  Chart  illustrating  the  course  of  the  patient  in  the  hos- 
pital. The  temperature  became  normal  after  operation,  and 
remained  so.  The  white  blood  cell  count  was  normal  four  days 
postoperatively  and  subsequently.  Blood  cultures  were  positive 
on  four  occasions  preoperatively,  but  became  sterile  within 
two  hours  after  operation,  and  remained  so. 


thorax.  The  anesthetic  was  cyclopropane, 
given  under  positive  pressure  while  the 
thorax  was  open.  The  skin  incision  extended 
from  the  first  interspace  in  the  parasternal 
line  downward  and  laterally  beneath  the  left 
breast  to  the  anterior  axillary  line.  The 
breast  was  pulled  upward,  and  the  super- 
ficial thoracic  muscles  were  divided,  as  were 
the  costochondral  junctions  of  the  second 
and  third  ribs.  The  thorax  thus  was  entered 
through  the  third  interspace ;  the  second  and 
third  ribs  were  reflected  upward,  and  the 
heart  was  exposed.  After  gentle  blunt  dis- 
section, the  ductus  arteriosus  was  identified. 
It  was  about  2  cm.  in  diameter  and  less  than 
1  cm.  long.  A  strong  thrill  was  transmitted 
from  it  to  the  pulmonary  artery  and  aorta. 
The  loose  connective  tissue  around  the  ductus 
was  quite  vascular  and  was  suggestive  of 
inflammation.  The  heart  and  the  pericard- 
ium appeared  normal.  By  temporary  man- 
ual compression,  the  hemodynamic  effects  of 
closing  the  ductus  were  observed.  It  was  then 
doubly  ligated  with  heavy  braided  silk.  Blood 
pressure  before  closure  was  136  systolic,  66 
diastolic;  immediately  after  closure,  142 
systolic,  90  diastolic ;  five  minutes  after  clos- 
ure, 126  systolic,  82  diastolic;  ten  minutes 
after  closure,  118  systolic,  90  diastolic. 
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The  thorax  was  closed  and  a  xeroform 
gauze  dressing  applied.  The  left  arm  was 
bound  across  the  chest  by  an  adhesive  Vel- 
peau  bandage.  The  patient  stood  the  pro- 
cedure very  well,  without  signs  of  shock  or 
of  cardiac  or  respiratory  embarrassment. 

Following  operation  the  patient  steadily 
improved.  The  temperature  rose  to  37.5  C. 
(99.5  F.)  for  the  first  four  days,  but  there- 
after was  never  above  37  C.  (98.6  F.)  for 
the  twenty-one  days  before  discharge.  She 
was  allowed  to  sit  up  on  the  sixteenth  post- 
operative day.  At  this  time  there  was  still 
some  fluid  in  the  left  pleural  cavity.  This 
fluid,  which  had  accumulated  following  op- 
eration, disappeared  completely  in  less  than 
a  week  thereafter. 

The  patient  was  discharged  twenty-nine 
days  after  operation.  The  chart  of  her  course 
in  the  hospital  (fig.  1)  shows  in  a  dramatic 
manner  the  disappearance  of  infection  fol- 
lowing operation.  The  blood  pressure  be- 
came stabilized  at  110-115  systolic,  70  dias- 
tolic. On  subsequent  visits,  she  has  shown 
steady  improvement.  The  systolic  murmur 
decreased  in  intensity  and  by  December, 
1943,  was  almost  inaudible.  So  far,  seventeen 
months  after  operation,  she  is  well  and 
active. 

In  addition  to  the  successful  outcome  there 
are  two  interesting  features  of  this  case. 
The  first  concerns  the  x-ray  examinations. 
The  following  report  was  returned  on  fluoro- 
scopic and  film  studies  made  the  second  day 
after  admission :  "The  heart  is  not  enlarged, 
but  there  is  a  relative  prominence  of  the 
snadow  of  the  pulmonary  artery,  with 
marked  pulsations  of  the  pulmonary  conus. 
In  the  right  anterior  oblique  view,  the  pul- 
monary artery  is  larger  than  normal,  and 
there  is  a  peculiar  pointed  shadow  arising 
from  its  superior  portion.  Roentgen  kymo- 
gram  shows  strong  pulsations  along  the  left 
border  of  the  heart  shadow.  Pulsation  of  the 
pulmonary  artery  is  greater  than  that  of  the 
aorta.  Pulsations  of  the  right  auricle  and 
aorta  are  shallow.  The  findings  are  those  of  a 
congenital  heart  lesion,  possibly  patent  duc- 
tus arteriosus."  Fluoroscopy  was  repeated 
three  weeks  after  operation ;  the  cardiac  ac- 
tion was  more  nearly  normal  and  the  pulsa- 
tions of  the  pulmonary  artery  were  not  as 
great  as  before.  The  latest  roentgenographic 
studies  were  done  on  December  20,  1943, 
seven  months  after  operation,  and  the  find- 
ings were  practically  normal.    These  studies 


are  reported  because  of  the  fact  that  the 
roentgenologist  was  able  actually  to  see  the 
shadow  of  the  ductus. 

The  electrocardiographic  findings  are 
given  below  in  order  to  record  the  changes 
observed  during  illness  and  recovery.  A  rec- 
ord made  on  admission  showed  a  slurred 
QRS,  low  upright  Tu  inverted  T=  and  T3, 
and  rounded  upright  T4.  Another  record 
made  four  days  before  operation  showed  the 
T  waves  all  upright,  and  the  record  within 
normal  limits.  Eighteen  days  after  operation 
there  was  definite  flattening  of  the  T  waves, 
with  an  inverted  T4.  One  month  after  oper- 
ation Ti  was  flat,  T2  and  T3  inverted,  and 
T4  upright.  One  month  later — on  July  7, 
1943— Ti  was  flat,  T2  and  T3  were  more 
markedly  inverted,  and  there  was  low  volt- 
age of  QRS4.  On  December  20,  1943,  seven 
months  after  operation,  the  electrocardio- 
gram was  found  to  be  normal  again.  The 
cause  of  these  abnormalities  of  the  T  waves 
is  obscure.  It  will  be  noted,  however,  that 
the  waves  returned  to  normal  within  seven 
months  after  operation. 

Discussion 

The  surgical  treatment  of  congenital  heart 
disease  has  been  a  recent  development.  In 
1939,  the  first  successful  ligation  of  a  patent 
ductus  arteriosus  was  reported  by  Gross  and 
Hubbard'-'.  Before  the  operation  was  at- 
tempted in  human  patients,  it  was  perfected 
in  dogs'31. 

Several  surgeons  have  done  the  operation 
since;  by  1943,  at  least  140  ligations  had 
been  done  by  twenty-five  surgical  teams. 
Shapiro  and  Keys'"  have  summarized  the  re- 
sults as  follows:  Of  107  operations  on  pa- 
tients with  uninfected  ductus,  81  were  com- 
pletely successful,  14  were  completely  suc- 
cessful except  for  some  persistence  of  the 
murmur,  15  were  unsuccessful  (for  various 
reasons),  and  9  were  unsuccessful,  with 
death  after  operation;  of  33  operations  on 
patients  with  infected  patent  ductus,  20  were 
completely  successful,  5  resulted  in  death  at 
operation,  and  8  failed  to  rid  the  patients  of 
persistent  fever.  It  is  seen  that  the  mortality 
from  ligation  of  the  uninfected  patent  ductus 
arteriosus  is  less  than  10  per  cent.   The  data 

.'.  Gross,  K.  K.  .iril  Hubbard.  J.  P.:  Surgical  Ligation  or 
Patent  Ductus  Arteriosus;  Report  i>i*  First  Successful  (.'use. 
J.A.M.A.    112:729-731    (Feb.  25)    lean. 

3.  Bpplnger,  E.  C™  Burwell,  c.  S.,  and  Gross,  K.  E.:  Effects 

,,t    r.'itriit   Ductus   Arteriosus  on   Circulation,   J.   CHn.   In- 
vestigation   20:127-141    (March)    1941. 

4.  Shapiro.  M.  J.  and  Keys.  A.:  Prognosis  of  Untreated 
Patent  Ductus  Arteriosus  ami  Results  or  Sursa-al  Inter- 
vention,   Am.  J.   M.  Sc.   2uti:171-lS3    (Aug.)    1943. 
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also  indicate  that  ligation  of  the  infected 
patent  ductus  offers  a  better  than  even 
chance  of  cure,  against  almost  certain  death 
within  a  few  months  without  operation.  Op- 
eration is  thus  clearly  indicated  in  all  cases 
of  infected  patent  ductus,  unless  one  of  the 
two  absolute  contraindications  mentioned  by 
Touroff1""  can  be  shown  to  be  present.  These 
are:  (1)  definite  evidence  that  the  ductus  is 
open  as  a  compensatory  mechanism  for  some 
other  coexisting  lesion,  such  as  subaortic  or 
pulmonic  stenosis,  coarctation  of  the  aorta, 
and  so  forth;  (2)  strong  evidence,  in  in- 
fected cases,  that  the  vegetations  have 
spread  beyond  the  ductus  and  the  immedi- 
ately adjacent  portion  of  the  pulmonary 
artery — that  is,  into  the  aorta  or  onto  the 
heart  valves. 

In  uninfected  cases,  the  indications  for  op- 
eration as  outlined  by  Gross16'  are  as  follows : 
(1)  retarded  physical  development  in  chil- 
dren, from  5  years  to  adolescence;  (2)  the 
presence  or  history  of  cardiac  failure  or  em- 
barrassment in  any  form  (including  appre- 
ciable enlargement,  undue  increase  in  the 
rate  and  force  of  beat  after  mild  exercise, 
and  overactive  pulsation  shown  by  fluoro- 
scopy) ;  (3)  the  presence  of  reduced  vital 
capacity  to  the  degree  that  orthopnea  ap- 
pears. 

The  question  of  routine  ligation  of  all  un- 
complicated patent  ducti  has  been  raised. 
The  incidence  and  prognosis  of  the  disease 
must  be  considered  in  the  evaluation  of  this 
question. 

Congenital  malformations  of  the  heart  and 
great  vessels  account  for  5  to  12  per  cent  of 
the  cases  of  organic  heart  disease  in  chil- 
dren, and  for  1  to  2  per  cent  in  adults'71. 
Simple  patent  ductus  arteriosus  makes  up 
about  10  per  cent  of  these  cases  of  congenital 
heart  disease.  Bullock,  Jones,  and  Dolley"" 
state  that  the  prognosis  of  patent  ductus  is 
relatively  good  in  pediatric  practice  but  poor- 
er from  the  standpoint  of  the  cardiologist 
who  follows  the  patients  in  later  life;  the 
majority  of  patients  live  past  the  age  of  12, 
but  eventually  die  from  complications  of  the 

5.  Touroff,  A.  S.  W. :  Further  Experiences  in  Surgical  Treat- 
ment of  Subacute  Streptococcus  Viridans  Endarteritis 
Superimposed  on  Patent  Ductus  Arteriosus,  .1.  Tlmrac. 
Surg.   12:1-7    (Oct.)    1912. 

6.  Gross.  R.  E.:  Experiences  with  Surgical  Treatment  in  in 
Cases  of  Patent  Ductus  Arteriosus,  J. A.M. A.  115:1257-1202 
(Oct.  12)    194(1. 

7.  Wilson,  May  G.  and  Lubschez.  Rose:  Prognosis  for  Chil- 
dren with.  Congenital  Anomalies  of  the  Heart  and  Central 
Vessels,  J.  Pediat.  21:23-30   (July)   1042. 

B.  Ilullock,  L.  T..  Jones.  J.  C  and  Dolley,  F.  S. :  Diagnosis 
and  F.ffVi  ts  of  Ligation  of  Patent  Ductus  Arteriosus,  J. 
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lesion.  Of  the  80  patients  in  their  series, 
half  were  dead  by  the  age  of  30,  and  three- 
fourths  before  40.  No  less  than  half  the 
deaths  were  due  to  superimposed  bacterial 
endarteritis,  and  one  fourth  were  due  to  con- 
gestive heart  failure.  Infection  and  failure 
are  thus  the  two  chief  dangers  incident  to 
the  patent  ductus.  In  this  connection  it  has 
been  aptly  stated  by  Gross,  Emerson,  and 
Green1''"  that  "most  patients  with  patent  duc- 
tus arteriosus  show  little  or  no  disability 
during  childhood,  but  they  are  quietly  laying 
the  foundations  for  later  trouble  by  build- 
ing up  atheromatous  plaques  in  the  pulmon- 
ary artery,  which  may  later  become  the  site 
of  bacterial  vegetations,  or  else  they  are  so 
over-exercising  the  heart  that  decompensa- 
tion may  occur  one  or  two  decades  later." 

In  a  review  of  all  reported  cases  of  patent 
ductus  arteriosus  coming  to  autopsy,  Shapiro 
and  Keys141  found  that  80  per  cent  had  died 
from  complications  of  the  lesion ;  40  per  cent 
died  of  bacterial  endarteritis,  and  most  of 
the  remainder  died  of  congestive  failure. 
Furthermore,  those  patients  who  were  alive 
at  the  age  of  17  averaged  35  years  at  death, 
and  the  average  age  at  death  of  the  entire 
series  was  less  than  25  years. 

Apart  from  the  lowered  life  expectancy  of 
these  patients,  they  are  subject,  according 
to  the  degree  of  patency  of  the  ductus,  to  re- 
tarded physical  development,  to  orthopnea 
and  reduced  vital  capacity,  to  diminished 
cardiac  reserve  with  repeated  bouts  of  de- 
compensation, and  to  pulmonary  embolism. 
Much  has  been  said  against  ligation  as  a 
routine  measure,  for  unless  the  operation  is 
performed  in  early  childhood  it  cannot  pre- 
vent the  formation  of  the  intimal  plaques 
which  predispose  to  infection.  It  seems  en- 
tirely reasonable  to  us,  however,  to  suppose 
that  if  ligation  of  an  infected  patent  ductus 
will  cure  the  infection,  then  ligation  of  an 
uninfected  ductus  may  prevent  an  infection, 
regardless  of  plaques.  Since  ligation  cures 
infection  without  removing  plaques,  it  fol- 
lows that  cure  is  a  result  of  the  alteration 
of  some  other  factor  or  factors,  presumably 
hemodynamic  relations  and  pulmonary  ar- 
terial oxygen  tension.  While  it  is  true  that 
in  a  very  few  cases  infection  first  devel- 
oped after  ligation,  these  by  no  means  equal 
the  number  of  patients  who  failed  to  get  well 
after  operation  when  infection  was  already 

9.  Gross,  R.  E..  Emerson,  P.  and  Green,  H.:  Surgical  Oblit- 
eration of  Patent  Ductus  Arteriosus  in  7  Year  Old  Girl, 
Am.  J.  Dis.  Child.  59:554-oa9   (March)   1940. 
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present.  On  the  basis  of  the  above  reasoning, 
we  believe  that  it  would  be  wise  to  consider 
seriously  early  ligation  by  an  experienced 
surgeon  in  all  cases  of  patent  ductus  arterio- 
sus. 

Summary  and  Conclusions 

1.  The  subject  of  patent  ductus  arteriosus 
with  superimposed  subacute  bacterial  en- 
darteritis has  been  reviewed  and  dis- 
cussed. 

2.  A  case  has  been  reported  in  which  liga- 
tion effected  cure  of  the  infection. 

3.  It  has  been  suggested,  on  the  basis  of 
prognosis,  that  the  question  of  routine 
prophylactic  ligation  of  simple  patent 
ductus  for  the  purpose  of  prolonging  life 
expectancy  and  preventing  complications 
be  re-opened. 


THE  INTRAVASCULAR  ACCIDENT 

W.  H.  Sprunt,  M.D. 

and 
S.  W.  Hurdle,  M.D. 

Winston-Salem 

One  of  the  most  unfortunate  and,  at  pres- 
ent, most  unpredictable  casualties  to  which 
mankind  is  subject  is  the  interruption  of  the 
blood  flow  to  an  important  part  by  an  intra- 
vascular accident.  Sooner  or  later  in  the  ex- 
perience of  most  of  us  an  otherwise  normal 
postoperative'1'  or  postpartum  case  will  have 
a  sudden  and  tragic  outcome.  In  medical 
practice  we  know  that  vessel  obstruction  can 
be  blamed  largely  for  the  shocking  mortality 
in  patients  with  cardiovascular-renal  degen- 
erative disease. 

It  will  be  within  the  scope  of  this  presen- 
tation to  classify  broadly  the  abnormal  intra- 
vascular conditions  responsible  for  such  high 
mortality  and  morbidity  and  to  point  out 
some  of  the  present-day  methods  of  manage- 
ment. We  shall  be  concerned  principally 
with  the  conditions  known  as  thrombosis 
and  embolism.  Thrombosis  is  regarded  as  a 
stationary  obstruction  of  a  vein,  artery  or 
capillary.  Embolism  is  the  closure  of  a  vessel 
by  a  mass  which  floats  in  the  blood  stream 
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until  it  reaches  an  artery  too  small  to  permit 
its  passage. 

Venous  Thrombosis 

This  condition  assumes  three  important 
patterns  which  differ  markedly  as  to  cause, 
prognosis,  and  management  —  namely, 
thrombophlebitis,  phlebothrombosis,  and  a 
combination  of  the  two  known  as  propagat- 
ing thrombosis. 

Th  ro  in  b  oph  lebit  is 

Let  us  see  what  occurs  when  a  thrombus 
is  formed.  Murray  and  MacKenzie'-'  explain 
that  small  drifts  of  platelets  settle  out  from 
the  flowing  blood  in  the  region  of  irregular- 
ities in  the  tube.  First  white  cells,  then  red 
cells  are  deposited,  and  the  clot  soon  adheres 
to  the  vessel  wall.  During  the  first  twenty- 
four  hours  there  is  no  microscopic  change  in 
the  intima  or  vessel  wall  layers.  The  second 
step  is  a  further  slowing  of  the  blood  stream, 
the  formation  of  strands  of  fibrin,  and  firm 
attachment  of  the  clot  to  the  vessel  wall.  At 
seven  days  the  wall  and  thrombus  are  hardly 
distinguishable.  The  obstruction  to  the  flow 
of  blood  promptly  gives  rise  to  the  symptoms 
long  associated  with  non-infective  phlebitis, 
or  thrombophlebitis — namely,  pain,  tender- 
ness along  the  course  of  the  vessel,  swelling, 
and  fever.  The  complications  to  be  feared 
are  persistent  edema,  recurrent  streptococcic 
infection,  and  ulceration.  In  suppurative 
thrombophlebitis  particles  may  break  off  and 
move  into  the  blood  stream,  giving  rise  to 
pyemia  and  septic  infarcts  in  the  lung,  per- 
haps with  abscess  formation.  As  soon  as  this 
condition  is  diagnosed,  the  affected  vein 
should  be  ligated  and  sulfonamides  em- 
ployed. 

If  the  deeper  veins  are  thrombosed,  the 
picture  is  entirely  different.  The  patient  has 
a  stepladder  pulse,  increasing  fever,  pain 
over  the  instep,  and  a  small  pedal  pulse  re- 
sulting from  reflex  constriction  of  the  fem- 
oral artery.  When  the  larger  pelvic  veins 
are  involved  there  is  marked  swelling  of  the 
leg,  the  limb  is  livid  or  blue,  and  it  pits  on 
pressure. 

Phlebothrombosis 

Sometimes  the  progression  to  the  clotting 
stage  is  so  rapid  that  fibrin  deposit  and  or- 
ganization do  not  take  place.  In  this  case 
there  develops  the  so-called  red  thrombus,  to 
which  Ochsner  has  given  the  name  of  phlebo- 

1.    Murray.   G.   and   MacKemie.   R.:   Postoperative   Thrombosis 
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thrombosis.  Not  being  attached  to  the  vessel 
wall,  the  clot  may  easily  become  free  in  the 
blood  stream ;  in  fact,  a  massive  pulmonary 
infarction,  too  often  fatal,  may  be  the  first 
evidence  of  trouble.  Rarely  there  may  be 
such  warning  symptoms  as  a  sense  of  im- 
pending doom,  an  unexplained  increase  in 
the  pulse  rate,  and  tenderness  over  the  vein. 
The  sedimentation  rate  is  said  to  be  in- 
creased. 

Instant  and  precise  diagnosis  of  phlebo- 
thrombosis  is  mandatory  if  a  tragic  outcome 
is  to  be  avoided.  If  the  diagnosis  is  uncer- 
tain, x-ray  examination  may  be  helpful.  A 
tourniquet  is  first  placed  at  the  top  of  the 
thigh  and  tightened  just  enough  to  prevent 
circulation  in  the  superficial  veins.  Diodrast 
is  then  injected  into  a  vein  at  the  ankle,  and 
twenty  seconds  later  an  x-ray  picture  is 
made.  If  a  thrombus  is  demonstrated,  im- 
mediate ligation  of  the  vein  above  the  clot 
is  imperative.  The  femoral  is  the  vein  most 
commonly  involved.  If  ligation  is  done  early, 
it  may  be  made  at  the  level  of  the  saphenous 
opening;  if  later,  the  iliac  vein  may  be 
ligated ;  and  if  later  still,  it  is  possible  to  li- 
gate  the  vena  cava.  Krotoski'31  has  reported 
48  cases  in  which  this  operation  was  done 
successfully. 

When  pulmonary  embolus  occurs  as  a  com- 
plication of  phlebothrombosis,  24  per  cent  of 
the  patients  succumb  to  the  first  attack.  It 
has  been  shown  that  of  all  patients  suffering 
a  fatal  pulmonary  infarct.  70  per  cent  had 
had  a  previous  non-fatal  attack,  and  such  an 
attack  must  always  be  considered  a  warning 
of  more  to  follow.  Aloisio(4)  says  that  death 
in  patients  with  pulmonary  embolism  results 
from  reflexes  originating  in  the  nerve  end- 
ings of  the  lung  artery  walls  and  causing 
vasoconstriction  in  the  respiratory  center 
and  later  in  the  cardiac  center  of  the  me- 
dulla. He  cites  Frieberg  and  Ham  as  having 
proved  that  death  results  from  the  ensuing 
myocardial  ischemia.  To  combat  this  reflex 
vasospasm,  the  stellate  ganglion  may  be  in- 
jected with  novocaine.  Papaverine  in  doses 
of  1  grain  or  more  may  be  given  intraven- 
ously for  its  vasodilating  effect,  and  the  cer- 
vico-dorsal  sympathetic  ganglia  may  be  in- 
jected with  novocaine  for  the  same  reason. 
Oxygen  tents  are  of  value,  and  sulfadiazine 
may  be  used  to  control  secondary  infection. 
In  patients  with  non-fatal  infarcts  it  is  all- 
important  to  locate  the  thrombosed  vein 
where  the  emboli  originated  and  to  ligate  it 

:(.    Krotoski.  J.,  cited  by  Ochsner  and  deBakey(s). 

I.     Aloisio.   M.   R..   in   Rev.  med.   munic.   5:179    (Feb.)    1943. 


immediately  before  a  fatal  embolus  can  be 
dislodged. 

Propagating  thrombus 

The  propagating  thrombus  is  a  combina- 
tion of  the  fixed  or  white  clot  and  the  un- 
attached or  red  clot.  It  consists  of  a  soft  co- 
agulation mass  which  forms  in  the  stagnated 
blood  proximal  to  the  original  clot  and  rapid- 
ly extends.  This  complication  may  develop 
a  long  time  after  the  acute  thrombophlebitis 
has  subsided.  For  example,  a  patient  aged 
40  years  with  a  history  of  mild  phlebitis  fol- 
lowing childbirth  twenty  years  previously 
was  admitted  to  the  hospital  for  cystoscopic 
examination.  Twenty-four  hours  after  the 
examination  she  complained  of  pain  and 
swelling  in  the  left  ankle  (the  side  previous- 
ly thrombosed).  Very  shortly  after  these 
symptoms  were  noted,  the  calf  of  the  leg 
was  swollen,  the  color  mottled,  and  the  leg 
somewhat  cool.  A  diagnosis  of  propagating 
thrombus  was  made  and  immediate  ligation 
of  the  femoral  vein  advised.  This  was  at  first 
refused.  Later  the  same  day  consent  was 
given,  but  by  this  time  (eight  hours  since 
the  first  swelling  was  noticed)  it  was  felt 
that  the  clot  had  progressed  beyond  the  fem- 
oral vein.  The  abdomen  was  opened,  the  left 
common  iliac  vein  exposed,  and  a  clot  found 
to  be  present.  The  vein  was  ligated  proxim- 
ally  and  the  clot  Was  sucked  out  until  fluid 
blood  was  obtained.  The  vein  was  then  doubly 
ligated  and  the  patient  was  returned  to  bed, 
where  the  leg  was  kept  chilled  with  ice  to 
lower  metabolism.  Heparin  and  dicumarol 
were  given  for  ten  days  to  prolong  the  clot- 
ting time  of  the  blood.  The  patient  made  an 
uneventful,  but  very  slow,  recovery.  It  was 
felt  that  if  the  femoral  vein  could  have  been 
ligated  before  the  thrombus  progressed  be- 
yond that  point,  recovery  would  have  been 
much  more  prompt. 

Prevention  and  treatment  of  acute 
and  chronic  thrombophlebitis 

Regardless  of  the  explanation  for  the  oc- 
currence of  clotting  within  the  vessel,  we 
have  come  to  believe  that  it  is  preceded  by 
certain  conditions,  and  that  if  we  can  com- 
bat these,  we  will  have  made  headway  in  pre- 
venting the  serious  consequences  of  such 
occlusion.  The  predisposing  causes  which  we 
accept  are  slowing  of  the  circulation  and 
physical  changes  in  the  blood.  Injury  to  the 
vessel  wall  or  lining  is  a  questionable  factor 
and  probably  incidental. 
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Slowing  of  the  circulation,  according  to 
Ochsner  .  results  from  the  shallow  respira- 
tion, toxemia,  and  generally  weakened  state 
of  postoperative  patients.  To  offset  these 
conditions,  preoperative  care  should  include 
studies  in  prothrombin  and  clotting  time,  the 
avoidance  of  dehydration,  and  the  use  of 
blood  transfusions  when  necessary.  Accord- 
ing to  reports  quoted  by  Ochsner,  pre-exist- 
ing cardiovascular  disease  may  be  present  in 
as  many  as  90  per  cent  of  the  fatal  cases  of 
thrombosis  and  embolism.  The  poor  posture 
and  immobilization  formerly  so  common 
after  operation  undoubtedly  contribute  to 
slowing  of  the  circulation. 

Every  available  means  should  be  employed 
to  combat  this  condition  in  postoperative  pa- 
tients, including  early  change  in  position, 
massage,  passive  exercise,  deep  breathing, 
the  lessening  of  abdominal  distention,  avoid- 
ance of  tight  dressings  and  binders,  and  get- 
ting the  patient  out  of  bed  as  early  as  pos- 
sible. Sometimes  the  use  of  thyroid  extract 
to  stimulate  metabolism  proves  beneficial. 
Edema  resulting  from  inflammation  or  trau- 
ma may  compress  the  vessel  and  slow  the 
flow  of  blood. 

Reflex  vasospasm  of  collateral  vessels  fol- 
lows insult  to  any  blood  vessel  and  is  often 
extensive  and  prolonged.  It  is  responsible 
for  the  pain  and  early  ^lema.  The  impor- 
tance of  this  effect  on  the  normal  arteries 
and  veins  cannot  be  over-emphasized.  It 
should  be  countered  by  the  avoidance  of  such 
vasospastic  influences  as  smoking  and  expos- 
ure to  cold,  and  by  the  use  of  heat  and  such 
drugs  as  papaverine  and  atropine.  Probably 
the  most  effective  means  is  blocking  of  the 
lumbar  sympathetic  nerves.  This  procedure 
is  so  simple  that  it  should  be  available  to 
every  patient.  The  technique  is  briefly  as 
follows : 

The  patient  may  be  placed  in  the  prone 
position  with  pillows  under  the  abdomen  to 
straighten  the  spinal  curvature,  or  in  the 
lateral  decubitus  position  with  the  involved 
side  on  top.  This  latter  position  is  usually- 
more  comfortable  for  the  very  sick  patient. 
The  spinous  processes  of  the  lumbar  verte- 
brae are  identified,  and  wheals  of  anesthesia 
are  raised  two  fingers'  breadth  lateral  to 
the  spinous  processes,  over  the  transverse 
processes.  A  long  needle  is  then  passed 
through  each  wheal  down  to  the  transverse 

5.  Ochsner,  A.  and  dcB.il.ev.  M.:  Therapeutic  Considerations 
i  iliromimphlebitis  ami  Phlebotorombosts,  New  England 
i.  Med.  !!5:i  -    "     It41. 


process,  this  being  used  for  a  guide  as  to 
depth.  When  the  transverse  process  is 
touched,  the  direction  of  the  needle  is 
changed  either  up  or  down  to  avoid  it,  and 
the  needle  is  inserted  two  fingers'  breadth 
farther.  This  maneuver  will  bring  the  point 
of  the  needle  into  the  retroperitoneal  space 
near  the  lumbar  sympathetic  chain.  After 
aspiration  is  done  to  make  sure  that  the 
point  of  the  needle  is  neither  in  a  blood  ves- 
sel nor  in  the  dura,  5  cc.  of  1  per  cent  novo- 
caine  is  injected.  This  process  is  repeated 
for  each  of  the  four  lumbar  vertebrae. 

In  patients  with  thrombophlebitis  relief  of 
pain  usually  begins  before  all  four  injections 
have  been  made.  Such  sympathetic  nerve 
block  should  be  repeated  daily  as  long  as 
fever  persists.  Early  movement  should  be 
insisted  on,  and  edema  should  be  controlled 
by  the  use  of  ACE  or  rubber  bandages  when 
the  patient  is  out  of  bed. 

Little  is  known  of  the  physical  changi 
the  blood  which  .  accompany  or  precede 
thrombosis.  The  tendency  of  blood  to  clot 
within  the  vessel  is  usually  indicated  by  an 
increase  in  the  platelet  count,  in  the  pro- 
thrombin time,  and  in  the  clotting  time. 
These  alterations  are  likely  to  follow  opera- 
tion or  parturition,  particularly  in  the  pres- 
ence of  dehydration  and  demineralization. 
Such  blood  changes  are  noted  in  anemic  and 
obese  patients,  and  after  the  administration 
of  digitalis'01. 

Careful  pre-operative  examination  and 
preparation  can  do  much  to  prevent  these 
changes  in  the  blood.  Anti-coagulants  such 
as  heparin  and  dicumarol  have  also  been 
used  with  much  success.  Heparin  has  the  dis- 
advantage of  being  costly  and  of  requiring 
continuous  intravenous  administration  over 
a  long  period  of  time.  However,  at  the  Mayo 
Clinic.  Bryson  and  Code'71  found  that  finely 
powdered  heparin  in  a  mixture  of  beeswax 
and  sesame  oil  injected  intramuscularly  into 
dogs  increased  the  coagulation  time  about 
two  hours  after  administration,  the  effect 
lasting  from  seventeen  to  seventy  hours. 
Priestly  and  Judd  used  this  preparation  in 
5  patients,  giving  200  mg.  of  heparin  in  2  cc. 
of  a  10  per  cent  beeswax-oil  mixture.  A  dis- 
tinct rise  in  clotting  time  was  noted  within 
four  hours,  and  a  marked  increase  at  the  end 

albert.  \.  c.  Trump.  R.  \.  and  deTakats.  <•.  Effect  of 
Digitalis  on  the  Clotting  Mechanism,  Proe.  central  Soc. 
f.ir  riin.  Research.  J.A.M.A.  l!4:7Sa  (March  II)  l'Mi. 
?  Bryson.  .1.  r.  anrl  Code.  ('.  F. :  Prolonged  \nticoogulant 
tction  nf  Heparin  in  Beeswas  Mivturc.  Proc.  Staff  Meet, 
Mayo   ("Tin.    19:100-108    (Foe     el      1944. 
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of  eight  hours;  the  peak  was  reached  in 
twenty-four  hours,  and  was  maintained  for 
three  to  five  days.  No  harmful  reaction  was 
noted  in  any  case. 

Dicumarol  is  given  by  mouth,  but  its  effect 
does  not  begin  for  some  three  days.  It  has 
been  found  that  the  coagulation  time  may  be 
kept  at  fifteen  to  twenty  minutes  for  as  long 
as  necessary  by  repeating  the  drug  as  indi- 
cated by  determination  of  the  prothrombin 
time.  Thill,S)  has  found  that  5  mg.  of  dicum- 
arol given  to  dogs  in  a  single  close  produced 
a  prothrombin  time  of  twenty  minutes  two 
clays  after  administration.  Sclerosing  solu- 
tions which  he  injected  into  isolated  vein 
segments  resulted  in  thrombosis  in  only  20 
per  cent  of  these  animals  as  against  56.6  per 
cent  of  the  controls. 

Adams'9'  of  the  Lahey  Clinic  concludes 
that  with  the  use  of  antivasospastic  and 
anticoagulant  measures,  femoral  vein  liga- 
tion or  division  is  no  longer  necessary  in 
cases  of  uncomplicated  thrombophlebitis. 
However,  if  the  thrombosis  is  deep,  and  es- 
pecially if  a  warning  small  pulmonary  in- 
farct has  occurred,  the  femoral  vein  should 
be  ligated  or  divided. 

Miley'101  has  successfully  employed  ultra- 
violet irradiation  of  the  blood  in  a  number 
of  abnormal  conditions.  He  used  the  Knott 
technique,  in  which  a  calculated  amount  of 
blood  is  withdrawn  from  the  patient,  cit- 
rated,  and  re-transfused  after  being  irradi- 
ated with  a  measured  amount  of  ultraviolet 
rays.  He  found  this  method  useful  in  a 
varied  list  of  pyogenic  infections  and  espec- 
ially effective  in  acute  thrombophlebitis. 
General  vascular  dilatation  occurred  and 
was  followed  by  disappearance  of  pain  and 
tenderness,  fever,  and  edema,  in  the  order 
named.  He  feels  that  this  procedure  has 
much  promise  even  though  it  has  the  dis- 
advantage of  requiring  a  special  apparatus 
and  trained  technicians. 

In  cases  of  chronic  thrombophlebitis  fol- 
lowing acute  thrombophlebitis,  venous  and 
arterial  constriction  leads  to  persistent  ede- 
ma, and  this  in  turn  brings  about  subcutane- 
ous fibrosis.  The  danger  of  recurrent  infec- 
tion is  ever  present;  the  patient  is  apt  to  be 
disabled  by  pain  or  ulcer.    In    the    milder 

8.    Prevention    of    Venous    Thrombosis,    Current    Comment,    J. 
A.M. A.  184:778   (March  181    mil. 

I).  Adams,  R. :  Thrombophlebitis;  Diagnostic  Methods  antl 
Selection  of  Treatment.  S.  Clin.  North  America  23:835-841 
(.tune)  1943. 
1(1.  Mi  lev.  G.:  (a)  The  Control  of  Acute  Thrombophlebitis 
with  Ultraviolet  Bloocl  Irradiation  Therapy.  Am.  J.  Sure:. 
80:354-380  (June)  1943:  (b)  The  Knott  Technic  of  Ultra- 
violet Blood  Irradiation  in  Acute  Pyogenic  Infections, 
New  York  State  J.   Med.   42:38-46    (.Ian.   1)    1942. 


cases  reflex  dilatation,  obtained  by  applying 
heat  to  the  uninvolved  extremities  as  well  as 
to  the  abdomen,  tends  to  cause  the  involved 
part  to  become  warm  and  dry.  Repeated 
lumbar  sympathetic  block  with  novocaine  is 
also  most  beneficial.  Vasoconstricting  influ- 
ences, such  as  exposure  to  cold,  must  be 
avoided.  Sulfadiazine  is  given  one  week  out 
of  the  month  to  prevent  recurrent  strepto- 
coccic infection. 

In  the  more  persistent  or  more  severe 
cases,  recourse  must  be  had  to  lumbar  sym- 
pathectomy. This  gives  excellent  results  in 
most  of  these  cases.  It  is  now  done  through 
a  muscle-splitting  incision,  with  a  retroperi- 
toneal approach.  This  technique  carries  little 
risk,  and  the  patient  may  be  out  of  bed  in  a 
few  days.  Shumacker'111  reports  13  cases  in 
which  sympathectomies  were  performed  on 
patients  with  leg  ulcer  or  chronic  edema 
and  pain  following  a  thrombophlebitis.  Four 
out  of  6  leg  ulcers  healed  without  swelling; 
the  other  2  healed  when  pressure  dressings 
were  applied.  We  have  performed  this  op- 
eration on  1  patient  with  a  leg  ulcer,  which 
promptly  healed,  and  in  2  cases  of  pain  and 
swelling,  which  were  largely  relieved. 

Arterial  Emboli 

The  source  of  arterial  emboli  is  usually 
the  left  side  of  the  heart  or  possibly  degen- 
erated plaques  in  the  aorta.  The  cardiac  le- 
sions most  often  responsible  for  them  are 
mitral  stenosis  and  myocardial  thrombi.  The 
mass  is  carried  in  the  blood  stream  until  the 
vessel  becomes  too  narrow  to  permit  its  pas- 
sage. This  usually  occurs  at  a  bifurcation  of 
an  artery,  and  the  location  is,  in  order  of 
frequency,  the  femoral,  iliac,  aortic,  brachial, 
and  popliteal  arteries.  The  incidence  of  ar- 
terial emboli  is  especially  high  in  the  obese. 
Their  seriousness  is  attested  by  the  figures 
of  Danzis'121,  who  states  that  87  per  cent  of 
the  patients  who  were  not  operated  upon 
within  two  weeks  died,  while  the  remainder 
required  major  amputations.  The  first  re- 
corded attempt  at  embolectomy  was  made  by 
Severeau  of  Bucharest  in  1894.  This  was  un- 
successful, and  it  was  not  until  1911  that  a 
successful  operation  was  recorded.  Georges 
Labay  of  Paris  then  removed  an  embolus 
from  the  femoral  artery.  In  1922,  246  cases 
were  collected  from  the  literature1131,  145  of 

11.  Shumacker.  J.  B.,  Jr.:  Sympathectomy  in"  the  Treatment 
of  Peripheral  Vascular  Disease,  Surgery  13:1-20  (Jan.) 
1948. 

12.  Danzis,  Max:  Arterial  Embolectomy,  Ann.  Surg.  98:249-272 
(Aug.):     122-137    (Sept.)     1933. 

13.  Key,    Einar,   cited   by   Danzis(12). 
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which  were  in  Sweden.  As  late  as  1928  only 
20  cases  had  been  reported  in  the  United 
States  and  Canada. 

The  onset  of  sudden,  violent  pain  in  a  limb 
always  suggests  arterial  embolus.  If  in  addi- 
tion blanching,  loss  of  sensation,  and  loss  of 
local  heat  are  present,  the  diagnosis  is  usual- 
ly clear.  The  presence  of  valvular  heart  dis- 
ease strengthens  the  diagnosis  still  further. 
Arterial  embolus  must  be  differentiated  from 
arteriosclerosis,  arterial  spasm,  Buerger's 
disease,  and  thrombophlebitis.  When  the 
embolus  lodges  in  the  artery  severe  vaso- 
spasm begins  immediately.  This  is  believed 
to  account  for  much  of  the  pain  and  for  some 
of  the  disastrous  results. 

In  the  aorta  the  most  usual  spot  for  an 
embolus  to  lodge  is  at  the  bifurcation.  If  op- 
eration is  not  done  promptly  about  92  per 
cent  of  emboli  in  this  location  are  fatal.  Of 
the  19  reported  successful  embolectomies  of 
the  aorta,  all  but  3  were  done  in  the  first  six 
hours.  In  1943  Murray'14'  reported  5  success- 
ful operations;  in  all  of  these  heparin  was 
used. 

In  the  treatment  of  arterial  embolus  early 
diagnosis  is  most  important.  If  the  case  is 
seen  during  the  first  twelve  hours,  one  is  jus- 
tified in  first  giving  papaverine  intravenous- 
ly and  performing  a  sympathetic  nerve 
block  with  novocaine.  This  treatment  must 
not  be  allowed  to  delay  surgery  for  longer 
than  an  hour  unless  marked  improvement 
results.  The  surgical  procedure  of  choice  is 
emboleetomy.  After  the  first  twelve  hours 
ai'terieetomy  will  probably  be  necessary. 
The  section  of  artery  where  the  embolus  has 
lodged  is  ligated  and  removed.  This  proce- 
dure tends  to  prevent  secondary  thrombi  and 
also  helps  to  abolish  vasospasm  in  the  con- 
tiguous vessels.  When  possible,  periarterial 
or  lumbar  sympathectomy  is  combined  with 
emboleetomy  and  with  arteriectomy. 

Heparin  and  dicumarol  are  commonly  used 
in  cases  of  arterial  embolism  before,  during 
and  after  operation.  The  purpose  is  not  to 
dissolve  the  already  formed  thrombus  but  to 
prevent  further  emboli  from  forming. 

Coronary  Disease 

Inasmuch  as  current  attention  is  focused 
upon  the  enormous  increase  in  cardiovascu- 
lar deaths,  let  us  give  some  consideration  to 
closure  occurring  in  the  coronary  system. 

]  I.    Murray.    G. :    Aortic    Emboleetomy.    Sur?..    C.vnor.    &    Obst 
77:157-1(15    (Ane.l    19IS. 


Myocardial  infarction  may  result  from 
gradual  occlusion  of  the  coronary  branch  as 
a  result  of  sclerotic  changes,  or  from  sudden 
occlusion  by  thrombosis,  hemorrhage  in  the 
arterial  wall,  or  rupture  of  a  subintimal 
lipoid  abscess. 

Whatever  the  cause  of  occlusion,  the  insult 
to  the  vessel  begins  a  sequence  of  events 
which  determine  the  seriousness  of  the  at- 
tack. Falk115'  has  pointed  out  the  necessity 
for  prompt  diagnosis  and  treatment  directed 
toward  protecting  "uninvolved  areas  of  the 
mvoeardium  from  vasoconstrictive  reflexes 
which  might  either  extend  the  area  of  in- 
farction or  induce  fatal  ventricular  fibrilla- 
tion .  .  .'"  The  prompt  relief  of  pain  and  anx- 
iety by  the  intravenous  use  of  papaverine, 
and  morphine  if  necessary,  will  reduce  shock 
pnd  limit  the  vasospasm.  The  use  of  atropine 
is  justified  in  an  effort  to  lessen  the  vasral 
constriction.  Experimental  ligation  of  a 
coronary  artery  causes  reflex  spasm  in  the 
collateral  coronary  vessels,  producing  an  ex- 
tended area  of  ischemia  and  infarction.  Falk 
cites  the  work  of  others  who  have  shown  that 
coronary  ligation  in  dogs  produces  a  general- 
ized coronary  vasoconstriction.  This  is  con- 
ceded to  be  largely  responsible  for  the  severe 
pain,  the  shock,  the  low  arterial  tension,  and 
the  ectopic  systoles  which  precede  ventricu- 
lar fibrillation,  myocardial  failure,  and  pul- 
monary embolism — the  three  leading  causes 
of  sudden  death  in  coronary  disease. 

Ye  utricular  fibrillation 

The  sections  of  the  myocardium  contain- 
ing infarcts,  ischemia  and  vasospasm  are 
considered  to  be  the  hyperirritable  foci  for 
extrasystoles  which  may  lead  eventually  to 
the  establishment  of  ventricular  fibrillation. 
Routine  administration  of  quinidine  sulfate 
has  been  advocated  by  many  and  apparently 
has  reduced  the  likelihood  of  extrasystoles' 
progressing  to  a  fatal  ventricular  fibrillation. 

Pulmonary  embolism 

This  is  a  surprisingly  frequent  cause  of 
fatality  in  coronary  occlusion.  Woods  and 
Barnes'161  state  that  it  accounted  for  10  per 
cent  of  their  mortalities.  Most  of  these  em- 
boli probably  originate  in  the  iliac  artery 
and  result  from  the  shock,  low  arterial  ten- 
sion,   and    immobilization    incident    to    the 

15.  Falk.  O.  r.  J.:  The  Cauie<  ami  Prevention  of  Sudden 
Death  in  Coronary  Disease,  .1.  \.M.A.  111:1151-:  Aus.  IS) 
Hi  12. 

]r,.  Woo,l*.  R.  M.  and  Barnes.  A.  R.:  Factor*  Influencing  Im- 
mediate Mortality  Rate  Followins  Acute  Coronary  Occlu- 
sion.  Froc.   staff  Meet..   Mayo  Clin.   I6:J«l-l*s     v 
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coronary  accident.  Here  again  early  diagno- 
sis, followed  by  massage,  passive  exercise, 
and  agents  to  combat  vasospasm,  may  be 
life-saving. 

Treatment  of  coronary  occlusion 

There  has  been  no  great  advance  in  the 
management  of  this  ominous  condition. 
Harrison,  White  and  many  others  are  advo- 
cating somewhat  shorter  periods  of  bed  rest 
for  the  average  patient  with  coronary  oc- 
clusion. Doles11  T>  has  pointed  out  the  seem- 
ing paradox  that  the  prothrombin  time  was 
found  to  be  below  normal  in  tests  made  with- 
in twenty-four  hours  after  coronary  occlu- 
sion. He  then  made  prothrombin  estimations 
on  457  patients,  of  whom  8  later  developed 
acute  occlusion  and  5  had  had  occlusions 
when  they  were  seen.  In  none  of  them  did 
occlusion  occur  until  the  prothrombin  time 
was  below  70  per  cent  of  the  normal.  On  the 
basis  of  these  findings  he  assumed  that  if 
the  prothrombin  time  were  restored  to  nor- 
mal, occlusion  of  the  coronaries  might  be 
prevented,  or  if  it  had  already  occurred,  un- 
fortunate sequelae  might  be  lessened.  Vita- 
min K  was  used  for  this  purpose  and  main- 
tainence  doses  were  determined  by  repeated 
prothrombin  studies.  Doles  felt  that  the  con- 
valescence of  patients  with  coronary  occlu- 
sion was  easier  and  myocardial  damage  con- 
siderably less.  Moreover,  acute  occlusion  did 
not  take  place  in  those  whose  prothrombin 
levels  were  normal  or  were  kept  within  nor- 
mal limits. 

Often  the  occlusion  of  the  coronary  ar- 
teries is  of  the  chronic  type,  with  incomplete 
obstruction  to  the  blood  flow  giving  rise  to 
the  anginal  pattern  of  pain  following  physi- 
cal or  emotional  strain.  Extensive  research 
has  been  done  in  an  effort  to  promote  the  es- 
tablishment of  adequate  collateral  blood  sup- 
ply to  the  ischemic  myocardium.  Encourag- 
ing results  have  been  reported  from  the  use 
of  sex  hormones,  from  total  thyroidectomy, 
from  blocking  or  resection  of  the  sympathet- 
ic nerves,  from  muscle  transplants  to  the 
myocardium,  and  from  artificial  pericarditis 
induced  by  the  injection  of  counter-irritants 
such  as  asbestos.  While  selected  cases  have 
shown  improvement,  no  definite  promise  can 
as  yet  be  assigned  to  these  procedures. 

Summary 

The  cost  of  vascular  occlusion  in  terms  of 
mortality    and  morbidity  has  been    pointed 

17.    Doles.  H.  M.:  Prothrombin  Determinations  in  Acute  Coron- 
ary Occlusion,  South.  M.  J.  36:  709-713   (Nov.)   1943. 


out.  Certain  conditions  which  obstruct  cir- 
culation in  the  veins  (thrombophlebitis, 
phlebothrombosis,  propagating  thrombus) 
and  in  the  arteries  (thrombus,  embolism) 
have  been  described.  The  causes  have  been 
discussed  and  present-day  methods  of  pre- 
vention and  treatment  have  been  outlined, 
especially  those  which  combat  slowing  of  the 
circulation  and  changes  in  the  physical  char- 
acter of  the  blood. 

Abstract  of  Discussion 

Dr.  Frank  B.  Marsh  (Salisbury):  Just  in  the  last 
two  weeks  a  patient  of  mine  developed  thrombo- 
phlebitis of  his  femoral  vein  about  ten  days  after 
a  posterior  gastro-enterostomy.  There  was  swelling 
of  the  leg,  a  rise  of  temperature,  and  all  of  the  usual 
manifestations.  The  femoral  vein  was  ligated  just 
below  the  ligament,  with  remarkable  results.  The 
swelling  immediately  went  down,  the  patient's  tem- 
perature dropped  to  normal  in  just  a  few  days,  and 
his  whole  appearance  was  so  entirely  different  that 
the  treatment  readily  could  be  called  miraculous. 
Being  an  internist  and  not  having  seen  such  an  op- 
eration done  before,  I  was  very  skeptical  to  begin 
with,  but  I  was  amazed  at  the  results  that  were  ob- 
tained. 


THE  INCREASING  INCIDENCE  OF 

TOXEMIAS  OF  THE  THIRD  TRIMESTER 

OF  PREGNANCY 

Richard  B.  Dunn,  M.D. 
Greensboro 

The  incidence  of  toxemias  of  late  preg- 
nancy among  my  private  obstetrical  patients 
has  increased  markedly  during  the  last  year. 
Several  other  obstetricians  have  told  me  that 
they  have  noticed  a  similar  increase.  My 
own  theory  about  the  cause  of  this  increas- 
ing incidence  of  toxemias  is  that  it  is  due  to 
the  indirect  accumulated  strain  placed  on  the 
mother  during  war  years. 

For  many  years  the  subject  of  toxemias 
was  confused  by  the  varied  classifications 
employed.  It  was  impossible  for  different 
groups  to  discuss  the  subject  clearly.  The 
American  Committee  on  Maternal  Welfare 
in  1939  recommended  the  following  classi- 
fication of  toxemias : 

Group  A.    Diseases  not  peculiar  to  pregnancy 
I.    Hypertensive  disease   (hypertensive  cardio- 
vascular disease) 

(a)  Benign   (essential  hypertension) 

(b)  Malignant 
II.    Renal  disease 

(a)   Nephrosclerosis   or    chronic    vascular 
nephritis 
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(b)  Glomerulonephritis 

1.  Acute 

2.  Chronic 

(c)  Nephrosis 

1.  Acute 

2.  Chronic 

(d)  Other  forms  of  severe  renal  disease 
Group  B.    Disease  dependent  on  or  peculiar  to 

pregnancy 
I.    Preeclampsia 

(a)  Mild 

(b)  Severe  (preconvulsive) 
II.    Eclampsia 

(a)    Convulsive 

ibi    Noneonvulsive    (coma   with   findings   at 
autopsy  typical  of  eclampsia) 

Group  C.    Vomiting  of  pregnancy 

Group  D.    Unclassified  toxemias 

In  519  consecutive  private  patients  who 
have  come  to  me  in  the  last  four  years  there 
nave  been  39  cases  of  toxemia  of  pregnancy. 
In  1940  the  incidence  was  1.3  per  cent;  in 
1942,  3.2  per  cent;  in  1943,  6.2  per  cent.  For 
the  first  four  months  of  1944  the  incidence 
was  SS  per  cod.  There  was  no  change  in  the 
incidence  of  toxemias  before  the  twenty- 
fourth  week.  The  classification  committee 
states  that  "the  twenty-fourth  week  is  arbi- 
trarily selected  as  the  dividing  line  between 
preexisting  disease  and  acute  hypertensive 
disease  in  the  preeclampsia  and  eclampsia 
group  because  symptoms  among  the  former 
group  almost  always  become  evident  before 
the  twenty-fourth  week  and  symptoms  of  the 
latter  commonly  develop  after  the  twenty- 
fourth  week." 

Of  the  26  patients  with  toxemia  in  this 
series  up  to  January  1.  1944.  20  had  mild 
preeclampsia,  with  systolic  blood  pressures 
between  140  and  160  and  diastolic  pressures 
between  90  and  100.  Slight  albuminuria  and 
edema  were  present  in  most  cases.  There 
were  3  cases  of  severe  preeclampsia  charac- 
terized by  a  systolic  blood  pressure  above  160 
and  a  diastolic  pressure  over  100.  In  no  case 
did  eclampsia  develop.  There  were  3  cases 
belonging  in  group  A  of  the  Maternal  Wel- 
fare Committee's  classification — 1  case  of 
benign  hypertensive  cardiovascular  disease 
and  2  of  chronic  vascular  nephritis.  There 
were  only  3  fetal  deaths  in  these  26  cases — 
2  occurring  in  the  cases  of  chronic  vascular 
nephritis,  in  which  pregnancy  had  to  be  in- 
terrupted before  the  sixth  month.  The  other 
fetal  death  occurred  in  a  breech  presentation 
and  was  due  to  intracranial  hemorrhage. 
Apparently  the  toxemia  played  no  part. 
There  were  no  maternal  deaths. 

In  the  13  cases  of  toxemia  seen  from  Jan- 
uary 1  to  May  1,  1944.  there  have  been  9 
mild    and    2    severe  cases  of    preeclampsia. 


There  was  1  case  of  portpartum  eclampsia. 
This  patient  was  a  24  year  old  red-headed 
primipara  who  had  no  symptoms  of  toxemia 
until  she  was  admitted  to  the  hospital  in  la- 
bor, with  a  blood  pressure  of  140  systolic, 
100  diastolic,  and  albuminuria  (3  plus).  She 
did  not  appear  toxic,  but  the  blood  pressure 
rose  to  160  systolic.  110  diastolic  at  the  time 
of  delivery.  Eight  hours  later  she  had  a  con- 
vulsion lasting  three  minutes.  She  responded 
readily  to  treatment  and  made  an  unevent- 
ful recovery.  There  was  also  1  case  of 
chronic  vascular  nephritis.  There  were  2 
fetal  deaths,  both  due  to  prematurity.  One 
occurred  in  the  case  of  chronic  vascular  ne- 
phritis :  the  other  resulted  when  a  patient 
in  the  severe  preeclampsia  group  started  in 
labor  spontaneously  at  the  thirty-second 
week. 

The  majority  of  the  cases  of  toxemia  fall 
into  group  B  of  the  classification;  conse- 
quently the  treatment  of  this  group  is  by  far 
the  most  important.  If  adequate  prenatal 
care  is  given,  preeclampsia  can  almost  al- 
ways be  diagnosed  before  it  becomes  severe. 
Mild  preeclampsia  is  treated  by  diet,  rest, 
and  perhaps  saline  laxatives.  Fortunately 
most  of  th>  -  ses  respond  to  treatment.  A 
certain  number,  however,  progress  into  a  se- 
vere preeclampsia  in  spite  of  anything  we 
can  do.  If  in  such  cases  the  pregnancy  has 
progressed  far  enough  so  that  there  is  prac- 
tically no  doubt  that  the  baby  will  live,  I 
believe  that  delivery  should  be  effected  at 
once — either  by  induction  of  labor  or  by 
cesarean  section,  depending  on  the  individ- 
ual case.  If  severe  preeclampsia  develops  be- 
fore the  thirty-sixth  week  the  problem  is 
much  more  difficult.  I  believe  in  most  in- 
stances we  should  watch  the  mother  very 
carefully  and  try  to  allow  the  pregnancy  to 
advance  to  the  point  where  the  baby  will 
have  a  good  chance  for  survival.  If  the  pa- 
tient is  rapidly  growing  worse  one  may  be 
forced  to  effect  delivery  at  once.  In  such 
eases  it  is  extremely  important  that  we  do 
our  utmost  to  deliver  a  live  baby.  In  succeed- 
ing pregnancies  the  woman  is  very  apt  to 
have  a  recurrence  of  the  hypertension  and 
other  symptoms  of  toxemia.  She  may  never 
be  able  to  get  as  far  with  another  pregnancy, 
and  she  may  even  require  some  sterilization 
procedure. 

As  far  as  I  know  there  is  nothing  that  is 
extremely  new  in  the  treatment  of  eclampsia. 
Different  obstetricians  use  somewhat  differ- 
ent methods.    All.  however,  use  intravenous 
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glucose  solutions  and  some  form  of  sedation, 
often  in  combination  with  magnesium  sul- 
fate. The  chief  point  of  disagreement  is 
whether  cesarean  section  should  be  per- 
formed on  a  patient  who  is  having  convul- 
sions. Most  obstetricians,  however,  believe 
that  cesarean  section  should  not  be  done  until 
forty-eight  hours  after  the  convulsions  have 
ceased.  I  am  in  hearty  agreement  with  this 
viaw. 

Conclusion 

My  purpose  in  giving  this  paper  has  been 
to  bring  before  you  for  thought  and  consid- 
eration the  increasing  incidence  of  the  tox- 
emias of  late  pregnancy.  If  my  theory  of 
"war  nerves"  is  at  least  partly  correct  it  is 
probable  that  this  increase  is  temporary.  By 
exercising  even  greater  care  in  prenatal  ex- 
aminations we  can  recognize  these  toxemias 
in  an  early  stage,  when  treatment  is  most 
effective.  Thus  we  can  prevent  serious  dam- 
age to  the  cardiovascular-renal  system  and 
allow  most  of  our  patients  to  be  delivered 
of  a  live  baby. 

Abstract  of  Discussion 

Dr.  James  Lounsbury  (Wilmington):  I  wonder 
whether  this  increase  in  toxemias  of  pregnancy  is 
localized  or  state-wide.  While  I  have  no  figures,  it 
is  my  impression  that  the  incidence  of  toxemias  in 
my  own  practice  is  definitely  less  now  than  it  was 
two  or  three  years  ago.  I  rather  attributed  this  to 
the  increased  standard  of  living  in  Wilmington 
which  has  resulted  from  the  war. 


In  a  sense  scientists  are  responsible  for  the  ap- 
palling complexities  in  human  relations  that  have 
developed  within  a  few  generations.  They  have 
made  it  possible  to  weave  the  threads  that  now  es- 
sentially tie  every  individual  to  every  other  individ- 
ual in  the  world.  There  is  no  way  these  ties  can 
ever  be  broken  and  isolation  can  never  return.  Con- 
sequently scientists  and  educators  and  industrialists 
and  statesmen  and  public  servants  and  all  others 
who  toil  with  brains  or  hands  must  learn  the  lesson 
from  both  war  and  industry  that  only  through  high 
purpose  and  honest  cooperation  can  worthy  goals 
be  achieved.  If  this  lesson  is  not  learned,  then  the 
desolation  and  misery  that  one  darkly  brooding 
spirit  has  caused  to  be  heaped  on  Europe  will  in- 
evitably be  spread  over  all  the  world. — F.  R.  Moul- 
ton:  The  Middle  Man,  A.A.A.S.  Bulletin  3:42  (June) 
1944. 


It  is  an  interesting  fact  that  no  wars  of  signifi- 
cance have  ever  been  waged  over  medical  problems. 
People  have  fought  over  about  every  other  problem 
imaginable.  Wars  over  religion,  over  commerce, 
trade  and  industry,  over  boundaries,  over  races  and 
sects,  over  royal  and  legal  decrees,  over  social  and 
economic  questions  but  never  over  medicine.  In  fact, 
medicine  has  been  throughout  the  centuries  one  of 
the  great  unifying  agencies  to  bring  the  peoples  of 
the  earth  together.  David  J.  Davis,  M.D.,  Diplomate, 
Jan.   1944. 


THE  MEDICAL  MANAGEMENT  OF 
GALLBLADDER  DISEASE 

S.  F.  LeBauer,  M.D. 
Greensboro 

The  wide  divergence  of  opinion  concern- 
ing the  management  of  gallbladder  disease 
has  prompted  this  attempt  to  evaluate  the 
prevailing  concepts  and  possibly  to  indicate 
a  future  trend. 

That  lesions  of  the  gallbladder  and  bile 
passages  are  exceedingly  common  among  the 
general  population  of  middle  age  and  beyond, 
and  that  they  occur  predominantly  in  the 
female  sex  are  well  recognized  facts.  Gall- 
bladder disease  is  by  far  the  most  common 
upper  abdominal  ailment,  and  for  this  rea- 
son deserves  our  most  thoughtful  consider- 
ation. Mentzer111  of  the  Mayo  Clinic  reported 
that  in  612  routine  postmortem  examina- 
tions 62  per  cent  of  the  patients  showed  evi- 
dence of  cholecystitis;  in  only  8  per  cent  of 
these,  however,  was  death  due  primarily  to 
gallbladder  disease. 

Cases  of  cholecystitis  fall  into  two  groups : 
(1)  those  which  require  medical  manage- 
ment alone  and  (2)  those  which  require 
surgery  plus  medical  management.  Fre- 
quently there  is  no  clear  line  of  demarcation, 
for  those  cases  which  at  first  require  medical 
therapy  may  later  need  surgery,  and  candi- 
dates for  surgery  will  require  preoperative 
as  well  as  postoperative  medical  manage- 
ment. Team  work  between  the  surgeon  and 
internist  is  essential. 

Judications  for  Medical  Treatment 

Medical  therapy  should  be  advised  for 
those  patients  who  have  mild  dyspepsia  and 
distress  in  the  right  upper  quadrant  and  in 
whom  x-ray  examination  reveals  equivocal 
signs  of  gallbladder  disease.  The  following 
groups  of  patients  should  also  be  treated 
medically : 

(1)  Those  whose  complaints  are  due  to 
motor  disturbances,  generally  referred  to  as 
biliary  dyskinesia. 

(2)  Those  of  neurasthenic  temperament 
with  vague  digestive  disorders. 

(3)  Those  who  are  regarded  as  exceed- 
ingly poor  surgical  risks. 

Read  before  the  Section  on  the  General  Practice  of  Medi- 
cine and  Surgery,  Medical  Society  of  the  State  of  North  Caro- 
lina,  Pinehurrit,   May   2,    1&44. 

1.  Mentzer,  S.  H.:  A  Clinical  and  Pathologic  Study  of  Chole- 
c\sliti3  and  Cholelithiasis,  Surg.,  Gynec.  &  Obst.  02::*2- 
70S    (June)    1826. 
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(4)  Those  without  symptoms  in  whom 
solitary  stones  are  accidentally  found. 

Allow  me  to  comment  on  this  last  point. 
I  feel  quite  sure  that  there  are  just  as  many 
in  this  audience  who  would  favor  surgery 
for  the  fourth  group  as  there  are  who  would 
favor  medical  management.  Much  depends 
upon  the  experience  of  the  individual  ob- 
server. Musser '- ''.  an  internist,  favors  the  re- 
moval of  solitary  stones,  and  gives  the  fol- 
lowing reasons  for  his  opinion : 

(1)  Solitary  stones  can  occlude  the  neck 
of  the  gallbladder,  precipitating  an  acute 
cholecystitis. 

(2)  They  predispose  to  the  development  of 
other  stones  in  the  gallbladder  and  common 
duct. 

(3)  They  may  cause  ulceration  into  adja- 
cent viscera. 

(4)  They  may  contribute  to  the  produc- 
tion of  carcinomas. 

Rehfuss'31  gives  surgery  first  place  in  the 
treatment  of  gallbladder  disease.  As  he 
points  out.  however,  surgery  has  not  been 
the  cure-all  that  many  had  anticipated,  for 
it  does  not  eliminate  or  control  the  causative 
factors;  it  merely  removes  the  end  result. 
Gallbladder  disease  is  caused  by  a  combi- 
nation of  disturbed  metabolism  and  stasis, 
and  is  frequently  associated  with  hepatitis. 
pancreatitis,  duodenitis,  colitis,  neuritis,  and 
myocarditis,  none  of  which  are  readily 
amenable  to  surgery.  For  this  reason  med- 
ical management  is  an  important  adjunct  to 
the  surgical  treatment  of  biliary  tract  dis- 
ease, and  frequently  prevents  the  necessity 
for  an  operative  procedure. 

Objectives  of  a  Medical  Regiti 

For  several  generations  the  accepted  med- 
ical treatment  of  non-calculous  cholecystitis 
has  consisted  in  a  low-fat  diet  and  the  use 
of  bile  salts,  saline  laxatives  and  duodenal 
drainage.  On  the  basis  of  recently  acquired 
knowledge  concerning  the  physiology  of  the 
biliary  tract,  certain  changes  have  been 
made  in  this  routine. 

I  believe  that  a  better  understanding  of 
the  physiology  of  the  gallbladder  and  bile 
duets  would  help  to  solve  many  of  the  con- 
troversial points  concerning  treatment.  The 
liver  is  intimately  concerned  with  the  metab- 
olism of  carbohydrate,  protein,  fat,  and  vita- 

v  user     J     H. :    Meilical    Treatment    of    Call    Stones    and 
latent  Postgrad.   MA.   North  America 

Rehfoss.    Martin    K.    and    Kelson,    r.uy    M.:   Th 

i.lhladder    Disease,    Philadelphia.    Y» .    B. 
ere,    1935. 


mins.  One  of  its  most  important  functions 
is  that  of  carbohydrate  metabolism.  Among 
its  other  important  functions  may  be  men- 
tioned bile  secretion,  hematopoiesis,  and  the 
production  of  substances  necessary  for  the 
coagulation  of  blood.  The  regenerative  ca- 
pacity of  the  liver  and  its  extraordinary  re- 
serve are  well  known.  The  former  depends 
on  two  major  factors:  (1)  patency  of  the 
bile  passages  and  (2)  an  adequate  blood 
supply. 

Any  program  of  treatment  for  cholecysti- 
tis should  have  the  following  objectives : 

(1)  Relief  of  stasis. 

(2)  Control  of  infection. 

(3)  Relief  of  reflex  dyspeptic  symptoms. 

of  a  Medical  Regimen 
Dietetic  management 

The  dietetic  regimen  is  a  controversial 
subject.  It  is  quite  clear  that  no  one  regimen 
will  fit  all  cases  of  gallbladder  disease,  and 
that  individualization  by  trial  and  error  will 
be  necessary.  The  diet  should  be  so  designed 
as  to  stimulate  the  gallbladder  to  maximal 
function  without  producing  distress,  and  to 
restore  the  patient  to  his  normal  weight. 
The  asthenic  individual  with  a  ptosed,  atonic 
gallbladder  will  be  benefited  by  a  high  fat 
diet  distributed  in  small  frequent  feedings. 
An  obese  individual  should  be  placed  on  a 
low  calorie  diet;  fats  should  not  be  entirely 
omitted,  however.  In  the  patient  with  a 
hypermotile  gallbladder,  fat  will  tend  to  ag- 
gravate his  distress,  and  the  fat  content  of 
the  diet  should  be  kept  low;  furthermore,  the 
diet  should  be  of  a  non-irritating  type  con- 
taining sufficient  bulk  to  correct  constipa- 
tion. 

Drug  therapy 

^Ye  may  classify  the  drugs  employed  in  the 
treatment  of  cholecystitis  as  follows: 

(1)  Those  intended  to  produce  relaxation 
of  the  sphincter  of  Oddi  and  decrease  pyloro- 
spasm. 

(2)  Those  given  to  stimulate  the  gastric 
and  hepatic  secretions. 

(3)  Those  intended  to  sterilize  the  bile. 
Pharmacologic  studies  reveal  that  only  the 

nitrites  and  theophylline  are  particularly  ef- 
fective in  decreasing  sphincteric  tonus.  The 
barbiturates  in  conjunction  with  belladonna 
or  atropine,  while  not  completely  active,  do 
produce  considerable  symptomatic  relief. 
Trasentin  has   proved  very  satisfactory   as 
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an  anti-spasmodic.  Olive  oil  favors  empty- 
ing of  the  gallbladder.  Small  doses  of  sodium 
phosphate  or  magnesium  sulfate  have  a  re- 
laxing effect  on  the  sphincter,  and  are  con- 
sidered by  some  to  be  as  effective  as  passing 
a  duodenal  tube.  In  cases  of  hypoacidity  di- 
lute hydrochloric  acid,  30-60  minims  in 
water  with  meals,  proves  beneficial.  Bile 
salts  such  as  decholin  and  ketochol  have  a 
choleretic  effect,  and  if  used  judiciously  in 
selected  cases  are  very  helpful. 

Attempts  to  sterilize  the  bile  passages 
have  been  multiple,  and  interest  in  this  sub- 
ject is  revived  periodically.  Removal  of  dis- 
tant foci  of  infection,  the  use  of  autogenous 
vaccines,  and  attempts  to  change  the  intes- 
tinal flora  have  all  been  to  no  avail.  A  few 
of  the  drugs  which  have  been  used  for  this 
purpose  are  methenamine,  mercurochrome, 
tetraiodophenolphthalein,  and  the  sulfona- 
mides. The  sulfonamides  do  give  some  prom- 
ise, as  there  is  evidence  indicating  high  con- 
centrations in  the  bile.  This  work  is  still 
experimental. 

Duodenal  drainage 

B.  B.  Vincent  Lyon  has,  since  1919,  been 
the  greatest  exponent  of  non-surgical  duo- 
denal drainage.  Meltzer,  of  the  Rockefeller 
Institute,  had  observed  in  dogs  that  douch- 
ing the  mucosa  of  the  duodenum  with  a  so- 
lution of  magnesium  sulfate  would  readily 
produce  a  flow  of  bile.  In  1917  Lyon,  on  the 
basis  of  Meltzer's  observations,  passed  a  duo- 
denal tube  and  accomplished  the  first  biliary 
drainage.  A  twenty-five  year  "follow  up"  re- 
port, based  on  Lyon's  experience  with  this 
case  and  numerous  others,  was  published  in 
1943'11.  According  to  Lyon,  duodenal  tube 
biliary  tract  drainage,  in  the  incipient  stages 
of  gallbladder  disease,  is  the  best  prophylac- 
tic measure  against  the  formation  of  stones 
available  at  present.  The  procedure  as  de- 
scribed by  Lyon  requires  three  hours,  and 
adherence  to  exact  details.  Many  workers 
do  not  share  Lyon's  enthusiasm ;  however, 
time  will  prove  or  disprove  the  correctness 
of  his  observations. 

Treatment  of  Acute  Cholecystitis 

Acute  cholecystitis  is  rarely  a  surgical 
emergency151.  These  patients  should  be  hos- 
pitalized; food  should  be  withheld,  and  elec- 
trolytes  restored  by  the  administration  of 

4.  Lyon.  B.  B.  Vincent:  Duodenal  Tube  Biliary  Tract  Drain- 
age.   Am.   .1.   Digest.  Dis.    10:69-78    (Feb.)    1943. 

5.  Lahey.    Frank:    Management    of    Biliary   Tract   Disease.    S. 
Clinic   North   America   28:714-716    (June)    1918. 


glucose  and  saline.  In  the  presence  of  jaun- 
dice, vitamin  K  and  bile  salts  must  be  added. 
The  introduction  of  vitamin  K  has  been  of 
great  value  in  the  treatment  of  cholecystitis. 
If  fever,  rigidity,  pain  and  leukocytosis  in- 
crease, an  operation  becomes  necessary.  If 
cholecystectomy  is  too  hazardous  cholecys- 
tostomy  should  be  done,  and  the  former  op- 
eration performed  two  to  three  months  later. 

Recurrence  of  Symptoms  Following 
Cholecystectomy 

Gray  and  Sharpe";i  of  the  Mayo  Clinic 
state  that  "the  problem  of  persistence  of  pre- 
operative symptoms  after  cholecystectomy 
for  supposed  cholecystic  disease  is  well 
known  and  perplexing."  They  review  44 
cases  in  which  operation  was  performed  be- 
cause of  symptoms  persisting  after  cholecys- 
tectomy. In  each  of  these  cases  the  surgeon 
reported  an  enlarged  remnant  of  the  cystic 
duct. 

According  to  these  writers,  the  most  im- 
portant factor  in  the  persistence  of  symp- 
toms after  cholecystectomy  is  erroneous  di- 
agnosis; it  is  often  extremely  difficult  to  dis- 
tinguish functional  biliary  tract  distress 
from  that  of  organic  origin.  The  inflamma- 
tory or  degenerative  residua  of  cholecystic 
disease  constitute  a  second  leading  cause  for 
the  persistence  of  symptoms.  Injury  to  bili- 
ary ducts  during  cholecystectomy  may  ac- 
count for  some  instances  of  persistent  dis- 
tress. Residual  stones  or  putty-like  material 
in  the  common  bile  duct  is  a  well  known 
cause.  In  hyper-irritable  patients  imbalance 
of  the  autonomic  nervous  system  may  ac- 
count for  the  persistent  symptoms.  And 
finally,  angulations  of  the  duodenum  by  at- 
tachment to  the  denuded  gallbladder  fossa 
may  be  responsible  for  recurring  difficulty. 

Gray  and  Sharpe  stress  the  importance  of 
operating  only  on  those  patients  who  pre- 
sent conclusive  clinical  and  roentgenographic 
evidence  of  disease  in  the  biliary  tract.  They 
urge  that  meticulous  care  be  exercised  to 
avoid  damage  to  the  common  bile  duct  and 
to  remove  all  but  a  small  remnant  of  the 
cystic  duct.  In  cases  in  which  pain  recurs 
after  cholecystectomy,  necessitating  reoper- 
ation, diligent  search  should  be  made  for  a 
remnant  of  the  cystic  duct,  whether  or  not 
calculi  in  the  common  bile  duct  are  sus- 
pected. 

6.    Gray.  H.  K.  and  Sharpe,  W.  S.:  Biliary  Dyskinesia;  Role 

Played   by    a    Remnant   of   Cystic   Duct.    Proc,    Stan"    Meet. 
Mayo  Clinic  19:164-166   (March  '!•!)   1944. 
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Summary 

Many  patients  with  non-calculous  chole- 
cystitis may  remain  in  satisfactory  health 
under  a  regimen  of  "diet,  drugs,  and  drain- 
age," called  by  Lyon  the  "Three  D"  regimen. 
In  a  ten-year  follow-up  study  Blackford  and 
his  associates  at  the  University  of  Virginia 
summarized  their  results  obtained  with  the 
medical  management  of  200  cases  of  chole- 
cystic  disease  as  follows :    15  per  cent  had 


died,  only  1  per  cent  of  cholecystic  disease; 
in  37  per  cent  the  results  were  satisfactory; 
in  48  per  cent  the  results  were  unsatisfac- 
tory.   When  medical  management  fails,  we  | 
must  resort  to  surgery. 

In  conclusion,  may  I  suggest  closer  coop- 
eration between  internist  and  surgeon  in 
the  treatment  of  gallbladder  disease,  to  the 
end  that  the  patient's  best  interests  may  be 
served. 


THUMBNAIL  SKETCHES  OF  EMINENT  PHYSICIANS 


Josiah  C.  Trent,  M.D.,  Editor 
Durham 


THE  EVOLUTION  OF  THE  ASEPTIC 
PRINCIPLE  IN  SURGERY 

VI 
NICOLAS   APPERT    (1750-1841) 

As  we  approach  the  climax  of  our  story 
we  encounter  such  names  as  Franz  Schulze, 
Cagniard-Latour,  and  Theodor  Schwann.  In 
1836  Schulze  demonstrated  that  no  putrefac- 
tion occurred  in  boiled  infusions  if  the  air 
which  had  access  to  the  infusion  was  first 
drawn  through  acid  or  alkali.  In  the  same 
year  Schwann  carried  out  similar  experi- 
ments, using  heat  instead  of  chemicals  to 
sterilize  the  air.  In  spite  of  these  ingenious 
experiments  the  problem  of  spontaneous  gen- 
eration remained  unsettled,  since  neither 
method  overcame  the  objection  that  the  air 
had  been  altered  by  the  heat  or  chemicals". 
Schwann  and  Cagniard-Latour  in  1837  pre- 
sented evidence  that  the  fermentation  of 
sugar  solutions  was  due  not  to  oxygen  but 
to  the  growth  in  the  solution  of  a  yeast, 
Torula  cerevisiae.  Their  experiments  led 
directly  to  Pasteur's  epoch-making  work  on 
spontaneous  generation  and  fermentation. 

Instead  of  discussing  the  lives  of  the 
aforementioned  gentlemen  of  science,  whose 
work  has  already  been  evaluated,  I  should 
like  to  present  a  man,  a  French  confectioner 
and  inventor,  who  though  not  trained  in 
science  succeeded  in  finding  a  method  of  pre- 
venting putrefaction  and  fermentation  in 
foodstuffs  without  the  addition  of  antisep- 
tics— a  discovery  which  Pringle  and  Madame 
D'Arconville,  for  all  their  knowledge,  failed 
to  achieve. 


Nicolas  Appert,  born  at  Chalons-sur- 
Marne  in  1750,  experimented  with  foods  all 
the  working  years  of  his  life.  He  superin- 
tended confectionaries,  kitchens,  distilleries, 
breweries  and  storehouses,  and  was  pro- 
visioner  for  the  ducal  house  of  Christian  IV. 
By  numerous  carefully  controlled  experi-  \ 
ments  requiring  great  perseverance,  he  suc- 
ceeded in  finding  a  way  to  prevent  fermenta-  j 
tion  and  putrefaction  in  foods  without  ren- 
dering them  inedible.  His  method  was  simple. 
The  substance  to  be  preserved  was  sealed 
tightly  in  a  bottle  and  heated  in  a  water 
bath.  If  the  air  had  been  properly  excluded 
the  substance  could  be  kept  indefinitely.  The 
remarkable  success  of  his  method  led  the 
French  government  to  offer  him  a  grant  of  j 
12,000  francs  to  make  it  public.  This  he  did 
in  his  book  Le  Livre  de  tons  les  Menages  ou 
I'Art  de  Conserver  pendant  plusieurs  annees 
les  substances  animates  ou  vegetales  (1810). 
The  first  English  edition  (fig.  1)  appeared 
in  1811,  and  the  first  American  edition  a 
year  later.  This  work  laid  the  foundation  for 
the  entire  modern  canning  industry.  Appert 
also  discovered  the  method  of  preserving 
wine  by  heat,  a  process  later  credited  to 
Pasteur  and  called  pasteurization. 

He  continued  his  experiments  on  food 
preservation  up  to  the  ripe  old  age  of  91  and, 
having  exhausted  his  means  in  this  work, 
died  a  poor  man  in  1841. 

The  following  account  of  his  method  is 
taken  from  I'Art  de  Conserver  les  substances 
animales  mi  r<  getales: 

"As  far  as  my  knowledge  extends  no  author  either 
ancient  or  modern  has  ever  pointed  out  or  even  sus- 
picioned  the  principle  which  is  the  basis  of  the  meth- 
od I  propose. 
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THE  ART 


PRESERVING 


AM.    KINDS    Or 


Animal  and  Vegetable  Substances 


SEVERAL  YEARS. 


A   WORK  rUDLlSHED  BY   ORDER  Of  Tilt 

FRENCH  MINISTER  OF  TIIF.  IKTERIOR, 

On  the  Report  of  the  Board  of  Arts  and  Manufactures, 


M.   APPERT. 


TRANSLATED  FROM  THE  FRENCH. 


LONDON: 

PRINTED  FOR  BLACK,  TARRY,  AND  KINGSBWRT, 
BOOKSELLERS  TO  THE  HON.  EAST-INDIA  COM- 
PANY,    LEADENHALL    STREET. 

1811. 

Fig.  1.  Title  page  of  the  first  English  edition 
(1811)  of  Appert's  FArt  de  Conserver  les  sub- 
stances animales  ou  vegetales,  published  in  1810. 
This  work  laid  the  foundation  for  the  modern 
canning  industry.    (Author's  collection) 

"This  method  is  not  a  vain  theory.  It  is  the  fruit 
of  reflection,  investigation,  long  attention  and  num- 
erous experiments,  the  results  of  which  for  more 
than  ten  years  have  been  so  surprising  that  not- 
withstanding the  proof  acquired  by  repeated  prac- 
tice, that  provisions  may  be  preserved  two,  three 
and  six  years,  many  persons  still  refuse  to  credit 
the  fact. 

"My  process  consists  principally  in:  (1)  closing 
in  bottles  the  substances  to  be  preserved  (2)  cork- 
ing the  bottles  with  the  utmost  care;  for  it  is  chiefly 
on  the  corking  that  the  success  of  the  process  de- 
pends (3)  submitting  the  inclosed  substances  to  the 
action  of  boiling  water  in  a  water-bath  for  a  vari- 
able time  according  to  the  nature  of  the  product 
(4)  withdrawing  the  bottles  from  the  water-bath  at 
the  period  prescribed. 

"I  have  become  convinced  that:  (1)  heat  has  the 
peculiar  property  not  only  of  changing  the  combina- 
tion of  the  constituent  parts  of  animal  and  vege- 
table products  but  also  of  retarding,  if  not  of  de- 


stroying the  natural  tendency  of  those  same  prod- 
ucts to  decomposition;  (2)  the  application  of  heat 
to  all  these  products  after  having  with  the  utmost 
care  and  thoroughness  deprived  them  of  all  contact 
with  the  air  effects  a  perfect  preservation  of  those 
same  products  with  all  their  natural  qualities. 

"This  principle  by  which  all  alimentary  substances 
are  preserved  and  kept  fresh  is  invariable  in  its 
effects;  but  in  every  case  the  exclusion  of  air  is  a 
precaution  of  the  utmost  importance  to  the  success 
of  the  operation. 

"The  adoption  of  this  new  method  of  preserving 
food  which  unites  the  greatest  economy  to  a  per- 
fection unlooked  for  till  the  present  time  will  se- 
cure the  following  advantages: 

"(1)  That  of  considerably  diminishing  the  con- 
sumption of  cane  sugar  and  of  giving  the  greatest 
extension  to  the  manufacturer  of  grape  syrup. 

"(2)  That  of  preserving  for  use  in  all  countries 
and  in  all  seasons  a  number  of  foods  and  medicinal 
products. 

"(3)  That  of  procuring  for  civil  and  military  hos- 
pitals and  even  for  the  armies  the  most  valuable 
assistance.  But  the  great  advantage  of  this  method 
consists  principally  in  its  application  to  the  service 
of  the  Navy.  It  will  supply  fresh  and  wholesome 
provisions  for  his  majesty's  vessels  on  long  voyages. 
Mariners  will  be  able  to  partake  of  a  number  of  sub- 
stances which  alone  will  be  sufficient  to  prevent  or 
cure  the  diseases  contracted  at  sea,  more  especially 
the  worst  of  them  all,  the  scurvy. 

"(4)  From  this  method  will  arise  a  new  industry. 

"(5)  This  method  will  facilitate  the  exportation 
of  the  wine  of  many  vineyards;  wine  which  can 
scarcely  be  kept  a  year,  even  when  not  removed 
from  the  spot,  may  hereafter  be  preserved  many 
years  though  sent  abroad." 

Liebig  and  Gay-Lussac  later  undertook  to 
explain  why  Appert's  products  kept,  but 
both  failed  to  grasp  the  underlying  signifi- 
cance of  oxygen  deprivation  in  fermentation. 

Although  Appert's  work  did  not  signifi- 
cantly influence  our  knowledge  of  chemistry 
and  bacteriology,  it  remains  a  monument  to 
clear  thinking  and  perseverance  and  de- 
serves to  be  ranked  with  some  of  the  best 
scientific  thought  of  the  time. 

J.  C.  T. 


Importance  of  dust  in  transmitting  infections. — It 

has  been  shown  that  pathogenic  microorganisms — 
such  as  the  hemolytic  streptococcus  and  pneumococ- 
cus — may  remain  suspended  in  the  air  for  many 
hours  or  days  and  that  their  virulence  after  several 
weeks'  sojourn  in  the  dried  state  in  dust  is  unim- 
paired. Buchbinder's  observations  are  especially  in- 
formative in  this  respect.  Since  air  currents  redis- 
tribute the  bacteria  which  have  settled  in  the  dust, 
control  of  dust  has  become  an  important  considera- 
tion in  preventing  air  contamination.  Experiments 
of  Van  den  Ende  and  Thomas  have  demonstrated 
that  the  bacterial  content  of  the  air  of  wards  or 
patients'  rooms  may  be  greatly  reduced  by  oiling 
the  floors  and  sweeping  with  oiled  or  moistened 
brooms.  Furthermore,  they  and  other*  have  found 
that  treating  blankets  with  a  diluted  light  mineral 
oil  is  most  effective  in  preventing  distribution  of 
bacteria  from  the  bed  clothes.  Employing  both  these 
measures  resulted  in  a  reduction  of  more  than  90 
per  cent  of  air-borne  bacteria. — Robertson,  0.  H.: 
Air-Borne  Infection,  Science  97:498  (June  4)  1943. 
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"O  CONSISTENCY...!" 

No  other  profession,  excluding  the  regular 
army,  has  sacrificed  more  in  World  War  II 
than  have  the  doctors  of  America.  Thanks 
to  the  excellent  planning  and  efficient  records 
of  the  American  Medical  Association,  medi- 
cal personnel  was  supplied  to  the  army  and 
navy  as  fast  as  it  was  needed.  The  high  mor- 
tality among  civilian  doctors  testifies  that 
they  have  borne  their  share  of  the  burden 
imposed  by  war. 

Not  only  have  the  doctors  of  America 
driven  themselves  without  stint  in  caring  for 
their  own  patients  and  those  of  their  col- 
leagues in  service;  they  have  also  foregone 
their  accustomed  state  and  national  meetings 


at  the  request  of  the  Office  of  Defense  Trans- 
portation. For  the  first  time  since  the  Civil 
War  our  State  Society  failed  to  hold  its  an- 
nual session  this  year.  After  V-E  Day,  Sec- 
retary McMillan  ventured  to  ask  permission 
to  meet  this  fall,  but  this  was  denied  on  the 
grounds  that  transportation  facilities  would 
be  strained  to  the  limit  by  the  redeployment 
of  troops  from  the  European  war  theater  to 
the  Pacific.  Presumably  for  the  same  reason, 
Dr.  Olin  WesCs  application  for  a  permit  to 
hold  an  annual  meeting  of  the  House  of  Dele- 
gates of  the  American  Medical  Association 
was  also  denied.  This  stand  seemed  reason- 
able, and  as  good  patriots  we  were  glad  to 
comply.  -j 

When,  however,  the  annual  Jefferson  Day 
Dinner  was  held  in  Raleigh  on  June  2  with 
350  in  attendance,  including  notables  from 
all  over  the  country,  the  hard-pressed  physi- 
cian might  be  pardoned  for  wondering  "how 
come."  When  he  learned  that  a  "summer  ses- 
sion" of  the  North  Carolina  senate  is  to  be 
held  in  Hendersonville,  with  a  bevy  of  politi- 
cians from  Washington  in  attendance,  the 
wonder  grew.  The  Greensboro  Daily  M 
however,  explained  editorially  "how  you  can 
recognize  an  ODT  ban  on  conventions  and 
gatherings  by  more  than  50  persons.  Why. 
by  its  political  loopholes,  silly." 

The  recent  lifting  of  the  ban  on  horse  rac- 
ing is  still  more  puzzling.  As  the  Charlotte 
Observer  remarks  editorially, 

"Horse  racing  is  a  popular  and  entertaining 
form  of  sporting  diversion  enjoyed  by  millions 
of  Americans.  It  is,  however,  not  one  of  such 
urgent  necessity  as  to  be  given  priority  to  other 
civilian  meetings  which,  in  many  cases,  would, 
undoubtedly  react  more  advantageously  in  the 
national  interest." 

Medical  men  are  willing  and  anxious  to 
do  their  full  share  in  furthering  the  war 
effort ;  but  they  are  not  quite  ready  to  adopt 
the  attitude  that  it  is 

Theirs  not  to  reason  why: 

Theirs  but  to  do  and  die. 

In  the  homely  phrase,  we  want  to  be  sure 
that  all  are  fed  from  the  same  spoon.  Ameri- 
cans are  supposed  to  have  developed  to  an 
unusual  degree  a  love  of  fair  play.  Let  us 
hope  that  this  trait  may  not  be  lost  as  a  re- 
sult of  temporary  submission  to  dictatorial 
agencies  of  government. 
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THE  NEW  WAGNER-MURRAY- 
DINGELL  BILL 

The  North  Carolina  Medical  Journal 
takes  pleasure  in  printing  on  page  300  a 
letter  from  Senator  Robert  F.  Wagner.  It  is 
to  be  hoped  that  every  doctor  will  read  this 
letter  and  the  amended  version  of  the  Wag- 
ner-Murray-Dingell  Bill,  now  labeled  S.  1050 
or  H.R.  3293.  Those  who  do  read  this  new 
bill  must  inevitably  be  impressed  with  the 
effort  made  by  its  authors  to  improve  the 
flavor  of  the  huge  dose  of  taxation  prescribed 
by  them  for  John  Q.  Public  to  swallow.  Per- 
haps the  attempt  to  make  the  dose  more  pal- 
atable accounts  for  the  bill's  being  diluted 
with  additional  verbiage  until  it  is  now  more 
than  twice  its  original  volume — 185  pages 
instead  of  90. 

It  is  interesting  to  note  in  Senator  Wag- 
ner's letter  that  he  and  his  colleagues  "have 
benefited  greatly  from  the  constructive  ad- 
vice and  suggestions  of  practicing  physi- 
cians, and  of  physicians  in  clinical  and  teach- 
ing positions."  Naturally  one  would  think 
that  the  American  Medical  Association,  rep- 
resenting as  it  does  an  overwhelming  ma- 
jority of  our  doctors,  would  have  been  con- 
sulted, or  representatives  of  the  Colleges  of 
Surgeons  and  Physicians.  Instead,  Senator 
Wagner  states  in  his  speech  introducing  the 
bill  that  it  "incorporates  the  constructive 
suggestions  of  many  organizations  and  per- 
sons, including  the  American  Federation  of 
Labor,  the  Congress  of  Industrial  Organiza- 
tions, the  Physicians  Forum,  the  Committee 
of  Physicians  for  the  Improvement  of  Medi- 
cal Care  .  .  .  the  American  Public  Health 
Association,  the  National  Lawyers  Guild." 
and  others.  Conspicuous  by  their  absence 
are  the  American  Medical  Association,  the 
American  Colleges  of  Surgeons  and  Physi- 
cians, and  the  American  Bar  Association. 

The  Physicians  Forum  is  composed  of  a 
few  hundred  doctors,  most  of  whom  live  in 
New  York  City,  and  all  of  whom  lean  heavily 
toward  Communism.  The  Committee  of  Phy- 
sicians for  the  Improvement  of  Medical  Care 
is  also  a  small  group  which  has  as  a  nucleus 
a  number  of  leftist  contributors  to  Miss 
Esther  Everett  Lape's  two-volume  "Ameri- 
can Medicine:  Expert  Testimony  out  of 
Court."  The  National  Lawyers  Guild,  be  it 
remembered,  is  the  group  that  sought  to 
neutralize  the  scathing  denunciation  which 
the  American  Bar  Association  gave  the  first 


Wagner-Murray-Dingell  Bill.  This  JOURNAL 
stated  then'11:  "Apparently  the  National 
Lawyers  Guild  bears  the  same  relation  to  the 
American  Bar  Association  that  the  Physi- 
cians Forum  does  to  the  American  Medical 
Association.  Each  is  composed  of  a  small 
minority  group  representing  the  extreme  left 
wing  of  their  profession ;  and  each  group 
seeks  to  make  up  in  vehemence  what  it  lacks 
in  numbers." 

Despite  the  improved  flavor  and  greater 
dilution  of  the  new  bill,  those  who  read  it 
carefully  can  hardly  agree  with  the  distin- 
guished senator  that  the  bill  does  not  social- 
ize medicine  nor  advocate  state  medicine.  It 
is  true  that  a  National  Advisory  Hospital 
Construction  Council  of  eight  members  is 
provided  for,  in  addition  to  the  sixteen-mem- 
ber  National  Advisory  Medical  Policy  Coun- 
cil ;  but  both  these  councils  are  to  be  ap- 
pointed by  the  Surgeon  General  of  the 
United  States  Public  Health  Service,  are 
purely  advisory,  and  have  no  real  authority. 
Just  as  in  the  original  bill,  the  Surgeon  Gen- 
eral would  still  be  the  Commissar  of  Medi- 
cine, with  authority  transcending  that  of  the 
specialty  boards  and  all  other  standardizing 
agencies  created  so  patiently  and  carefully 
by  the  doctors  of  America.  He  would  have 
the  same  power  of  the  purse  over  the  medi- 
cal schools  of  the  country  that  was  provided 
in  the  original  bill. 

The  tax  on  the  worker's  wage  has  been  re- 
duced from  6  per  cent  for  employee  and  6 
per  cent  for  employer  to  4  per  cent  for  each 
— a  total  of  8  per  cent  instead  of  12  per  cent. 
The  bill  still  provides,  however,  for  medical 
care  expenditures  of  approximately  three 
billion  dollars  annually. 

Lip  service  is  paid  to  the  doctor-patient 
relationship,  and  any  attempt  to  regiment 
the  doctors  is  denied ;  but  the  stubborn  fact 
remains  that  the  patient  can  not  choose  a 
doctor  who  does  not  agree  to  participate  in 
the  scheme,  without  assuming  the  obligation 
of  paying  him  directly.  Furthermore,  al- 
though the  bill  nowhere  uses  the  word  com- 
pulsory in  painting  the  benefits  of  national 
health  insurance,  the  insurance  rvonld  be 
compulsory,  not  voluntary.  The  difference 
between  these  two  words  is  the  difference  be- 
tween free  Enterprise  and  regimentation; 
between  democracy  and  dictatorship;  be- 
tween se]f:r-espect  and  slavery. 

No  dajbt  a  determined  effort  will  be  made 
by  various  groups,  notably  the  labor  leaders 
who  ai-e  closest  to  Moscow,  to  force  this  bill 
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upon  the  public.  Unless  virtually  all  com- 
mentators are  mistaken,  however.  President 
Truman  is  not  nearly  so  inclined  to  the  left 
as  was  his  predecessor,  and  it  is  hardly  like- 
ly that  any  great  pressure  will  be  exerted 
from  the  White  House  to  force  the  passage 
of  the  bill.  The  doctors  of  America  proved, 
when  the  first  bill  was  under  consideration, 
that  they  could  exert  considerable  political 
influence.  Let  us  not  rest  upon  the  laurels 
of  our  first  victory,  however.  Politicians 
will  not  stay  licked  so  long  as  they  are  moti- 
vated by  "the  cohesive  force  of  public 
plunder"  (Grover  Cleveland),  and  we  now 
have  to  fight  our  battle  all  over. 

There  are  three  things  which  every  doc- 
tor can  do  to  bring  about  the  defeat  of  this 
obnoxious  bill:  (1)  Write  a  brief  letter  to 
his  senators  and  his  representative  urging 
that  they  vote  against  the  present  Wagner- 
Murray-Dingell  Bill:  (2)  use  every  oppor- 
tunity to  talk  to  his  patients  about  it,  and 
suggest  that  they  write  letters  of  protest; 
and  (3)  send  a  contribution,  large  or  small, 
to  the  National  Physicians  Committee,  the 
Pittsfield  Building,  Chicago  2,  Illinois.  If 
only  enough  doctors  will  become  interested, 
there  is  every  reason  to  expect  that  this  bill 
will  go  the  way  of  its  unlamented  predeces- 
sor. 

1.  The  Report  of  the  Nations!  Lawyers  Guild  on  the  Wag- 
ner  Murray-Dinsell  Bill.  Editorial.  North  Carolina  M.  J. 
5:216  (Jane)    1944. 


A  LESSON  TO  BE  LEARNED  FROM 
PRESIDENT  ROOSEVELT'S  DEATH 

Death  came  to  Franklin  D.  Roosevelt  as 
he  himself  would  doubtless  have  planned  it 
— while  he  was  in  the  midst  of  the  day's 
work.  A  very  wise  and  keen  observer  has 
said  that  Roosevelt  had  bfen  lucky  through- 
out all  his  public  life,  but  that  the  best  luck 
he  ever  had  was  in  dying  just  when  he  did. 
The  San  Francisco  Conference,  which  was  to 
mark  the  climax  of  his  efforts  to  bring  about 
a  lasting  union  for  peace,  was  just  ahead. 
No  matter  what  the  outcome  of  the  confer- 
ence, Roosevelt  stands  to  win.  If  it  succeeds 
beyond  the  most  optimistic  expectations,  he 
will  be  given  credit  for  having  planned  it; 
if    it    proves    to    be   a    disappointment,    his 


friends  will  say  that  it  was  because  he  could 
not  be  there  to  see  it  through. 

One  lesson  which  we  should  learn  from 
Roosevelt's  death  is  that  eight  years  in  the 
White  House  are  enough  for  any  man.  It 
was  a  matter  of  general  comment  that  the 
third  term  aged  Roosevelt  more  than  did  the 
first  two  together.  In  all  probability  he  would 
be  living  today  if  he  had  not  decided  to  break 
the  precedent  of  one  hundred  and  fifty  years 
in  order  to  be  elected  for  a  third  time.  No 
man  should  ever  consider  himself  or  be  con- 
sidered indispensable,  and  no  man  or  group 
of  men  should  ever  again  jeopardize  the  wel- 
fare of  the  American  people  because  of 
political  ambition.  It  is  quite  possible  that 
Roosevelt  was  sincere  in  wanting  to  retire 
at  the  end  of  his  second  and  third  terms ;  but 
his  party  leaders  were  willing  to  take  chances 
with  his  life  in  order  to  use  his  vote-getting 
appeal  that  they  might  stay  in  power. 

Had  Roosevelt  stepped  down  at  the  end  of 
his  second  term,  he  could  have  given  his  suc- 
cessor the  benefit  of  the  experience  ac- 
cumulated during  eight  years  in  office,  and 
especially  of  his  keen  insight  into  foreign 
affairs.  Thus  we  would  have  had  the  judg- 
ment of  two  experienced  men  to  guide  our 
country  through  the  critical  years  of  war 
and  world  reconstruction.  The  country  is 
fortunate  that  a  man  of  Mr.  Truman's  cali- 
ber was  chosen  for  the  Vice  Presidency ;  but 
it  must  be  admitted  that  his  selection  was 
due  more  to  a  kindly  providence  than  to 
human  foresight. 

The  passing  of  the  decades  makes  us  mar- 
vel more  and  more  at  the  wisdom  of  our 
founding  fathers.  Let  us  hope  that  in  the 
future  no  one  will  be  tempted  to  violate  the 
principle  enunciated  by  George  Washington 
and  emphasized  by  Thomas  Jefferson  that 
two  terms  as  President  are  enough  for  any 
man. 
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CASE  REPORTS 


CLINICO-PATHOLOGICAL 
CONFERENCE 

Bowman  Gray  School  of  Medicine 
op  Wake  Forest  College 

The  patient  was  a  40  year  old  male  Indian 
admitted  to  the  hospital  on  November  10, 
1944.  Six  weeks  prior  to  entry  the  patient 
was  shot  through  the  right  anterior  portion 
of  the  chest  with  a  38  calibre  pistol,  the 
bullet  emerging  beneath  the  right  scapula. 
He  did  not  lose  consciousness  but  was  un- 
able to  estimate  the  amount  of  blood  loss 
resulting  from  this  wound.  He  was  taken 
immediately  to  a  local  hospital,  where  he  was 
treated  conservatively  for  approximately 
one  week,  leaving  against  advice  at  the  end 
of  that  time.  Ten  days  later  he  developed 
an  intermittently  recurrent,  dull,  aching,  and 
non-radiating  pain  which  was  substernal  in 
location  and  was  aggravated  by  coughing 
and  deep  breathing  but  was  not  related  to 
exertion.  Three  weeks  after  his  chest  injury 
he  developed  a  chronic  cough  which,  one 
week  later  (two  weeks  prior  to  admission  to 
this  hospital),  became  productive  of  increas- 
ingly large  amounts  of  foul-smelling,  yellow- 
ish-green sputum.  At  this  time  he  also  de- 
veloped progressive  exertional  dyspnea  and 
orthopnea.  At  the  time  of  admission  he  was 
sleeping  on  four  pillows,  and  his  sputum 
amounted  to  about  a  cupful  a  day.  During 
the  two  weeks  prior  to  admission  he  began 
having  progressive  evening  ankle  edema  and 
persistent  night  sweats,  but  no  frank  chills. 
One  week  prior  to  admission  thoracentesis 
on  the  right  was  attempted,  but  no  fluid 
was  obtained.  The  patient  stated  that  he  had 
lost  30  pounds  in  weight  since  the  onset  of 
his  present  illness.  His  appetite  throughout 
this  period  had  been  poor. 

The  past  history  is  not  significant  except 
for  a  urethral  discharge  in  1925.  The  patient 
denied  having  had  a  concomitant  penile  le- 
sion, but  stated  that  he  was  given  four  intra- 
muscular and  four  intravenous  injections 
shortly  thereafter.  He  had  had  no  further 
treatment  and  no  further  symptoms  refer- 
able to  venereal  disease. 

On  physical  examination  the  temperature 
was  found  to  be  101.2  F.,  pulse  88,  respira- 
tions 24,  and  blood  pressure  120  systolic,  80 
diastolic.  The  patient  was  a  well  developed, 
fairly  well  nourished    40    year    old    Indian 


male  who  appeared  both  acutely  and  chron- 
ically ill.  He  had  frequent  paroxysms  of 
coughing  and  dyspnea.  In  the  skin  of  the 
right  anterior  chest  was  a  well  healed  punc- 
ture wound  in  the  fifth  interspace,  2  cm.  in 
diameter  and  approximately  7  cm.  lateral 
to  the  edge  of  the  sternum.  A  similar  well 
healed  wound  was  present  just  beneath  the 
inferior  border  of  the  right  scapula.  Marked 
pitting  edema  from  the  level  of  the  knees 
downward  was  noted  bilaterally.  The  super- 
ficial veins  of  the  arm  and  neck  were  dis- 
tended. Both  lungs  were  filled  with  coarse, 
bubbling,  high-pitched,  musical  inspiratory 
rales  and  expiratory  rhonchi,  and  amphoric 
breathing  was  heard  over  the  right  lower 
posterior  part  of  the  chest.  The  percussion 
note  was  dull  in  this  area.  The  heart  was 
not  enlarged  to  percussion  and  no  murmurs 
were  heard,  but  a  suggestion  of  a  gallop 
rhythm  was  present.  Examination  of  the 
abdomen  showed  dullness  in  both  flanks 
which  shifted  with  change  of  position;  the 
liver  edge  was  palpable  3  fingers'  breadth 
below  the  costal  margin,  and  moderate  ten- 
derness was  noted  in  this  area. 

Accessory  clinical  findings:  The  hemo- 
globin was  7.5  Gm.,  and  there  were  3,410,- 
000  red  cells  and  7650  white  cells  with  69 
per  cent  polymorphonuclear  leukocytes,  2 
per  cent  young  forms,  and  29  per  cent  small 
lymphocytes.  The  red  cells  were  hypochro- 
matic,  and  anisocytosis  and  poikilocytosis 
were  fairly  pronounced.  Urinalysis  showed 
a  specific  gravity  of  1.010,  an  acid  reaction, 
and  no  albumin  or  sugar.  One  or  2  red  blood 
cells  and  2  or  3  white  blood  cells  per  high 
power  field  were  seen  in  the  centrifuged 
sediment.  No  epithelial  cells  and  no  casts 
were  present.  The  nonprotein  nitrogen  was 
28  mg.  per  100  cc,  blood  sugar  85  mg.  per 
100  cc,  total  serum  proteins  5.7  Gm.  per  100 
cc,  carbon  dioxide  combining  power  55  vol- 
umes per  cent,  blood  chlorides  580  mg.  per 
100  cc.  Stool  examination  revealed  the  ova 
of  Necator  americanus.  Kahn  and  Wasser- 
mann  tests  of  the  blood  were  positive.  Ex- 
amination of  the  cerebrospinal  fluid  showed 
a  protein  content  of  60  mg.  per  100  cc. ;  the 
Kahn  and  colloidal  mastic  tests  were  nega- 
tive. Sputum  smears  showed  gram-positive 
cocci  in  chains  and  in  clumps,  and  gram- 
negative  cocci  and  bacilli.  No  acid-fast  or- 
ganisms, spirochetes,  or  fusiforms  were  seen. 
Sputum  cultures  showed  gram-positive 
staphylococci,  gram-negative  cocci  and  bacil- 
li.   No  growth  occurred  on  Sabouraud's  me- 
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dium.  A  chest  film  revealed  bilateral  lower 
lobe  pneumonitis  of  uncertain  etiology,  and 
a  right  hydropneumothorax,  with  collapse  of 
the  right  lower  lobe.  On  bronchoscopic  ex- 
amination the  larnyx,  trachea,  and  coryna 
appeared  normal.  There  was  evidence  of  in- 
ward displacement  of  the  right  bronchial 
tree  toward  the  mediastinum.  The  mucosa 
of  the  right  tracheo-bronchial  tree,  especial- 
ly toward  the  distal  radicals,  was  moderately 
inflamed,  and  whitish,  purulent  secretions 
were  present.  The  left  tracheo-bronchial  tree 
was  normal.   No  foreign  bodies  were  seen. 

Course  in  the  hospital:  The  patient's  tem- 
perature fluctuated  between  100  and  104  F. 
His  pulse  rate  varied  from  approximately 
90  to  130.  Sulfadiazine  therapy  was  insti- 
tuted and  blood  levels  of  6.  15.6.  and  12  mg. 
were  obtained.  Digitalization  was  begun  and 
the  patient  was  treated  with  aminophylline 
and  salyrgan  with  some  improvement  in  his 
orthopnea  and  dyspnea.  Postural  drainage 
was  instituted,  and  300  to  800  cc.  of  sputum 
was  obtained  daily.  The  patient  was  given 
a  high-protein,  high-calorie  diet  and  multiple 
blood  transfusions,  but  with  little  change  in 
his  serum  protein  level.  On  the  eighth  hos- 
pital day,  fluoroscopy  of  the  chest  showed 
marked  bilateral  infiltration  in  both  lower 
lung  fields,  more  marked  on  the  right :  a 
fluid  level  was  present  at  approximately  the 
origin  of  the  middle  lobe  bronchus.  The 
heart  was  enlarged  and  showed  no  visible 
pulsations.  There  was  no  significant  change 
in  the  hemoglobin  and  red  cell  count,  and  the 
patient's  clinical  status  showed  little,  if  any 
change,  except  possibly  some  subjective  im- 
provement. At  3:45  a.m.  on  the  ninth  hos- 
pital day  the  patient  was  seen  by  a  nurse  to 
be  sleeping  quietly.  Fifteen  minutes  later 
the  nurse  again  entered  the  room  and  found 
the  patient  dead. 

Discussion 

Dr.  Howard  H.  Bradshaw:  It  is  impos- 
sible to  tell  by  the  wounds  of  entrance  and 
exit  just  what  structures  have  been  tra- 
versed by  a  bullet.  Such  projectiles  hit  bones 
and  ricochet  from  one  place  to  another.  How- 
ever, the  position  of  the  scars  described  in 
this  case  would  indicate  that  no  major  ves- 
sels were  struck.  In  support  of  this  belief 
is  the  fact  that  the  man  apparently  was  not 
critically  ill.  since  he  left  the  hospital  at  the 
end  of  one  week,  although  against  advice. 
Since  he  had  no  immediate  pulmonary  symp- 
toms, we  can  assume  that  none  of  the  major 
bronchi  were  damaged. 


I  think  the  conservative  treatment  of  his 
wound  was  perhaps  correct.  The  present  war 
has  taught  us  a  great  deal  about  the  man- 
agement of  puncture  wounds  of  the  lung. 
Formerly,  it  was  the  general  practice  to  as- 
pirate the  blood  from  the  pleural  cavity  and 
replace  the  aspirated  blood  with  air,  in  the 
belief  that  the  pneumothorax  compression 
would  stop  bleeding  from  pulmonary  vessels 
As  a  result  of  military  surgical  experience, 
the  accepted  method  of  treatment  now  is  to 
remove  the  blood  from  the  pleural  cavity  in 
order  to  get  as  rapid  re-expansion  of  the 
lung  as  is  possible.  This  may  be  done  by  as- 
piration, repeated  if  the  blood  re-accumu- 
lates. However,  the  tendency  now  is  to  open 
the  chest  widely,  scoop  out  the  clots,  and  re- 
move the  coat  of  fibrin  over  the  visceral 
pleura,  so  that  the  lung  can  re-expand.  Fol- 
lowing such  a  procedure  most  patients  are 
able  to  return  to  work  within  a  few  weeks. 
The  previous  method  of  treatment  frequent- 
ly resulted  in  the  development  of  chronic 
empyema  which  would  perhaps  require  years 
for  complete  relief. 

After  his  discharge  from  the  hospital,  this 
patient  began  to  have  what  I  interpret  to 
be  pleural  pain,  followed  by  definite  pulmon- 
ary symptoms — cough  productive  of  large 
amounts  of  foul-smelling  material.  Do  these 
symptoms  represent  the  onset  of  a  pulmon- 
ary abscess,  or  the  development  of  a  broncho- 
pleural fistula  following  infection  of  the 
pleural  cavity?  Either  condition  might  re- 
sult from  a  bullet  wound.  When  a  bullet  tra- 
verses lung  tissue,  it  causes  considerable 
alveolar  hemorrhage  in  surrounding  areas. 
As  a  matter  of  fact,  the  bullet  does  not  even 
have  to  enter  the  lung  to  produce  consider- 
able damage  to  it.  Bullet  wounds  have  been 
made  on  animals  in  such  a  fashion  that  the 
bullet  hit  the  chest  wall  tangentially  and  did 
not  enter  the  pleural  cavity:  yet  examination 
of  the  lungs  showed  considerable  hemor- 
rhage, closely  resembling  an  infarct  in  the 
lung. 

The  x-ray  picture  showed  bilateral  lower 
lobe  pneumonitis  and  a  fluid  level  which  ex- 
tended out  to  the  chest  wall  in  the  right  lower 
part  of  the  chest.  This  fluid  could  be  either 
in  the  lung  or  in  the  pleural  cavity.  The  de- 
velopment of  marked  dyspnea  and  orthopnea 
and  progressive  ankle  edema  is  quite  unusual 
in  my  experience  with  simple  pulmonary  ab- 
scesses or  empyema.  The  patient  apparently 
had  not  lost  enough  blood  to  account  for  any 
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of  these  symptoms,  and  his  serum  proteins 
were  above  the  critical  edema  level;  there- 
fore, I  am  unable  to  explain  these  symptoms. 

An  unsuccessful  thoracentesis  is  by  no 
means  proof  that  no  fluid  is  present  in  the 
thoracic  cavity.  I  have  many  times  made 
"dry  taps"  and  then,  after  resecting  a  por- 
tion of  rib  and  getting  through  pleura  2  or 
3  cm.  thick,  have  encountered  large  pockets 
of  fluid. 

Although  hookworm  ova  were  found  in 
this  patient's  stools,  he  had  apparently  had 
no  symptoms  of  hookworm  disease. 

The  loss  of  30  pounds  in  weight  in  six 
weeks'  time  is  again  unusual  in  cases  of  lung 
abscess,  unless  the  patient  is  running  ex- 
tremely high  fever  and  is  extremely  toxic. 
It  is  difficult  to  know  how  much  of  this  pa- 
tient's weight  loss  can  be  attributed  to  his 
poor  food  intake.  The  frequent  paroxysms 
of  coughing  and  dyspnea  which  the  patient 
was  having  on  admission  are  indicative  of 
pulmonary  rather  than  pleural  infection. 
The  fact  that  the  heart  was  not  enlarged  to 
percussion  does  not  mean  that  the  heart  was 
not  enlarged,  since  it  is  impossible  to  percuss 
a  heart  accurately.  The  dullness  in  both 
flanks  which  shifted  with  a  change  in  posi- 
tion indicates  that  fluid  was  present  in  his 
peritoneal  cavity.  The  liver  edge  was  pal- 
pable three  fingers'  breadth  below  the  costal 
margin  and  there  was  moderate  tenderness 
over  that  area.  The  physical  findings  do  not 
suggest  either  pulmonary  abscess  or  empy- 
ema. 

The  secondary  anemia,  pronounced 
changes  in  the  red  cells,  and  absence  of 
eosinophils  are  not  in  keeping  with  acute 
blood  loss.  They  are  found  in  patients  suf- 
fering from  hookworm  disease,  although 
eosinophilia  is  more  characteristic  of  this 
disease.  The  anemia,  edema,  peritoneal  fluid, 
enlarged  liver,  and  possibly  the  distended 
neck  veins  might  be  attributed  to  the  final 
stages  of  hookworm  disease.  I  must  confess 
that  I  know  very  little  about  this  disease, 
however. 

I  think  that  protein  deficiency  can  be 
ruled  out  as  a  cause  of  the  fluid  in  the 
peritoneal  cavity  and  the  edema  of  the 
extremities.  In  the  presence  of  intra- 
thoracic infection,  whether  pulmonary  or 
pleural,  one  has  to  think  of  mediastinal  ede- 
ma or  abscess  producing  compression  of  the 
vena  cava,  and  also  of  fluid  in  the  pericardial 
cavity,  causing  some  degree  of  tamponade. 
I  do  not  see  how  the  syphilitic  infection  can 


account  for  any  of  this  man's  symptoms.  The 
sputum  studies  are  of  no  aid,  because  a 
mixed  infection  would  be  characteristic  with 
either  a  pleural  or  a  pulmonary  infection  at 
this  stage  of  the  game.  Bronchoscopic  exam- 
ination did  not  yield  any  helpful  informa- 
tion. 

While  he  was  in  the  hospital,  this  patient 
was  treated  for  heart  failure,  and  despite 
chemotherapy  and  supportive  measures  his 
condition  grew  worse.  The  fact  that  the 
heart  showed  no  visible  pulsations  under  the 
fluoroscope  suggests  that  the  heart  action 
may  have  been  muffled  by  fluid  within  the 
pericardium.  Sudden  death  in  the  presence 
of  pulmonary  abscess  is  rather  unusual.  It 
results  usually  from  hemorrhage,  which  is 
not  suggested  in  the  clinical  summary,  from 
cerebral  metastasis,  and  occasionally  from 
flooding  of  the  sound  bronchial  tree  with  pus 
from  the  abscess  cavity.  In  the  last  instance, 
however,  the  patient  dies  a  cyanotic,  chok- 
ing type  of  death.  There  is  no  indication  that 
that  has  occurred  here,  and  I  am  at  a  loss 
to  explain  this  man's  sudden  death. 

It  seems  to  me  that  with  the  available  evi- 
dence the  most  likely  diagnoses  are  empy- 
ema, lung  abscesses,  pericardial  effusion  or 
pericardial  empyema,  and  hookworm  infes- 
tation. The  last  diagnosis  would  account  for 
the  queer  blood  picture  and  the  edema,  which 
I  am  unable  to  explain  in  any  other  way. 

Anatomical  Discussion 

Dr.  Robert  P.  Morehead:  The  symptoms 
and  signs  relating  to  the  circulatory  system 
in  this  case  may  be  explained  on  the  basis 
of  myocardial  failure,  resulting  from  toxic 
myocardosis. 

Suppurative  pulmonary  disease  was  pres- 
ent and  three  abscesses  were  found  in  the 
lower  lobe  of  the  right  lung.  One  may  have 
represented  a  walled-off  emphysema,  for 
when  the  lung  was  freed  from  the  chest  wall 
a  cavity  containing  pus  was  entered. 

The  finding  of  especial  interest,  however, 
was  a  rather  extensive  tuberculous  process 
involving  the  right  lower  lobe,  with  miliary 
spread  throughout  both  lungs.  One  must  as- 
sume from  the  distribution  of  the  lesions  that 
a  caseous  lymph  node  involved  the  thoracic 
duct.  It  is  difficult  to  evaluate  the  role  played 
by  a  bullet  passing  through  an  area  of  tuber- 
culous tissue. 

Hookworm  infestation  was  not  a  factor  in 
this  case,  since  the  parasites  were  present 
in  small  numbers  only. 
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Anatomical  Diagnost  s 

1.  Tuberculosis  of  the  lower  lobe  of  the 
right  lung. 

2.  Pulmonic  miliary  tuberculosis. 

3.  Perforations  of  the  diaphragm,  one  due 
to  a  tuberculous  process  in  the  right  lower 
lobe  of  the  lung,  the  other  of  undetermined 
etiology. 

4.  Focal  area  of  acute  and  chronic  hepati- 
tis on  the  superior  surface  of  the  liver. 

5.  Arteriosclerotic  heart  disease  with  tox- 
ic myocardosis. 

6.  Chronic  passive  congestion. 

Closing  Discussion 

Dr.  Bradshaw  :  I  have  repeatedly  warned 
the  students  that  cancer  and  tuberculosis 
must  be  ruled  out  in  all  patients  with  atypi- 
cal pulmonary  symptoms.  It  seems  that  in 
this  case  I  have  failed  to  follow  my  own 
advice. 


CASE  REPORTS  FROM  THE 
TUMOR  CLINIC 

North  Carolina  Baptist  Hospital 

Case  -4 

Two  years  ago  Mrs.  R.,  a  52  year  old 
housewife,  began  to  have  dull,  cramp-like 
pain  in  both  lower  quadrants  of  the  abdo- 
men. This  seemed  to  be  partially  relieved 
by  defecation.  Gradually  this  pain  shifted 
to  the  epigastrium  and  the  left  inferior 
portion  of  the  chest.  Other  symptoms  were 
nausea,  frequent  eructation,  and  flatulence. 
The  patient  consulted  a  physician,  whose  im- 
pression was,  according  to  the  patient,  that 
she  had  either  gastric  ulcer  or  cancer.  He 
put  her  on  an  ulcer  regimen  and  gave  her 
weekly  intramuscular  injections  of  liver  ex- 
tract. 

She  improved  slightly  on  this  schedule,  but 
the  improvement  was  short-lived.  In  the  next 
few  months  she  consulted  three  other  physi- 
cians, whose  diagnoses  were  achlorhydria, 
pellagra,  and  anemia.  She  was  given  hydro- 
chloric acid  and  "shots"  for  pellagra.  The 
last  of  these  doctors,  who  saw  her  eight 
months  after  the  onset  of  her  present  illness, 
did  a  gastro-intestinal  series  and  told  her 
that  he  found  a  "diverticulum"  which  was 
not  related  to  her  trouble.  He  requested  that 
she  return  for  further  x-ray  studies  at  a 
later  date.   She  failed  to  do  this,  however. 

In    the    next    fourteen    months    she    was 


under  the  care  of  two  other  physicians,  who 
treated  her  for  anemia,  pellagra,  and  arthri- 
tis of  the  spine.  During  this  period  she  be- 
gan to  have  alternating  constipation  and 
diarrhea,  anorexia,  and  occasional  tarry 
stools.  Vomiting  became  more  frequent,  and 
for  the  last  several  months  the  patient  has 
been  able  to  retain  little  solid  food.  Over 
the  two-year  period,  she  has  lost  IT  pounds 
in  weight.  Two  weeks  before  her  admission 
here  she  was  sent  to  another  hospital  for  a 
tonsillectomy  (because  of  her  "arthritis"). 
Because  of  her  poor  condition  the  tonsillec- 
tomy was  not  done,  but  she  was  given  a 
blood  transfusion  instead. 

Two  nights  before  admission  to  the  North 
Carolina  Baptist  Hospital,  this  patient  vom- 
ited approximately  one  pint  of  bright  red 
blood,  and  subsequently  passed  a  tarry  stool. 
Her  physician  then  referred  her  to  this  hos- 
pital. 

The  patient's  past  history  reveals  that  she 
was  told  some  years  ago  that  she  had  pel- 
lagra. She  has  had  a  large  cystocele  since 
the  birth  of  her  children.  She  has  had  noc- 
turia, dysuria,  and  known  pyuria.  In  1921, 
she  had  some  type  of  minor  "bowel  opera- 
tion," a  bilateral  salpingo-oophorectomy,  and 
a  uterine  suspension. 

Physical  examination  on  admission  re- 
vealed a  pale,  middle-aged  woman  who 
showed  evidence  of  weight  loss.  The  tem- 
perature was  98.8  F.,  the  pulse  76,  respira- 
tion 16,  blood  pressure  125  systolic.  80  dia- 
stolic. The  lungs  and  heart  were  normal.  The 
abdomen  was  flat  and  soft.  There  was  a  ques- 
tionable mass  in  the  right  upper  quadrant 
and  epigastrium.  It  was  thought  that  this 
might  be  the  liver.  The  spleen  was  not  felt, 
but  the  right  kidney  could  be  made  out  three 
fingers'  breadth  below  the  costal  margin. 
The  sigmoid  colon  was  palpable  and  tender. 
Ni  i  abnormal  masses  or  tenderness  was  noted 
on  pelvic  examination.  A  moderate  degree 
of  rectocele  and  cystocele  was  present.  The 
uterus  was  small  and  freely  movable. 

These    physical    findings    have    remained  j 
constant    throughout   the   patient's    stay    of 
three  weeks. 

On  admission  the  red  blood  cell  count  was 
2.7: '0.000.  the  hemoglobin  8.5  Gm..  the  white 
blood  cell  count  5,800.  with  a  normal  differ- 
ential. The  hematocrit  was  28  volumes  per 
cent;  the  reticulocyte  count  8  per  cent.  The 
patient  has  received  two  transfusions,  and 
the  red  cell  count  is  now  3.320.000.  the  hemo- 
globin  10  Gm.,  the  white  cell  count   7,440. 
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Urinalyses  have  consistently  shown  a  few 
white  blood  cells,  but  no  other  abnormalities. 
The  stools  have  been  tarry,  containing  red 
blood  cells  and  occult  blood. 

Gastric  analysis  after  histamine  revealed 
no  free  hydrochloric  acid,  30  clinical  units  of 
total  acidity,  lactic  acid,  gross  blood,  and 
Boas-Oppler  bacilli.  Bleeding  time,  clotting 
time,  prothrombin  time,  venous  pressure, 
circulation  time,  and  vital  capacity  were  nor- 
mal. Fishberg  and  phenolsulfonphthalein 
tests  showed  impaired  kidney  function. 
Blood  sugar,  carbon  dioxide  combining 
power,  and  blood  chlorides  were  all  within 
limits  of  normal.  The  Kahn  test  was  nega- 
tive. 

Two  x-ray  studies  of  the  stomach  and  duo- 
denum were  made.  The  roentgen  diagnosis 
at  first  was  "gastric  ulcer,  question  of  ma- 
lignancy." After  the  patient  had  been  on  a 
Meulengracht  regimen,  the  stomach  was 
again  studied  and  the  radiologist  thought 
that  the  lesion  was  probably  malignant  ulcer- 
ation of  the  fundus  of  the  stomach., 

Esophagoscopy  was  performed.  Although 
no  lesion  was  visualized,  the  operator  shares 
the  opinion  that  Mrs.  R.  has  a  carcinoma  of 
the  stomach,  because  of  her  history. 

Tumor  Clinic  Discussion 

Radiologist:  Fluoroscopy  revealed  the 
anterior  wall  of  the  stomach  flexible,  but  the 
posterior  wall  showed  multiple  ulcerations 
and  a  constant  filling  defect  close  to  the 
greater  curvature  in  the  prepyloric  region. 
The  posterior  wall  was  fixed,  rigid,  and 
void  of  waves — completely  abnormal  from 
the  esophagus  to  the  pylorus.  The  findings 
by  the  two  x-ray  examinations  indicated  an 
organic  lesion  which  had  not  improved  over 
a  period  of  two  weeks.  This  type  of  lesion 
in  its  earlier  stages  is  commonly  overlooked 
by  many  examiners,  and  would  certainly  not 
be  discovered  in  a  stomach  filled  with  barium 
by  film  examination  alone.  At  the  stage  of 
involvement  indicated  by  our  examination 
the  extent  of  the  lesion  is  obvious. 

Although  the  x-ray  findings  are  those  seen 
so  frequently  in  advanced  carcinoma  of  the 
stomach,  lymphosarcoma  of  the  stomach  and 
possibly  a  tumor  arising  in  the  body  of  the 
pancreas  and  invading  the  stomach  should  be 
considered  in  the  differential  diagnosis.  No 
pulmonary  metastases  were  seen,  but  this 
negative  finding  does  not,  of  course,  rule  out 
intra-abdominal,  peri-aortic,  and  hepatic  me- 
tastases. 


First  Surgeon  :  All  the  facts  in  this  case 
seem  to  point  to  the  diagnosis  of  a  non-re- 
sectable  gastric  carcinoma.  The  patient  ap- 
pears to  be  a  poor  surgical  risk,  but  I  would 
like  to  have  the  tumor  clinic's  opinion  on  the 
advisability  of  an  exploratory  laparotomy. 
I  feel  that  we  should  carry  out  either  a  trans- 
peritoneal or  left  transpleural  exploratory 
operation  on  the  slim  chance  that  the  lesion 
may  be  resectable. 

Second  Surgeon:  I  believe  that  an  ex- 
.  ploratory  laparotomy  should  be  done,  a  bi- 
opsy specimen  obtained,  and  a  gastroenter- 
ostomy performed  if  the  patient's  obstructive 
symptoms  warrant  it.  The  history  and  x-ray 
examination  are  suggestive  of  posterior  wall 
involvement,  which  often  infiltrates  the  head 
of  the  pancreas,  making  removal  difficult 
and  cure  impossible.  It  is  lamentable  that 
more  complete  studies  were  not  done  two 
years  ago  to  differentiate  benign  ulcer  from 
early  carcinoma. 

Tumor  Clinic  Opinion 

Recommendation:  Exploratory  laparo- 
tomy with  biopsy  of  the  lesion.  Further  pro- 
cedures to  be  decided  upon  at  the  time  of 
operation. 

Prognosis:  Very  poor. 

Blame:  Inadequate  study  by  several  exam- 
ining physicians. 

Folloiv-Up  Note 

When  this  patient  was  operated  upon,  five 
days  after  the  above  discussion  took  place, 
an  extensive  penetrating  tumor  mass  was 
found  completely  obliterating  the  posterior 
wall  of  the  stomach.  The  anterior  wall  was 
intact  and  pliable.  The  tumor  mass  extended 
far  beyond  the  stomach,  and  a  biopsy  speci- 
men was  obtained  from  the  region  of  the 
gastro-hepatic  ligament.  Frozen  sections  of 
the  specimen  showed  adenocarcinoma.  The 
patient's  obstructive  symptoms  were  not 
considered  sufficient  to  warrant  gastroenter- 
ostomy.  The  prognosis  is  hopeless. 


Summer  Diarrhea  in  Babies 

Casec  possesses  outstanding  merit  in  the  treat- 
ment of  diarrhea  and  loose  stools,  in  infants  and  in 
children.  The  promptness  with  which  Casec  checks 
diarrheal  stools  is  an  important  factor  in  arresting 
the  dehydration  which  makes  infantile  diarrhea  so 
serious  a  clinical  problem.  At  the  same  time  Casec 
replenishes  calcium  lost  in  the  stools.  The  high  pro- 
tein content  of  Casec,  moreover,  aids  in  promoting 
tissue-growth  in  infants  who  have  become  wasted 
as  a  result  of  diarrhea.  Because  of  its  anti-fermenta- 
tive action  and  its  growth-promoting  constituents, 
Casec  is  a  particularly  effective  weapon  against  the 
so-called  summer  diarrheas. 
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J.  F.  Owen,  M.D.,  LL.B. 
Raleigh 

Expert  Testimony:  A  physician,  or 
one  qualified  in  other  fields,  may  be 
asked  to  give  expert  testimony  as  to 
facts  concerning  a  case,  or  his  opin- 
ion  concerning  the  matter,  or  both. 

The  following  abstract  describes  an  in- 
stance in  which  a  doctor  was  asked  to  give 
expert  evidence  both  as  to  fact  and  as  to  his 
opinion.  "Expert  testimony  as  to  fact"  is 
knowledge  received  directly  and  immediately 
by  facts  perceived  through  the  senses,  where- 
as "expert  opinion"  is  an  inference  based  on 
other  facts.  In  reality,  most  evidence  given 
is  of  the  opinion  variety,  inasmuch  as  it  is 
based  upon  conclusions  drawn  from  what 
one  perceives  through  the  sense  organs.  The 
differentiation  between  "expert  testimony  as 
to  fact"  and  "expert  opinion"  rests  upon  the 
degree  of  removal  from  the  immediate  pro- 
cess of  perception.  As  a  general  rule,  opin- 
ion is  the  exclusive  province  of  the  jury,  and 
the  witness  under  ordinary  circumstances 
should  testify  only  to  facts,  so  that  the  jury 
may  form  an  opinion  as  to  such  facts  and 
render  their  verdict  accordingly.  Expert 
testimony  is,  therefore,  an  exception  to  the 
rules  of  admissibility,  and  is  allowed  for  the 
sole  purpose  of  aiding  the  jury,  who  are  not 
prepared  to  form  opinions  based  upon  tech- 
nical facts. 

The  plaintiff  in  this  case  was  employed  as 
a  laborer  on  a  coal  dock  operated  by  a  cor- 
poration engagedin  the  coal  business.  While 
so  employed,  and  while  about  his  ordinary 
duties,  the  plaintiff  fell  from  a  platform 
which  was  twenty-eight  feet  above  the  dock. 
He  sustained  serious  injuries — namely,  frac- 
tures of  certain  bones  of  the  arms,  skull, 
and  jaw,  and  the  loss  of  vision  in  one  eye. 

It  was  found  by  the  jury  in  Superior  Court 
that  the  injuries  complained  of  were  due  to 
negligence  of  the  defendant  coal  company, 
and  the  jury  awarded  the  plaintiff  the  sum 
of  eight  thousand  dollars  in  damages.  After 
the  defendant's  motions  to  set  aside  the  ver- 
dict and  to  order  a  new  trial  were  denied, 
the  defendant  appealed  the  case  to  the  Su- 
preme Court,  assigning  various  errors.  The 
one  of  interest  medically  was  the  objection 
to  the  Superior  Court's  allowance  of  testi- 


mony by  physicians,  the  facts  concerning 
which  are  as  follows : 

The  physicians  were  allowed  to  give  infor- 
mation as  to  the  injuries,  their  location,  ex- 
tent, and  importance,  and  in  addition  were 
asked  for  their  opinion  about  certain  hypo- 
thetical questions  concerning  the  possibilities 
of  future  suffering  consequent  to  the  plain- 
tiff's injuries.  The  Supreme  Court  stated 
that  there  was  no  objection  to  the  opinion 
evidence  being  placed  before  the  jury,  de- 
spite the  fact  that  the  doctors  had  in  addi- 
tion been  asked  to  testify  concerning  facts 
elicited  by  examination.  The  medical  testi- 
mony was  ruled  acceptable,  although  other 
exceptions  were  sufficient  to  return  the  case 
to  Superior  Court  for  a  new  trial. 

There  is  evidently  some  confusion  among 
experts  as  to  the  type  of  testimony  they  are 
allowed  to  give.  Fortunately,  doctors  and 
other  types  of  qualified  experts  have  nothing 
to  do  with  the  determination  of  admissibility 
of  testimony,  this  being  the  function  of  the 
judge;  but  it  is  well  to  know  in  advance  what 
type  of  question  is  likely  to  be  asked,  so  that 
some  preparation  may  be  made.  (Supreme 
Court  of  Wisconsin,  April,  1905—102  N.  W. 
1049.) 


Life  Magazine  Devotes   Editorial   Space  to   the 
Upjohn   Company    Health    Campaign 

Life  Magazine  in  its  May  14  issue  signally  honors 
The  Upjohn  Company  educational  health  campaign 
"Your  Doctor  Speaks".  This  series  of  health  mes- 
sages, appearing  monthly  in  national  periodicals 
since  December,  1944,  has  been  selected  by  Life 
Magazine  for  a  lengthy  feature  story  with  many 
color  reproductions,  commending  The  Upjohn  Com- 
pany's use  of  fine  paintings  by  outstanding  Ameri- 
can artists  to  illustrate  the  series.  Says  Life:  "Over 
the  past  ten  years  U.  S.  business  has  become  a 
thoroughgoing  patron  of  American  art,  having  com- 
missioned top  U.  S.  painters  to  illustrate  for  their 
advertisements.  Today  The  Upjohn  Company,  manu- 
facturers of  pharmaceuticals,  is  practicing  a  differ- 
ent kind  of  art  patronage.  Instead  of  having  paint- 
ings done  to  order,  they  are  buying  the  already  com- 
pleted work  of  the  best  U.  S.  easel  painters." 


"The  Doctor  Fights" 

Schenley  Laboratories,  Inc.,  will  present  a  series 
of  coast  broadcasts  over  the  Columbia  Broadcasting 
System  beginning  Tuesday,  June  5.  The  series,  en- 
titled "The  Doctor  Fights",  will  feature  leading 
Hollywood  dramatic  motion  picture  stars  in  half 
hour  dramatizations  of  the  actual  feats  accom- 
plished by  medical  officers  of  the  armed  forces  dur- 
ing World  War  II.  In  many  instances,  the  actual 
surgeons  or  physicians  whose  deeds  will  form  the 
highlight  of  the  dramatic  program  will  themselves 
be  heard  in  the  broadcasts. 

The  program  series  will  be  broadcast  from  Holly- 
wood at  9:30  p.m..  e.w.t..  over  CBS,  beginning  Tues- 
day. June  5,  and  for  twelve  additional  weeks. 
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MANY  reports,  often  contradictory,  have  appeared  concerning  the  effect  of  the  war  on 
the  tuberculosis  death  rate.  News  from  some  of  our  crowded  centers  of  war  produc- 
tion has  been  discouraging.  The  press  has  featured  alarming  dispatches  about  appalling 
conditions  in  war-torn  areas  abroad.  A  few  domestic  analyses  have  sounded  unduly 
optimistic.  For  these  reasons,  hard-pressed  physicians  will  welcome  a  sensible,  factual 
statement  of  the  status  of  tuberculosis  mortality  in  the  United  States  at  the  present  time. 

THE  TUBERCULOSIS  DEATH  RATE  IN  WARTIME 


As  the  war  has  progressed,  persons  inter- 
ested in  the  problem  of  tuberculosis  control, 
and  in  fact  the  general  public,  have  evinced 
considerable  concern  regarding  the  trend  of 
the  country's  death  rate  from  tuberculosis. 

Inasmuch  as  war  conditions  usually  lead 
to  an  increase  in  the  incidence  of  tuberculo- 
sis a  rise  in  the  death  rate  was  to  be  ex- 
pected in  1943,  the  second  full  year  of  Amer- 
ican participation  in  the  war.  For  this  rea- 
son the  decline  registered  is  even  more  en- 
couraging than  those  recorded  in  previous 
years.  In  view  of  the  chronic  nature  of  the 
disease,  however,  several  years  may  elapse 
before  the  impact  of  war  conditions  is  re- 
flected in  a  mortality  rise.  Therefore,  we 
must  all  realize  that  the  probability  of  an  in- 
crease in  the  incidence  of  tuberculosis  is  en- 
hanced each  day  the  war  continues. 

The  decline  in  tuberculosis  mortality  has 
continued  steadily  each  year  since  1936  and, 
with  the  exception  of  two  minor  interrup- 
tions, each  year  since  1918.  These  sustained 
decreases  must  be  attributed  to  quite  a  num- 
ber of  factors,  among  which  are : 

1.  Greatly  improved  and  enlarged  facili- 
ties for  the  care  of  the  tuberculous,  includ- 
ing better  managed  sanatoria  and  thousands 
of  additional  beds;  a  higher  standard  of 
clinic  service  and  of  public  health  nursing 
service,  as  well  as  a  great  improvement  in 
health  administration  generally. 

2.  Earlier  diagnosis  and  improved  meth- 
ods of  diagnosis,  including  mass  X-ray  sur- 
veys among  apparently  healthy  adults. 

3.  Recognition  on  the  part  of  patients  and 
their  families  of  the  importance  of  sanator- 
ium care  with  the  result  that  a  much  larger 
proportion  of  infectious  patients  have  been 


segregated,  thus  minimizing  the  spread  of 
the  disease. 

4.  Increasing  awareness  of  the  tuberculo- 
sis problem  and  acceptance  of  the  greatly 
amplified  program  of  health  education. 

5.  Decided  improvement  in  the  standard 
of  living  throughout  the  country. 

6.  Intensive  efforts  directed  toward  cer- 
tain groups,  such  as  high  school  and  college 
students,  medical  students,  nurses,  expectant 
mothers  and  young  women  generally.  More 
recently  these  efforts  have  been  directed  to- 
ward industrial  employees,  Negroes  and 
Spanish-speaking  people,  and  men  and  wom- 
en who  are  being  examined  for  service  in 
the  armed  forces. 

The  most  interesting  trend  noted  in  1943 
is  the  fact  that  so  many  of  these  increased 
death  rates  are  concentrated  in  the  indus- 
trial states  of  the  northeastern  and  north 
central  sections  of  the  country,  while,  on  the 
other  hand,  even  more  pronounced  declines 
are  noted  in  the  states  of  the  south  and  west. 

According  to  one  theory,  these  increased 
rates  in  our  industrial  states  may  indicate 
rising  mortality  from  tuberculosis  in  the 
country  as  a  whole.  Others  are  of  the  opinion 
that  the  stupendous  migration  of  the  past 
few  years  may  have  resulted  in  a  realign- 
ment of  the  American  people — to  some  ex- 
tent, at  least,  on  health  grounds.  Only  time 
can  determine  which  of  these  two  hypotheses 
is  correct. 

The  abnormal  conditions  incident  to  the 
war  have  affected  the  population  distribution 
in  the  states  more  than  is  usually  realized. 
Internal  migration,  both  civilian  and  mili- 
tary, has  resulted  in  decreased  population  in 
the  northeastern  and  north  central  states, 
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while  in  the  south  and  west  the  population 
has  increased  materially  since  the  date  of 
the  last  decennial  census  in  1940. 

The  assignment  of  millions  of  the  coun- 
try's healthiest  young  men  and  young  women 
outside  continental  United  States  and  the 
elimination  of  their  number  from  population 
estimates  upon  which  death  rates  are  based, 
have  had  the  effect  of  raising  tuberculosis 
mortality  slightly  in  the  country  as  a  whole. 
Many  more  millions  of  our  healthiest  young 
citizens  have  likewise  been  assigned  to  train- 
ing camps  which  are  largely  concentrated  in 
the  states  of  the  south  and  far  west,  where 
climatic  conditions  facilitate  military  train- 
ing throughout  all  months  of  the  year. 

Since  all  (or  approximately  all)  of  these 
young  people  had  been  recently  X-rayed  it  is 
highly  probable  that  the  deaths  from  tuber- 
culosis among  their  number  would  have  been 
negligible  in  1943;  yet  2,500,000  of  them 
were  eliminated  from  the  population  base  on 
which  the  death  rate  is  computed. 

Simultaneously  other  millions  of  all  ages 
whose  state  of  health  is  unknown  have  mi- 
grated to  and  fro  without  pattern  in  search 
of  industrial  employment.  It  is  quite  possible 
that  this  population  upheaval,  which  has  no 
parallel  in  American  history,  will  affect  the 
trend  of  tuberculosis  mortality  in  the  states 
for  years  to  come. 

The  difficulties  of  computing  sound  death 
rates  in  these  days  of  major  population 
shifts  cannot  be  appreciated  until  one  makes 
an  effort  to  obtain  population  estimates  for 
a  given  date,  to  evaluate  the  extent  of  the 
changes  in  a  given  community,  and  to  ana- 
lyze the  effect  of  the  population  changes  on 
the  death  rates. 

Changes  in  the  size  of  a  state's  population 
are  allowed  for  when  death  rates  are  com- 
puted on  the  basis  of  the  best  available  pop- 
ulation estimates.  But  changes  in  the  age, 
sex  and  color  composition  of  the  population 
cannot  be  taken  into  consideration  until  a 
new  population  census  has  been  taken.  Ob- 
viously, no  population  census  will  prove  to  be 
worth  while  until  the  people  of  the  country 
have  had  a  few  years  to  settle  down  after 
the  war. 

What  Is  Happening  to  the  Tuberculosis 
Death  Rate?  Mary  Dcmpsey.  American  Re- 
view of  Tuberculosis,  December,  19 H. 


Dear  Dr.  Johnson: 

On  Thursday,  May  24,  I  introduced  with  Senator 
Murray  a  bill,  S.  1050,  entitled:  "The  Social  Security 
Amendments  of  1945".  The  bill  provides  for  "the 
national  security,  health  and  public  welfare".  Rep- 
resentative Dingell  of  Michigan  introduced  a  com- 
panion bill  (H.R.  3293)  in  the  House  at  the  same 
time. 

I  am  forwarding  the  bill  itself,  and  a  copy  of  my 
speech  in  the  Senate  for  your  information  and  use. 

I  Darticularly  invite  your  earnest  study  of  the 
provisions  of  the  bill  relating  to  health.  There  is 
absolutely  no  intention  on  the  part  of  the  authors 
to  "socialize"  medicine,  nor  does  the  bill  do  so.  We 
are  opposed  to  socialized  medicine  or  to  State  medi- 
cine. The  health  insurance  provisions  of  the  bill  are 
intended  to  provide  a  method  of  paying  medical 
costs  in  advance  and  in  small  convenient  amounts. 

During  the  formulation  of  this  bill,  we  have  bene- 
fited greatly  from  the  constructive  advice  and  sug- 
gestions of  practicing  physicians,  and  of  physicians 
in  clinical  and  teaching  positions.  Their  construc- 
tive suggestions  have  resulted  in  changes  in  the  bill 
which  we  presented  in  the  last  Congress.  Undoubt- 
edly other  changes  will  be  made  before  this  bill  is 
enacted  into  law.  We  wish  to  have  it  knowu  that  we 
invite  constructive  suggestions  from  the  medical 
profession. 

In  addition,  members  of  the  medical  profession 
will  be  given  full  opportunity  to  voice  their  opinions 
in  open  hearings  when  the  bill  is  considered  in  Com- 
mittee. 

I  hone  that  you  will  print  this  letter  in  your 
Journal  and  that  you  will  join  me  in  urging  the 
medical  profession  to  undertake  an  earnest  study 
of  the  actual  provisions  of  the  bill.  In  this  way  you 
can  help  immeasurably  in  avoiding  misunderstand- 
ing and  misinterpretation  of  the  legislation  and  in 
stimulating  physicians  and  medical  and  hospital  or- 
ganizations to  come  forward  with  constructive  sug- 
gestions and  advice. 

Sincerely  yours, 
ROBERT  F.  WAGNER. 


In  terms  of  practical  management,  pulmonary 
tuberculosis  can  be  as  much  a  disease  of  the  per- 
sonality as  it  is  of  the  lungs. — Jerome  Hartz,  M.D., 
Psychosomatic  Medicine,  January,  1944. 


Natural  Drugs  under  Scientific 
Scrutiny 

Plant  drugs  may  be  subjected  to  scientific  scrutiny 
under  a  cooperative  research  program  to  be  under- 
taken by  proprietary  drug  manufacturers.  It  will 
represent  the  fourth  such  project  sponsored  by  the 
Proprietary  Association  of  America.  Participation 
in  the  research  program  will  not  be  restricted  to 
members  of  the  Association.  Scientific  institutions 
will  be  asked  to  set  up  a  research  program  to  as- 
certain scientific  facts  concerning  the  various  drugs, 
and  these  facts  are  to  be  published  in  recognized 
scientific  journals. 

The  new  program  is  similar  to  three  other  coop- 
erative research  projects  undertaken  by  the  Proprie- 
tary Association  members.  Functioning  since  1938  is 
the  Institute  for  the  Study  of  Analgesic  and  Seda- 
tive Drugs.  Other  research  groups  have  investigated 
phenolphthalein  and  ammoniated  mercury. 

Preparations  employing  crude  drugs  have  been 
used  for  centuries  on  an  empirical  basis,  but  the 
scientific  data  to  support  the  usage  is  essential  and 
it  is  necessary  that  certain  corrections  be  made  in 
the  literature. 
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News  Notes  from  the  State  Board 
of  Health 

The  formal  dedication  of  Union  county's  new 
health  center  at  Monroe  was  held  on  May  18,  with 
Governor  R.  Gregg  Cherry  as  the  principal  speaker. 
The  official  host  was  Dr.  Clem  Ham,  Union  County 
health  officer.  Preceding  the  Governor's  address,  Dr. 
Carl  V.  Reynolds,  North  Carolina  State  Health  Offi- 
cer, spoke  briefly,  and  distinguished  guests  were 
presented,  including  Dr.  W.  K.  Sharp,  Jr.,  director 
of  District  No.  2,  United  States  Public  Health  Serv- 


News  Notes  from  the  University 
of  North  Carolina 

The  laboratory  of  the  Department  of  Pharma- 
cology has  been  appointed  as  a  consulting  bureau 
to  the  Federal  Security  Agency,  Food  and  Drug 
Administration,  Drug  Division. 

The  Department  of  Pharmacology  has  recently  re- 
ceived the  following  grants:  $3,000  annually  for  two 
years  from  the  Standard  Alcohol  Company  of  New 
York,  through  the  courtesy  of  James  G.  Park,  Vice- 
President,  to  carry  on  studies  in  the  pharmacology 
of  isopropyl  alcohol;  $3,000  annually  from  Lakeside 
Laboratories  in  Milwaukee,  Wisconsin,  through  Dr. 
C.  O.  Miller,  Vice-President,  to  be  used  for  a  study 
of  the  eifect  of  pentavalent  arsenic  on  the  therapeu- 
tic efficiency  of  bismuth  on  syphilis. 

*  *     * 

Dr.  Wm.  deB.  MacNider  and  Dr.  John  H.  Fergu- 
son represented  the  School  of  Medicine  at  a  meeting 
>f  the  Medical  Advisory  Committee,  under  the  direc- 
,ion  of  Dr.  Vannevar  Bush,  Director  of  the  Office  of 
Scientific  Research  and  Development,  held  in  New 
York  City  on  April  10. 

Dr.  M.  J.  Rosenau,  Dean  of  the  School  of  Public 
Health,  was  the  speaker  at  the  ninth  annual  meet- 
ing of  the  Public  Health  Association  of  New  York 
City  held  at  the  Hotel  Martinique  on  May  17.  The 
subject  of  Dr.  Rosenau's  address  was  "The  Four 
Roads  of  Public  Health." 

*  *     * 

Miss  Margaret  Blee,  Assistant  Professor  of  Public 
Health  Nursing,  Department  of  Public  Health  Nurs- 
ing, School  of  Public  Health,  has  just  returned  from 
a  month's  experience  with  the  care  of  the  prema- 
ture infant  at  the  Michael  Reese  Hospital  in  Chica- 
go. 


News  Notes  from  the  North  Carolina 
Tuberculosis  Association 

An  Institute  for  the  training  of  new-in-service 
tuberculosis  workers  will  be  held  in  Raleigh  from 
July  9-21,  inclusive.  The  Institute  is  sponsored  by 
the  NCTA  and  new  workers  in  tuberculosis  will  be 
especially  invited  and  all  their  expenses  paid. 
Others  desiring  to  attend  and  needing  more  infor- 
mation may  write  to  Mr.  L.  L.  Miller  at  the  State 
Office. 

*     *     * 

Mrs.  Fannie  S.  Leary  of  Greensboro  has  been 
awarded  the  University  of  Michigan  health  educa- 
cation  fellowship  offered  by  the  NTA's  Committee 
on  Negro  Program.  Mrs.  Leary  is  expected  to  leave 
for  Ann  Arbor  sometime  in  June  to  take  up  her 
studies.  Mrs.  Leary's  application  was  one  of  a  dozen 
or  more  that  was  given  consideration.  She  is  asso- 
ciated with  the  colored  schools  in  Greensboro. 


In  January,  1945,  through  the  combined  efforts 
of  the  Lenoir  County  Health  Department  and  the 
Lenoir  County  Tuberculosis  Association,  a  pneumo- 
thorax clinic  was  established  in  Kinston.  Any  per- 
son needing  pneumothorax  treatments  may  go  to 
this  clinic,  where  treatment  is  administered  by  Dr. 
G.  F.  Meadors,  County  Health  Officer.  In  addition  to 
continuing  the  treatment  of  patients  returning  from 
the  sanatoria,  the  clinic  administers  treatment  to 
the  newly  diagnosed  cases  of  tuberculosis  while  the 
patients  are  awaiting  admittance  to  the  sanatorium. 
Through  the  cooperation  of  Dr.  Lynwood  Williams, 
local  physician,  and  the  Memorial  General  Hospital, 
the  Health  Department  is  able  to  hospitalize  new 
patients  while  they  are  taking  pneumothorax  and 
waiting  admittance  to  the  State  Sanatorium.  Dr. 
Williams  gives  his  services  and  the  Lenoir  County 
Tuberculosis  Association  makes  the  arrangements 
and  pays  for  the  hospitalization  of  such  cases  while 
they  are  at  the  local  hospital. 
*     *     * 

The  Annual  Meeting  of  the  Board  of  Directors  of 
the  NCTA  was  held  at  the  Carolina  Hotel  on  Tues- 
day, May  15.  Plans  were  formulated  for  extension 
of  the  work  of  the  Association  by  adding  to  the 
staff  an  additional  field  worker  and  a  health  educa- 
tor for  Negroes.  Mrs.  J.  Henry  Highsmith,  State 
Seal  Sale  Chairman,  gave  a  report  on  the  1944 
Christmas  Seal  Sale.  The  following  officers  were  re- 
elected for  next  year:  President,  Dr.  David  T.  Smith, 
Duke  University;  Vice-President,  Dr.  H.  L.  Seay, 
Huntersville;  Secretary,  Mrs.  Marie  B.  Noell,  Ra- 
leigh; Treasurer,  T.  H.  Bell,  Greensboro;  Executive 
Secretary,  Frank  W.  Webster,  Raleigh.  The  Execu- 
tive Committee  consists  of  the  above  officers  and  the 
following:  Dr.  M.  D.  Bonner,  Jamestown;  Dr.  Clyde 

A.  Erwin,  Raleigh;  and  Mrs.  Blanche  Lambe,  Dur- 
ham. Twenty-three  members  of  the  Board  of  Di- 
rectors whose  terms  expired  were  re-elected.  New 
members  added  were:  Richard  H.  Mason,  Dr.  T.  F. 
Vestal,  and  T.  W.  Steed,  all  of  Raleigh.  The  follow- 
ing representative  directors  were  elected:  Mrs.  Paul 

B.  Fry,  Albemarle;  Mrs.  Robert  W.  Glenn,  Greens- 
boro; Mrs.  Hugh  Campbell,  Charlotte;  O.  A.  Tuttle, 
Selma;  W.  A.  Julian,  Gastonia;  and  Dr.  Derwin 
Cooper,   Durham. 


Fifth  District  Medical  Society 

A  meeting  of  the  Fifth  District  Medical  Society 
was  held  at  the  North  Carolina  Sanatorium  on  May 
17.  The  following  scientific  program  was  presented: 
Caudal  Analgesia — Dr.  M.  T.  Pishko,  Moore  County 

Hospital,  Pinehurst. 
Surgery  of  the  Gallbladder  with  Reference  to  Relief 
of  UpDer  Abdominal   Pain — Dr.   Stephen  Meln- 
tyre,  Thompson  Memorial  Hospital,  Lumberton. 
Discussion  opened  by  Dr.  F.  L.  Knight,   Sanford. 
Subacute  Bacterial  Endocarditis,  Its  Recognition  and 
Modern  Management — Dr.  Robert  L.  McMillan, 
Bowman   Gray   School    of   Medicine,    Winston- 
Salem. 
Discussion  opened  by  Dr.  W.  T.  Rainey,  Fayetteville. 
Clinical  Significance  of  Hematuria  of  Upper  Urinary 

Tract — Dr.  Fred  M.  Patterson,  Greensboro. 
Discussion  opened  by  Dr.  J.  M.  Harry,  Fayetteville. 
Present-Day  Treatment  of   Syphilis — Dr.  J.   Lamar 

Callaway,  Duke  University,  Durham. 
Discussion  opened  by  Dr.  Robert  F.  Young,  Rock- 
ingham. 
Following  the  dinner  Dr.  Roscoe  D.  McMillan,  Sec- 
retary of  the  State  Medical  Society,  discussed  post- 
war planning  for  returning  medical  officers.  Brig- 
adier-General H.  C.  Coburn  of  Fort  Bragg  also  gave 
a  brief  talk. 
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BOARD  MEETING 

In  lieu  of  a  twenty-third  annual  conven- 
tion, the  Board  of  Directors  of  the  Auxiliary 
to  the  Medical  Society  of  the  State  of  North 
Carolina  held  an  all-day  session  in  Raleigh 
on  April  25  at  the  home  of  Dr.  and  Mrs. 
M.  D.  Hill. 

After  the  meeting  was  called  to  order  by 
the  President.  Mrs.  John  T.  Saunders,  me- 
morial services  were  conducted  by  Mrs. 
Joseph  Elliott  for  the  seven  members  who 
have  passed  away  during  the  year. 

Mrs.  Saunders  and  her  executive  board 
then  gave  their  reports  of  the  year's  work, 
and  the  awards  were  announced.  The  Davis 
Cup.  given  by  Dr.  Rachel  Davis,  of  Kinston, 
for  achievement  and  excellence,  went  to  the 
Eighth  District,  with  the  Sixth  District  re- 
ceiving honorable  mention.  The  county 
prizes  were  won  by  Hoke,  reporting  the  first 
100  per  cent  membership;  to  Buncombe,  for 
the  largest  contribution  to  the  Stevens  bed 
at  Black  Mountain ;  and  to  Guilford  and  New 
Hanover,  for  the  largest  contributions  to  the 
McCain  Endowment  Fund. 

Mrs.  E.  C.  Judd  announced  that  bonds 
have  been  purchased  for  the  upkeep  of  beds 
in  the  state  sanatoriums,  and  that  the  bed 
at  the  Eastern  North  Carolina  Sanatorium, 
in  Wilson,  has  been  named  for  Dr.  George 
Marion  Cooper,  Assistant  State  Health  Offi- 
cer. 

The  Board  was  delighted  to  have  as  its 
guest  speaker  Dr.  Paul  Whitaker,  President 
of  the  State  Medical  Society,  who  gave  a 
most  informative  talk  on  legislative  meas- 
ures concerning  the  Medical  Society,  public 
health,  and  welfare. 

At  1  o'clock  Mrs.  Hill  entertained  the 
thirty-one  visitors  at  a  lovely  luncheon  in 
her  home. 

During  the  afternoon  session  Mrs.  P.  P. 
McCain.  Chairman  of  Past  Presidents,  in- 
stalled the  following  newly  elected  officers : 

President— Mrs.  G  Erick  Bell.  Wilson 

President-Elect — Mrs.   Frederick  Taylor, 
High  Point 

First  Vice  President — Mrs.  J.T.Saunders, 
Asheville 

Second  Vice  President— Mrs.  J.  C.  Knox. 
Wilmington 

Corresponding  Secretary — Mrs.  H.  F. 
Easom.  Wilson 


Recording  Secretary — Mrs.  C.  H.  Gay, 

Charlotte 
Treasurer — Mrs.  E.  C.  Judd,  Raleigh 

*  *     * 

The  Auxiliary  is  very  much  pleased  that 
Governor  Cherry,  working  in  cooperation 
with  the  Golden  Rule  Foundation,  has  hon- 
ored our  own  Mrs.  McCain  by  naming  her 
the  typical  North  Carolina  mother  for  the 
year  1945.  Mrs.  McCain,  who  is  active  in 
religious,  educational,  patriotic,  and  social 
work,  was  our  organizing  president  and  has 
always  been  a  loyal  member  and  guiding 
spirit  in  the  Auxiliary. 

t  *  :■ 

In  naming  a  bed  at  the  Eastern  North 
Carolina  Sanatorium  for  Dr.  G.  M.  Cooper, 
the  Auxiliary  is  honoring  a  man  who  for 
thirty  continuous  years  has  worked  untiring- 
ly and  selflessly  to  better  the  health  of  the 
citizens  of  North  Carolina. 

Dr.  Cooper  was  a  pioneer  in  typhoid  con- 
trol, being  the  first  physician  in  the  state  to 
experiment  with  typhoid  vaccination  on  a 
civil  population.  As  Director  of  Preventive 
Medicine  and  as  head  of  school  health  work, 
he  conceived  and  put  into  effect  the  systems 
of  free  dental  work  and  of  club  operations 
for  the  removal  of  tonsils  and  adenoids  of 
school  children.  He  has  been  instrumental 
in  improving  the  health  of  North  Carolina 
children  and  in  saving  the  lives  of  many  of 
our  population. 

Recognizing  his  great  work  in  health  edu- 
cation, the  University  of  North  Carolina  con- 
ferred upon  him  one  of  its  highest  honors 
the  degree  of  Doctor  of  Laws. 

It  is  with  appreciation  of  his  service  to  the 
state  that  the  Medical  Auxiliary  names  this 
bed  in  honor  of  Dr.  Cooper. 

*  ■-        •:= 

The  Orange-Durham  Counties  Auxiliary 
entertained  the  wives  of  the  Medical  Officers 
of  Camp  Butner  and  of  the  Pre-Flight  School 
at  the  University  of  North  Carolina  with  a 
lovely  tea  during  the  month. 

Mrs.  R.  L.  Fike.  Wilson 
Press  and  Publicity  Chairman 


Morbidity  from  tuberculosis  in  adolescence  and 
early  adult  life  is  more  frequently  the  result  of 
household  exposure  after  childhood  than  before,  in- 
dicating that  in  early  adult  life  infection  from  the 
environment  is  of  greater  importance  than  the 
breakdown  of  lesions  acquired  in  childhood.  Harold 
L.  Israel.  M.D.  and  Horace  DeLien.  M.D..  Amer. 
Jour,  of  Pub.  Health.  Oct..  1P42. 
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Internal  Medicine.  Edited  by  John  H. 
Musser,  M.D.,  Professor  of  Medicine  in  the 
Tulane  University  School  of  Medicine.  Ed. 
4.  1518  pages.  Price,  $10.00.  Philadelphia: 
Lea  &  Febiger,  1945. 

This  book  is  one  of  the  best  text  and  reference 
books  on  internal  medicine  available.  It  is  thorough- 
ly up  to  date.  The  sections  on  infectious  diseases  are 
uniformly  good.  They  include  short  discussions  of 
the  prevention  of  each  disease  as  well  as  of  its 
recognition  and  treatment.  Malaria  and  the  tropical 
diseases  are  well  covered.  The  section  on  contagious 
diseases  of  childhood  is  an  important  addition  to  a 
book  of  this  type.  A  well  written  section  on  fungus 
diseases  has  been  included.  In  the  section  on  gastro- 
intestinal diseases,  short  illustrative  case  histories 
are  given.  The  sections  on  the  therapy  of  gastro- 
intestinal diseases  tend  to  leave  the  reader  with  a 
sense  of  futility.  In  most  cases  space  is  allotted  to 
various  subjects  in  proportion  to  their  importance. 
The  section  on  subacute  bacterial  endocarditis  might 
be  longer,  however — especially  in  view  of  the  recent 
advances  in  chemotherapy;  the  possibilities  of  pre- 
venting this  disease  are  not  even  mentioned. 

The  references  are  few  in  number,  good,  and  up 
to  date.  The  illustrations  are  few  and  uniformly  ex- 
cellent. This  book  is  strongly  recommended. 


Clinical  Heart  Disease.  By  Samuel  A. 
Levine,  M.D.,  F.A.C.P.,  Assistant  Professor 
of  Medicine,  Harvard  Medical  School;  Phy- 
sician, the  Peter  Bent  Brigham  Hospital, 
Boston;  Consultant  Cardiologist,  Newton 
Hospital;  Physician,  New  England  Baptist 
Hospital,  Boston.  Ed.  3,  revised  and  reset. 
462  pages  with  157  illustrations.  Price, 
$6.00.  Philadelphia  and  London:  W.  B. 
Saunders  Company,  1945. 

Dr.  Levine  possesses  the  art  of  clinical  observa- 
tion to  a  degree  that  would  have  delighted  the  soul 
of  Hippocrates.  He  also  has  the  gift  of  putting  his 
observations  into  words  so  clear  and  simple  that 
anyone  with  an  average  intelligence  quotient  can 
understand  them.  These  two  talents  have  enabled 
him  to  produce  one  of  the  best — if  not  the  best — ■ 
of  the  books  on  the  heart  yet  published.  The  third 
edition  is  a  worthy  successor  of  the  first  two.  As 
the  author  says  in.  the  preface,  it  "continues  to  be 
a  simple  discussion  of  the  common  problems  of  heart 
disease,  constantly  bearing  in  mind  the  viewpoint 
of  the  general  practitioner." 

The  fact  that  each  chapter  is  complete  in  itself 
makes  the  book  more  valuable  for  ready  reference. 
The  keen  observations  of  the  author,  drawn  from  his 
own  rich  experience,  add  greatly  to  the  teaching 
value  of  the  book.  Without  minimizing  the  electro- 
cardiograph or  other  laboratory  aids,  Dr.  Levine 
places  chief  emphasis  upon  actual  bedside  findings. 
For  example,  in  discussing  the  differential  diagno- 
sis of  subacute  bacterial  endocarditis,  he  points  out 
that  the  absence  of  a  heart  murmur  will  enable  one 
to  rule  out  this  condition  with  far  more  certainty 
than  will  a  negative  blood  culture.  Such  a  simple 
procedure  as  taking  the  blood  pressure  is  discussed 
in  detail,  and  possible  errors  are  pointed  out. 

One  feature  that  appeals  to  this  reviewer  is  that 
the  author  does  not  hesitate  to  give  his  own  opinion, 
even  if  it  is  contrary  to  the  general  view.  For  ex- 
ample: "The  current  opinion  is  that  those  with  high 
diastolic  pressures  are  the  most  prone  to  cerebral 
accidents.  I  have  had  the  suspicion  that  the  reverse 
is  true  .  .  .  May  not  the  high  pulse  pressure  be  the 


more  important  factor  in  causing  rupture  of  a  large 
cerebral  vessel?"  The  reader  has  the  feeling  that 
Dr.  Levine  is  actually  talking  to  him,  as  if  in  con- 
sultation over  the  case  under  discussion. 

Every  chapter  in  the  book  is  good,  but  of  special 
merit  are  the  discussions  of  thyroid  heart  disease, 
hypertensive  heart  disease,  bacterial  endocarditis,  the 
clinical  significance  of  the  systolic  murmur,  and  the 
nature  and  treatment  of  congestive  heart  failure. 
The  last  third  of  the  book  is  devoted  to  a  very  prac- 
tical consideration  of  clinical  electrocardiography. 

The  latest  advances  in  cardiology — such  as  the 
use  of  massive  doses  of  penicillin  in  bacterial  endo- 
carditis— are  to  be  found  in  this  third  edition  of 
Levine.  It  can  be  recommended  unreservedly  to  stu- 
dents and  practitioners  for  constant  study  and  refer- 
ence. 


Principles  and  Practice  of  Surgery.  By  W. 

Wayne  Babcock,  M.D.,  Emeritus  Professor 
of  Surgery,  Temple  University;  Acting 
Consultant,  Philadelphia  General  Hospital. 
1331  pages.  Price,  $12.00.  Philadelphia:  Lea 
and  Febiger,  1944. 

The  compilation  of  so  much  of  the  detailed  knowl- 
edge concerning  the  diagnosis  and  treatment  of  both 
common  and  rare  surgical  conditions  in  a  single 
textbook  was  without  question  an  enormous  task 
and  one  that  required  the  extreme  skill  of  a  writer, 
surgeon,  and  teacher. 

The  book  is  exceptionally  well  organized  in  four 
parts:  (1)  General  Surgery,  (2)  Surgical  Technique, 
(3)  The  Surgery  of  the  Systems,  (4)  Regional  Surg- 
ery. Part  I  begins  with  a  discussion  of  the  pathol- 
ogy and  physiology  of  inflammation  and  repair,  a 
problem  ever  present  with  the  surgeon.  The  second 
part,  dealing  with  surgical  technique,  is  particularly 
well  done,  for  the  author  is  a  master  in  this  field. 
An  excellent  discussion  of  anesthesia,  especially  lo- 
cal and  regional  anesthesia,  is  included  in  this  sec- 
tion. 

In  Part  III  the  chapter  on  fractures  has  been 
brought  up  to  date.  The  chapter  dealing  with  the 
surgery  of  the  nervous  system  is  fairly  adequate  for 
a  one-volume  text  and  would  give  students  some 
insight  into  the  surgical  problems  of  this  system. 
However,  much  is  omitted  and  many  obsolete  pro- 
cedures are  shown,  such  as  the  old  Cushing  cross- 
bow skin  incision  formerly  used  in  suboccipital 
craniectomy,  the  old  methods  of  nerve  suture,  and 
the  jack-knifing  of  a  patient  during  spinal  puncture. 

Considerable  material  is  also  omitted  from  the 
chapter  in  Part  IV  dealing  with  the  surgical  diseases 
of  the  chest,  pleura,  and  lungs — probably  because 
the  science  of  thoracic  surgery  has  expanded  beyond 
the  limits  where  much  pertinent  information  could 
be  included  in  a  textbook  of  this  kind.  The  chapter 
dealing  with  the  surgery  of  the  alimentary  tract 
could  not  be  improved  upon  in  a  one-volume  book. 
There  is  omitted  in  this  edition  a  chapter  dealing 
with  the  management  of  surgical  conditions  common 
to  children.  This  field  of  surgery  in  the  past  few 
years  has  become  almost  a  specialty  within  itself. 

I  do  not  think  that  a  medical  student  can  find  a 
better  organized  and  illustrated  single-volume  text 
to  guide  him  through  his  clinical  years  of  surgery. 
The  illustrations  are  in  part  diagramatic  for  the 
purpose  of  clarification,  but  there  are  also  many 
photographs  and  several  color  plates.  The  section 
on  surgical  technique  is  particularly  well  illustrated. 
The  printing  of  this  book  is  especially  commendable. 

I  would  recommend  this  text  most  highly  for  all 
medical  students  and  house  officers,  but  for  post- 
gi-aduate  students  in  surgery  and  practicing  sur- 
geons I  would  recommend  a  monographic  system  of 
surgery  or  other  books  to  supplement  it. 
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Penicillin  Therapy.  By  John  A.  Kolmer, 
M.D.,  Professor  of  Medicine,  Temple  Uni- 
versity. 302  pages.  Price,  $5.00.  New  York: 
D.  Appleton-Century  Co.,  1945. 

This  small  volume  compiles  and  condenses  the 
literature  on  penicillin  and  other  antibiotic  agents. 
The  laboratory  methods  for  the  detection,  assay, 
and  in  vitro  determinations  of  susceptibility  are  cov- 
ered in  detail.  The  clinical  chapters  are  arranged 
according  to  the  etiologic  agents.  Under  each  bac- 
terium, the  types  of  diseases  produced  by  it — such 
as  septicemia,  osteomyelitis,  and  meningitis — are 
discussed.  One  section  is  devoted  to  the  treatment 
of  wounds  and  burns  and  one  to  miscellaneous  dis- 
eases. A  section  on  tyrothricin,  streptothriein, 
chlorophyll,  and  other  antibiotic  substances  is  in- 
cluded. Numerous  references  are  given  at  the  end 
of  each  chapter;  it  is  unfortunate  that  the  titles  of 
papers  are  omitted,  so  that  the  usefulness  of  the 
bibliography  is  greatly  reduced.  The  illustrations 
are  largely  reproduced  from  other  publications. 


Penicillin  and  Other  Antibiotic  Agents.  By 

Wallace  E.  Herrell,  M.D.,  M.S.,  F.A.C.P., 
Assistant  Professor  of  Medicine,  the  Mayo 
Foundation,  University  of  Minnesota;  Con- 
sultant in  Medicine,  Mayo  Clinic.  Rochester, 
Minnesota.  348  pages  with  45  illustrations. 
Price,  $5.00.  Philadelphia  and  London:  W. 
B.  Saunders  Company,  1945. 

The  author  is  admirably  qualified  by  his  extensive 
research  experience  with  antibiotic  agents  to  sum- 
marize the  present  knowledge  of  these  substances. 
This  excellent  monograph  covers  the  background  of 
the  development  of  penicillin,  the  animal  experi- 
ments, the  preparation  of  the  drug,  its  distribution 
in  the  body,  and  its  standardization.  The  second  and 
third  part's  of  the  book  are  concerned  with  the 
clinical  use  of  penicillin  and  its  effectiveness  in  the 
treatment  of  individual  cases.  Infectious  processes 
involving  certain  systems  are  first  considered,  and 
individual  diseases  are  then  discussed.  In  the  fourth 
part,  other  antibiotic  substances  such  as  tyrothricin, 
streptothriein,  and  streptomycin  are  discussed. 

The  book  is  well  arranged  and  excellently  printed, 
and  contains  helpful  charts  illustrating  the  clinical 
effectiveness  of  the  drug.  The  illustrations  are  uni- 
formly excellent  and  many  are  strikingly  reproduced 
in  color.  An  excellent  bibliography  is  appended  to 
each  chapter.  This  book  is  highly  recommended  for 
day-to-day  use  by  the  practicing  physician,  as  well 
as  for  the  student. 


Medical  Uses  of  Soap.  A  Symposium  edited 
by  Morris  Fishbein,  M.D..  Editor  of  the 
Journal  of  the  American  Medical  Associa- 
tion. 182  pages.  Price,  $3.00.  Philadelphia: 
J.  B.  Lippincott  Co.,  1945. 

This  small  volume  is  unique.  The  chemistry  and 
manufacture  of  various  kinds  of  soaps  are  discussed, 
and  their  mode  of  action  is  described.  A  section  is 
devoted  to  the  care  of  the  normal  skin,  hair  and 
beard,  and  the  uses  and  contraindications  for  vari- 
ous types  of  detergent  materials  are  discussed.  The 
bacteriostatic  action  of  soap,  which  has  been  long 
recognized  by  physicians,  is  attributed  largely  to 
the  mechanical  removal  of  bacteria  rather  than  to 
its  bactericidal  effect.  Sensitization  is  believed  to 
be  due  more  to  specific  organic  materials  in  the  soap 
than  to  the  amount  of  free  alkali  present. 

The  style  of  this  book  is  very  readable.  Adequate 
illustrations  printed  on  glossy  paper  are  included. 
A  usable  bibliography  is  appended  to  the  section 
covering  medical  uses. 


Peripheral  Nerve  Injuries.  By  Webb  Hay- 
maker, Capt.,  M.C.,  A. U.S.,  Neuropatholo- 
gist, The  Army  Institute  of  Pathology, 
Washington,  D.  C.  (on  leave  of  absence 
from  the  University  of  California,  San 
Francisco  and  Berkeley);  and  Barnes 
Woodhall,  Maj.,  M.C.,  A.U.S.,  Chief,  Neuro- 
surgical Section,  Walter  Reed  General  Hos- 
pital, Washington,  D.  C.  (on  leave  of  ab- 
sence from  Duke  University,  Durham, 
North  Carolina).  227  pages  with  225  illus- 
trations. Price,  $4.50.  Philadelphia  and  Lon- 
don: W.  B.   Saunders  Company,  1945. 

The  authors  are  to  be  congratulated  upon  their 
compilation  and  arrangement  of  so  much  valuable 
material  in  this  very  practical  manual  on  the  prin- 
ciples of  diagnosis  of  peripheral  nerve  injuries.  Most 
of  the  important  methods  of  testing  peripheral 
nerve  functions  ale  included,  and  emphasis  is  placed 
on  the  most  simple  and  practical  methods  of  exami- 
nation. The  book  is  especially  well  illustrated  with 
diagramatic  illustrations,  supplemented  in  many  in- 
stances by  actual  photographs. 

This  book  certainly  fulfills  the  authors'  purpose  in 
almost  every  detail.  It  will  be  of  greatest  use  to 
medical  students  and  to  those  physicians  in  the 
armed  forces  who  have  not  had  extensive  training 
in  neurology  and  who  are  confronted  with  patients 
having  peripheral  nerve  lesions  for  analysis  and 
evaluation.  A  more  comprehensive  treatise  would 
better  suit  the  needs  of  civilian  physicians,  who  may 
wish  to  know  something  concerning  the  treatment 
and  prognosis  in  peripheral  nerve  injuries,  in  addi- 
tion to  the  principles  of  diagnosis.  However,  this 
manual  would  be  a  good  adjunct  to  the  libraries  of 
such  physicians. 


Duodenal  and  Jejunal  Peptic  Ulcer.  Technic 
of  Resection.  By  Rudolf  Nissen,  M.D.,  At- 
tending Surgeon,  Jewish  Hospital  of  Brook- 
lyn; formerly  Professor  of  Surgery  and 
Head  of  Department  of  Surgery,  University 
of  Istanbul,  and  Associate  Professor  of 
Surgery,  University  of  Berlin.  Foreword 
by  O.  H.  Wangensteen,  M.D.,  Ph.D.,  Profes- 
sor of  Surgery;  University  of  Minnesota. 
143  pages.  Price,  $4.75.  New  York:  Grune 
&  Stratton,  Inc.,  1945. 

This  monograph  deals  with  some  of  the  special 
problems  of  peptic  ulcer — chiefly,  as  is  suggested 
by  the  title,  the  technique  of  resection.  A  generous 
portion  of  the  book  is  given  to  the  technique  of  deal- 
ing with  the  duodenal  stump.  This  technique  is 
amply  illustrated  with  remarkably  clear  drawings. 
The  important  anatomic  relations  are  discussed.  The 
author's  technique  of  gastric  resection,  as  well  as 
that  of  other  recognized  gastric  surgeons,  is  illus- 
trated through  all  of  its  stages.  Methods  of  deal- 
ing with  marginal  ulcers  complicating  both  gastro- 
enterostomy and  gastric  resection  are  shown.  Final- 
ly there  is  a  brief  discussion  of  the  technical  man- 
agement of  gastrojejunocolic  fistulas. 

When  a  nation  goes  to  war,  physical  fitness  of  the 
young  men  of  the  country  is  a  vital  matter.  Fortu- 
nately or  unfortunately,  fitness  in  our  modern  civil- 
ization, though  desirable,  is  not  so  essential. 
Whether  a  man  can  chin  himself  seven  times,  or 
jump  two  feet,  is  not  so  important,  but  maintenance 
of  good  health  is  important.  We  can  recollect  many 
examples  of  individuals  who  would  be  rejected  for 
military  service  but  have  been  outstanding  in  busi- 
,   the  professions  and  the  arts.  These  men  and 

u en    have    triumphed    in    spite   of    physical   dis- 

abilities.  Ed.,  Minn.  Med.,  Dec.   1944. 


June,    1945 


ADVERTISEMENTS 


305 


To  those  who  wonder 
why  we  need  stiN  bigger 
War  Loans 


IN  the  7th  War  Loan,  you're 
being  asked  to  lend  7  billion 
dollars — 4  billion  in  E  Bonds 
alone. 

That's  the  biggest  quota  for 
individuals  to  date. 

Maybe  you've  wondered  why, 
when  we've  apparently  got  the 
Nazis  pretty  well  cleaned  up, 
Uncle  Sam  asks  you  to  lend  more 
money  than  ever  before. 

If  you  have,  here  are  some  of 
the  answers: 

This  war  isn't  getting 
any  cheaper 

No  matter  what  happens  to 
Germany — or  when — the  cost  of 
the  war  won't  decrease  this  year. 

We're  building  up  a  whole  new 
air  force  of  jet-propelled  planes 
and  bigger  bombers. 

We're  now  building — even 
with  announced  reductions — 
enough  new  ships  to  make  a  fair- 
sized  navy. 

At  the  time  this  is  written,  our 
casualties  are  nearing  the  million 
mark  in  dead,  missing,  and 


wounded.  Wounded  men  are  ar- 
riving in  this  country  at  the  rate 
of  over  30,000  a  month.  The  cost 
of  caring  for  these  men  at  the 
battle  fronts,  transporting  them 
borne,  and  rehabilitating  them 
when  they  get  here,  is  mounting 
daily. 

No — this  war  isn't  getting  any 
cheaper.  And  won't  for  some  time. 

This  year — 2  instead  of  3 

We  need  as  much  War  Bond 
money  this  year  as  we  did  last. 
But  there  will  be  only  2  War 
Loans  this  year — instead  of  the 
3  we  had  in  1944. 

Each  of  us,  therefore,  must  lend 
as  much  in  two  chunks  this  year 
as  we  did  last  year  in  three.  That's 
another  reason  why  your  quota 
in  the  7th  is  bigger  than  before. 

The  7th  War  Loan  is  a  chal- 
lenge to  every  American.  The 
goal  for  individuals  is  the  highest 
for  any  war  loan  to  date.  The 
same  goes  for  the  E  Bond  goal. 
Find  your  personal  quota — and 
make  it! 


ALL  OUT  FOR 

ma  WGHTr  7th  war  loan 


In  cooperation  with  the  7th  War  Loan,  the  NORTH  CAROLINA  MEDICAL 
JOURNAL  contributes  this  page  to  present  this  message. 


This  is  an  official  U.  S.   Treasury  advertisement—prepared  undt      auspices  of  Treasury  Department 

and    War  Advertising   Counci 
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Edgecombe-Xash  Counties  Medical 
Society 

The  Edgecombe-Nash  Counties  Society  held  its 
monthly  meeting  in  Rocky  Mount  on  May  9.  Dr. 
Robert  L.  McGee  of  Raleigh  was  guest  speaker  and 
presented  a  discussion  of  "Sympathetic  Injection 
Treatment  of  Thrombophlebitis." 


News  Notes 

Dr.  E.  C.  Powell,  Jr..  of  Rocky  Mount,  has  been 
awarded  the  Bronze  Star  for  meritorious  service  in 

action. 

*  *     *; 

Dr.  John  Sinclair  Denholm  of  Burlington  has  re- 
cently been  promoted  from  the  rank  of  lieutenant 

colonel  to  that  of  colonel. 

*  *     * 

The  following  doctors  from  North  Carolina  have 
recently  been  promoted  from  the  rank  of  major  to 
that  of  lieutenant  colonel: 

Robert  Neil  Brown.  Asheville 

William  Schulze,  Durham 

William  Camp  Sealy.  Durham 

Joseph  B.  Stevens.  Greensboro. 


Dr.  Edgar  G.  Ballenger 

Dr.  Edgar  G.  Ballenger,  Atlanta,  President  of  the 
Southern   Medical   Association,  died  on  June  1. 

Dr.  E.  Vernon  Mastin.  St.  Louis,  Missouri,  elected 
Vice-President  of  the  Southern  Medical  Association 
at  the  last  annual  meeting,  became  President  of  the 
Association  upon  the  death  of  Dr.  Ballenger. 


Surgeon  General  Outlines  Personnel 
Release  Policy 

Substantial  releases  of  Army  Medical  Department 
personnel  will  not  take  place  before  the  latter  part 
of  this  year.  Surgeon  General  Norman  T.  Kirk  said 
in  announcing  a  policy  on  discharges  in  conformity 
with  War  Department  procedures.  This  is  due  to 
the  fact  that  the  peak  of  the  Medical  Department's 
activities  will  not  be  reached  until  fall. 

In  formulating  the  policy  consideration  was  given 
to  civilian  needs  for  professional  medical,  dental  and 
veterinary  care  without  weakening  military  needs. 
Other  factors  considered  were  the  length  of  time 
necessary  for  personnel  to  complete  their  work  in 
the  Mediterranean  and  European  Theaters  and  re- 
turn to  the  United  States;  replacement  of  Medical 
Department  personnel  in  active  theaters  by  those 
who  have  not  had  overseas  duty:  necessity  for  the 
maintenance  of  a  high  standard  of  medical  care; 
the  heavy  load  of  patients  in  the  United  States: 
evacuation  of  the  sick  and  wounded  from  Europe  in 
the  next  ninety  days  and  continuing  medical  service 
in  the  Pacific. 

The  policy  applies  with  equal  effect  to  Army  med- 
ical officers  assigned  to  the  Veteran's  Administration 
and  other  agencies. 

It  reads: 

Medical   Corps 

a.  Officers  whose  services  are  essential  to  military 
necessity  will  not  be  separated  from  the  service. 

b.  Officers  above  50  years  of  age  whose  specialist 
qualifications  are  not  needed  within  the  Army  will 
receive  a  high  preferential  priority  for  release  from 
active  duty. 

c.  Adjusted  Service  Ratings  will  be  utilized  as  a 
definite  guide  to  determining  those  who  are  to  be 
separated. 


United  States  Department  of 

Agriculture 

Agriculture  Research  Administration 

A  new  itch  remedy,  Circa  42,  developed  by  scien- 
tists of  the  U.  S.  Department  of  Agriculture's  Re- 
search Administration,  relieves  skin  irritations 
caused  by  bites  or  stings  of  insects,  such  as  chig- 
gers,  mosquitoes,  spiders,  wasps,  and  others,  or  by 
fungus  infections,  poison  ivy,  and  "unknown"  causes. 
Limited  tests  on  persons  in  this  country  and  in  tropi- 
cal areas  have  indicated  Circa  42  to  be  a  promising 
remedy  for  the  relief  of  itching  skin  for  all  i>ut  a 
few  of  those  who  have  tried  it. 

Apparently.  Circa  42  is  not  a  universal  remedy. 
A  small  percentage  of  persons  do  not  respond  and 
it  does  not  relieve  itching  skin  under  all  conditions. 
In  recent  tests  of  32  persons  who  used  this  remedy 
for  chigger  bites,  only  two  failed  to  obtain  relief. 
For  most  of  those  who  have  tried  it,  relief  from  itch- 
ing skin  was  obtained  within  30  minutes.  According 
to  results  reported  so  far.  duration  of  relief  from 
one  apolication  varies  with  individuals.  Most  of 
those  who  have  used  Circa  42  have  had  relief  for  5 
to  8  hours  or  more.  For  over  a  third  of  those  tested. 
relief  was  permanent. 

This  remedy  can  be  prepared  by  any  druggist 
who  has  the  ingredients,  from  the  formula  developed 
by  Dr.  J.  Franklin  Yeager  and  Charles  S.  Wilson, 
entomologists  at  Agriculture's  Research  Center  at 
Beltsville,  Md.  Circa  42  is  a  doughy  non-greasy 
cake-like  material,  which  is  applied  by  hand  in  a 
thick  layer  over  the  itching  regions,  but  not  rubbed 
in.  It  is  made  of  five  materials,  two  of  which  pro- 
duce a  local  skin  anesthesia,  without  harm  to  the 
skin. 

The  formula  for  Circa  42  is  as  follows: 

n-butyl-p-aminobenzoate    100  gm. 

benzyl  alcohol  170  cc. 

anhydrous  lanolin   (melted)   20  cc. 

cornstarch 640  gm. 

Sodium  lauryl  sulfonate  64  gm. 

More  benzyl  alcohol  is  added  in  mixing  the  other 
ingredients,  according  to  the  following  directions 
provided  by  Yeager  and  Wilson. 

1.  Warm  .the  benzyl  alcohol,  and  dissolve  in  it  the 
n-butyl-p-aminobenzoate  making  an  approxi- 
mately saturated  solution. 

2.  Add  melted  lanolin,  keeping  the  mixture  warm 
and  stirred  until  as  much  of  the  lanolin  as  will 
dissolve  is  in  solution. 

3.  Mix  well  the  cornstarch  and  sodium  lauryl  sul- 
fonate, and  add  slowly  to  this  powder,  a  little 
at  a  time,  the  warm  liquid  prepared  in  step  2. 
Knead  this  mixture  to  distribute  the  liquid 
evenly  through  the  powder. 

4.  Add  benzyl  alcohol — about  a  tenth  of  that  al- 
ready used — to  produce  a  doughy,  non-greasy, 
cakelike  ointment  that  can  be  packed  in  oint- 
ment jars  or  other  suitable  containers.  It  is 
better  not  to  use  containers  made  of  metal. 
BULLETIN  BOARD  CONCLUDED  ON    PAG! 
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DELICIOUS   FORM   I 

Yes,  Sealtest  Ice  Cream  is  not  only  delicious  but 
nourishing  as  well— for  Sealtest  Ice  Cream  in 
addition  to  supplying  Vitamin  A  and  calcium, 
also  supplies  all  of  the  other  milk  vitamins, 
minerals  and  protein  needed  regularly  in  the 
diets  of  both  adults  and  children. 


Division  of  National  Dairy  Products  Corporation 


308 


NORTH   CAROLINA    MEDICAL  JOURNAL 


June.   1945 


INDEX    m  ADVERTISERS 


AR -EX  Cosmetics,  Inc XXXII 

Banner  Elk  Rest  Home  XXXII 

Broadoaks  Sanatorium  XXX 

Burroughs   Wellcome   &   Co VI  -  XX 

S.  H.  Camp  Co. XV 

Charlotte  Eye,  Ear,  and  Throat  Hospital         XXVIII 

Cheplin    Laboratories    XXIV 

Commercial   Casualty  Co.  XVII 

Commercial    Solvents    Corp XXIII 

Cook  County  Graduate  School  of  Medicine         XXXI 

Charles  C.  Haskell  and  Company  V 

Glenwood  Park  Sanitarium  XXIX 

Dairy   Councils  VII 

Hoffman-La  Roche,  Inc XXVII 

Holland-Rantos  Co.,  Inc XXII 

Inter-Ocean  Casualty  Co XXXI 

Eli  Lilly  and  Company       Insert  and  XVIII 

M  &  R  Laboratories  XXVI 

Mead  Johnson  &   Company  XXXVI 

Parke.  Davis  and  Company XXXIV  -  XXXV 

William  Perske  XXXIII 

Philip  Morris  &  Co.,  Ltd.,  Inc XIII 

Physicians  Casualty  Association 

Physicians  Health  Association  XXXII 


Pinebluff   Sanitarium Ill 

Powers  and  Anderson,  Inc.  - VII 

R.  J.  Reynolds  Tobacco  Co IX 

Saint  Albans  Sanatorium  XXXIII 

Schenley  Laboratory  XXV 

Schieffelin  &   Co XXXI 

Julius  Schmid,  Inc. X 

G.  T.  Searle  &  Co XIX 

Smith,  Klein  &  French         ..VIII 

Southern    Dairies    307 

E.  R.  Squibb  &  Sons  XII 

Stuart  Circle  Hospital  XXX 

Thompson  Homestead  School XXXII 

Tucker  Hospital  XXIX 

Upjohn    Co XI 

Wachtel's,   Inc XXXII 

Wander  Co XXIX 

Westbrook  Sanatorium  XXVIII 

White  Laboratory XXII 

Winchester  Surgical  Supply  Co. 

Winchester-Ritch   Surgical   Co.  Ill 

Winthrop  Chemical  Co.,  Inc.  XIV 

World  Insurance  Co. IX 

John    Wyeth  II  -  XXI 


HI  LLE'J  l\   BOARD 

(CONTINUED    PROM    PAGE   M«) 


THE   NATIONAL   FOUNDATION   FOR 
INFANTILE  PARALYSIS,  INC. 

On  the  eve  of  infantile  paralysis  summer  out- 
breaks, a  recapitulation  of  the  figures  available  show 
that  the  number  of  poliomyelitis  cases  in  the  coun- 
try is  running  about  fifty  per  cent  ahead  of  a  year 
ago,  it  was  announced  by  Dr.  Don  W.  Gudakunst, 
Medical  Director  of  The  National  Foundation  for 
Infantile  Paralysis,  Inc.  As  of  mid-May.  the  num- 
ber of  new  cases  this  year  was  642  as  compared 
with  424  cases  for  the  same  period  in  1944. 

Sharp  increases  have  been  reported  in  che  New 
England  states,  Middle  Atlantic  states.  South  At- 
lantic area,  and  the  East  South  Central  states.  In  the 
Pacific  Coast  and  West  South  Central  areas,  which 
have  been  hard  hit  during  the  past  two  years,  there 
has  been  a  noticeable  drop  in  the  number  of  new 
cases.  The  remainder  of  the  country  is  running 
about  the  same  as  last  year. 


Fall  Refresher  Course  in  Laryngology, 

Rhinology  and  Otology  at  University 

of  Illinois  College  of  Medicine 

The  University  of  Illinois  College  of  Medicine  an- 
nounces its  sixth  semi-annual  Refresher  Course  in 
Laryngology,  Rhinology  and  Otology.  September  24 


through  September  29,  1945.  at  the  College,  in 
Chicago.  The  course  is  intensive  and  largely  didac- 
tic, but  some  clinical  instruction  is  also  provided. 

It  is  especially  suited  to  specialists  unable  to  de- 
vote a  longer  period  for  advanced  instruction  and 
to  others  seeking  a  comprehensive  review  of  the  field 
of  otorhinolaryngology.  The  number  of  registrants 
will  be  limited.  It  is  therefore  desirable  to  apply  for 
registration  immediately.  The  fee  is  $50.  When  ap- 
plying, give  full  details  as  to  school  and  year  of 
graduation,  postgraduate  training,  college  degrees, 
etc.  Write  to  Dr.  A.  R.  Hollender.  Chairman,  Re- 
fresher Course  Committee.  Department  of  Otolaryn- 
gology, University  of  Illinois  College  of  Medicine, 
1853  West  Polk  Street,  Chicago  12,  Illinois. 

OPPORTUNITY 

Owing  to  death  of  owner  there  is  avail- 
able in  one  of  North  Carolina's  largest 
cities  a  well  equipped  seven-bed  clinic  and 
fully  equipped  office  for  the  practice  of  eye, 
ear,  nose  and  throat  treatment.  Gross  in- 
come last  year  between  S20.000  and  825,000. 
Well  furnished  apartment  for  living  quart- 
ers in  same  building.  For  complete  informa- 
tion address  Box  "A"  care  N.  C.  Medical 
Journal,  P.  O.  Box  456.  Winston-Salem. 
N.  C. 
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Thirteen  months  of  continuing  world  con- 
flict have  passed  since  the  last  meeting  of 
the  Medical  Society  of  the  State  of  North 
Carolina.  During  that  period  many  matters 
have  presented  themselves  for  consideration 
to  the  officers  of  the  Society.  The  services 
and  sacrifices  of  the  medical  profession  of 
the  nation,  including  the  doctors  of  North 
Carolina,  have  continued  on  a  high  level, 
both  on  the  battle  front  and  on  the  home 
front.  These  services  were  specifically  re- 
ferred to  in  the  address  of  the  president- 
elect in  May  of  1944'".  They  need  no  reiter- 
ation here. 

Because  of  circumstances  with  which  all 
are  familiar  the  annual  meeting  of  the  So- 
ciety could  not  be  held  this  year,  and  there 
is  at  present  no  certainty  as  to  when  a  meet- 
ing can  be  called.  The  Executive  Committee 
was  kind  enough  to  suggest  that  the  presi- 
dent, along  with  the  other  officers  of  the 
Society,  continue  in  office  until  an  annual 
meeting  can  be  held.  After  mature  consid- 
eration of  this  suggestion,  I  believe  that  the 
best  interest  of  the  Socie'ty,  to  say  nothing 
of  personal  considerations,  dictates  the  deci- 
sion to  resign  and  allow  the  distinguished 
president-elect,  Dr.  Oren  Moore,  to  assume 
the  presidency. 

The  following  report  is  submitted  in  an 
effort  to  supplement  the  reports  that  have 
appeared  in  the  Journal  from  time  to  time, 
since  the  last  meeting  of  the  Society,- and  to 
summarize  the  activities  of  some  of  your 
committees  and  officers  during  the  thirteen 
months  since  the  1944  meeting.  The  various 

Report  delivered  to  the  members  of  ttle  Executive  Commit- 
tee fit  their  meeting  in  Raleigh  on  June  3.  1915.  and  through 
them  to  the  House  of  Delegates  and  the  membership  at  large. 

1.  Whitaker.  Paul  F.:  Address  of  the  President-Elect:  Ex- 
tension of  Medical  Care  in  North  Carolina.  North  Caro- 
lina  M.   J.    5:217-222    (June)    1944. 


committee  chairmen  will  make  detailed  re- 
ports to  the  House  of  Delegates  concerning 
the  work  of  their  committees  when  the  next 
regular  meeting  is  permitted.  In  the  mean- 
time, the  following  general  summary  and 
recommendations  are  presented  for  your  in- 
formation and  consideration : 

I  have  attended  seven  of  the  ten  district 
society  meetings.  Illness  prevented  my  be- 
ing present  at  one  other,  which  was  attended 
by  Secretary  McMillan,  and  no  invitation 
was  received  from  the  two  remaining  dis- 
tricts. I  received  and  accepted  an  invitation 
to  address  the  annual  meeting  of  the  North 
Carolina  Nurses  Association,  and  also  repre- 
sented the  Medical  Society  at  the  seventy- 
fifth  anniversary  meeting  of  the  Raleigh 
Academy  of  Medicine.  The  vice  president, 
Dr.  William  H.  Smith,  represented  the  So- 
ciety at  the  annual  meeting  of  the  North 
Carolina  Public  Health  Association.  Many 
invitations  were  received  to  discuss  the  med- 
ical care  proposals  of  the  Broughton  admin- 
istration before  civic  clubs  throughout  the 
state.  A  number  of  these  were  accepted.  A 
fairly  large  number  of  county  medical  so- 
ciety meetings  were  attended  by  either  Sec- 
retary McMillan  or  myself  during  the  year, 
and  I  delivered  the  commencement  address 
at  the  graduating  exercises  of  two  of  the 
training  schools  for  nurses  in  the  state.  I 
addressed  the  Board  of  the  Auxiliary  to  the 
Medical  Society  at  their  spring  meeting,  and 
spoke  at  the  meeting  of  the  Seaboard  Medi- 
cal Association  last  fall.  At  the  request  of 
the  president  and  membership  of  the  Eye, 
Nose  and  Throat  Society  and  officers  of  the 
State  Blind  Commission,  the  president,  sec- 
retary and  Executive  Committee  of  the  Medi- 
cal Society  met  with  them  to  discuss  attacks 
by  certain  optometrists  on  the  work  of  the 
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Commission  for  the  Blind.  An  answer  to 
these  attacks  was  prepared  after  consulta- 
tion with  the  attorney  of  the  Medical  Society, 
and  published  in  the  newspapers  from  which 
the  attacks  emanated. 

The  best  attended  district  meetings  were 
those  of  the  Eighth,  Fourth  and  Second  Dis- 
tricts, and  the  best  and  most  diversified  pro- 
gram was  that  of  the  Eighth  District  under 
the  leadership  of  Councilor  F.  M.  Patterson. 
The  best  attended  county  meetings  were 
those  of  the  Durham-Orange,  Mecklenburg, 
Forsyth  and  Pitt  County  Societies.  Consider- 
ing the  heavy  burdens  that  every  physician 
is  called  upon  to  carry  and  the  unusual  de- 
mands being  made  upon  his  time,  the  atten- 
dance at  meetings  has  been  excellent,  and 
the  keen  interest  demonstrated  in  the  prob- 
lems that  beset  us  is  both  healthy  and  com- 
mendable. 

The  Proposals  for  the  Extension  of 
Medical  and  Hospital  Care 

Naturally,  the  most  important  matter  with 
which  the  present  administration  has  had 
to  deal  has  been  the  extension  of  medical 
and  hospital  care  proposed  by  former  Gov- 
ernor Broughton  during  the  administration 
of  President  J.  W.  Vernon,  and  finally  sub- 
mitted in  concrete  form  by  the  Poe  Com- 
mission. Organized  medicine  was  liberally 
represented  on  the  Poe  Commission,  and  a 
large  committee  from  the  Medical  Society, 
under  the  chairmanship  of  Dr.  Hamilton  Mc- 
Kay, actively  collaborated  with  the  physi- 
cians on  the  Commission  in  working  out  the 
final  details  of  the  report.  It  is  difficult  to 
estimate  the  time  and  effort  expended  by  Dr. 
McKay  and  his  committee  and  by  the  physi- 
cian members  of  the  Commission  in  attempt- 
ing to  meet  the  popular  demands  for  more 
adequate  and  economical  distribution  of 
medical  care,  and  at  the  same  time  protect 
the  integrity  and  freedom  of  the  medical 
profession.  Space  will  not  permit  naming 
all  of  these  men.  You  know  who  they  are. 
The  profession  is  profoundly  indebted  to 
them  for  their  fine  efforts,  and  in  behalf  of 
the  medical  profession,  I  extend  to  them 
profound  thanks. 

Some  of  the  recommendations  of  the  Hos- 
pital and  Medical  Care  Commission  were 
controversial.  Every  effort  was  made  to 
present  both  sides  of  the  question  through 
the  medium  of  the  JOURNAL  and  by  discus- 
sions at  meetings  of  various  county  and  dis- 
trict societies.    In  the  democratic  way.  each 


county  medical  society  was  asked  to  pass 
upon  the  recommendations  of  the  Commis- 
sion and  each  local  secretary  was  requested 
to  secure  and  record  the  opinion  of  our  ab- 
sent colleagues  serving  with  the  armed 
forces.  A  large  majority  of  the  county  so- 
cieties approved — and.  it  is  believed  by  this 
administration,  wisely  so  —  the  full  recom- 
mendations of  the  Commission.  By  so  doing 
they  demonstrated  to  the  public  their  inter- 
est in  the  problem  and  their  efforts  toward 
a  solution.  At  times  the  opposing  points  of 
view  were  forcibly  and  heatedly  expressed, 
but  it  is  hoped  and  believed  that  through 
all  the  fight  the  respect  and  affection  of  both 
sides  for  each  other  have  been  maintained. 

For  reasons  too  numerous  to  discuss  ade- 
quately here.  Governor  Cherry  and  the  re- 
cently adjourned  General  Assembly  did  not 
see  fit  to  enact  into  law  the  comprehensive 
program  recommended  by  the  Poe  Commis- 
sion. Frankness  compels  the  statement  here 
that  the  forces  in  the  state  opposing  this  pro- 
gram were  materially  aided  by  the  opposition 
that  developed  within  the  Medical  Society. 
It  was  repeatedly  called  to  the  attention  of 
your  representatives  fighting  the  battle  that 
"many  of  the  doctors  were  opposed  to  the 
program."  Organized  medicine  will  do  well 
to  give  serious  consideration  to  the  next 
step  it  should  take  in  supporting  these  pro- 
posals. A  groundwork  has  been  established. 
Do  you  propose  to  stop  here  or  do  you  pro- 
pose to  go  forward?  You  have  three  repre- 
sentatives on  the  new  Commission.  You 
should  instruct  them  as  to  your  views  and 
should  give  them  your  unqualified  and  en- 
thusiastic support. 

It  is  again  respectfully  called  to  your  at- 
tention that  we  are  facing  a  demand  for  the 
expansion  of  medical  and  hospital  services 
which  will  not  and  should  not  be  denied.  The 
activities  of  our  national  government  to  meet 
this  demand  are  daily  becoming  more  mani- 
fest. These  activities  will  continue  until  a 
solution  of  the  problem  is  evolved.  In  their 
final  analysis,  they  arise  from  the  ideas  and 
increasingly  expressed  thoughts  of  the  people 
with  whom  we  live  and  work  and  whom  we 
serve.  Although  our  opportunity  is  fast  run- 
ning out.  constructive  action  by  the  states 
can  even  yet  meet  the  demand  and  prevent 
federal  control  of  medical  practice  with  all 
of  its  deleterious  sequelae.  The  Poe  Commis- 
sion, with  the  aid  of  organized  medicine,  de- 
veloped a  plan  for  North  Carolina — admit- 
tedly not  perfect,  but  nevertheless  a  great 
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step  forward  toward  the  ultimate  solution 
of  the  problem.  An  aroused  and  united  pro- 
fession can  yet  use  its  tremendous  influence 
to  solve  an  admitted  problem  in  our  state  by 
acquainting  the  next  legislature  with  what 
it  believes  our  people  should  have,  through 
its  representatives  on  the  new  Commission. 
Again  it  is  respectfully  called  to  your  atten- 
tion that  it  is  our  responsibility  to  direct  the 
solution  of  this  problem,  too  long  delayed, 
and  that  if  we  fail  in  this  responsibility,  and 
the  national  government  directs  the  solution, 
we  have  only  ourselves  to  blame.  Unless  the 
Society  can  develop  a  better  program,  it  is 
urgently  recommended  by  this  administra- 
tion that  the  Society  place  its  individual  and 
collective  influence  behind  this  plan  to  erect 
an  adequate  structure  of  more  insurance, 
more  educational  facilities  and  the  construc- 
tion of  more  hospitals  and  health  centers  on 
the  foundation  already  laid.  It  is  urgently 
recommended  by  this  administration  that  a 
representative  committee  from  the  Medical 
Society  be  appointed  to  collaborate  with  the 
new  Hospital  and  Medical  Care  Commission 
as  soon  as  it  is  completed. 

Mental  Institutions 

With  a  few  exceptions,  organized  medicine 
has  been  singularly  inarticulate  and  lacking 
in  leadership  to  insist  on  better  care  for  our 
mentally  sick.  This  lack  of  interest  and  lead- 
ership is  partly  responsible  for  the  unfortun- 
ate piece  of  legislation  establishing  dual  con- 
trol of  the  institutions  which  was  enacted  by 
the  recent  General  Assembly.  The  situation 
is  admirably  and  adequately  covered  editor- 
ially in  the  April  issue  of  the  Journal12'.  It 
is  urgently  requested  that  each  county  medi- 
cal society,  through  its  local  press,  secure 
widespread  publicity  for  this  editorial,  and 
that  the  Medical  Society  use  its  influence  in 
the  next  legislature  to  effect  any  changes  in 
the  law  which  experience  may  prove  to  be 
necessary.  In  the  meantime,  the  Governor 
has  appointed  a  committee  of  doctors  to  act 
in  an  advisory  capacity  to  the  Hospitals 
Board  of  Control,  and  it  is  hoped  that  this 
committee  can  work  out  a  program  of  lasting 
benefit  to  the  mentally  unfortunate  of  our 
state. 

In  this  connection,  I  recommend  that  every 
North  Carolina  doctor  read  the  recent  excel- 
lent article  by  Dr.  Maurice  Greenhill,  of 
Duke  University,  on  the  status  of  mental  hy- 

2.    Politics  and  Mental  Hyftlene  In  North  Carolina,  Editorial, 

North  Carolina  M.   .1.   6:807-809    (April)    191.'.. 


giene  in  the  state  at  the  present  time'31.  I 
also  recommend  that  consideration  be  given 
by  the  next  administration  to  the  creation 
of  a  section  of  neuropsychiatry  for  the  Med- 
ical Society,  in  order  that  more  interest  in 
this  branch  of  medicine  may  be  created  and 
maintained.  It  is  further  recommended  that 
the  Medical  Society  more  militantly  concern 
itself  with  the  various  institutions  of  the 
state  dealing  with  the  health  of  its  citizens. 

Committees 

The  Insurance  Committee,  under  the 
chairmanship  of  Dr.  Forest  Houser,  has  had 
many  matters  brought  to  their  attention. 
They  will,  when  the  opportunity  presents, 
bring  you  a  complete  report.  As  was  recom- 
mended by  this  administration,  they  have,  in-" 
sofar  as  possible,  attempted  to  pursue  their 
main  purpose  of  aiding  the  Society  members 
and  our  Hospital  Saving  Association  to 
spread  the  coverage  of  our  Blue  Cross  plans 
to  larger  groups  of  people.  Let  us  again  call 
to  the  attention  of  every  physician  in  North 
Carolina  the  necessity  for  assuming  respon- 
sibility to  educate  his  patients  and  friends 
to  the  value  of  prepaying  medical  care 
through  the  Blue  Cross  plans.  These  plans 
offer  an  effective  way  to  make  medical  care 
more  widely  available  and  more  economical, 
and  in  the  lean  years  which  will  inevitably 
come  again,  they  will  redound  to  the  benefit 
of  physicians  in  increased  collections.  The 
Insurance  Committee  has  also  approved 
plans  to  make  additional  life  insurance  and 
accident  and  health  insurance  available  to 
members  of  the  Society.  This  administration 
recommends  that  the  work  of  the  Insurance 
Committee,  in  furthering  the  Blue  Cross 
plans,  be  continued. 

Legislative  Committee.  Your  Legislative 
Committee  has  experienced  a  difficult  and 
busy  year.  The  Society  is  indebted  to  the 
membership  of  this  committee,  and  particu- 
larly to  the  untiring  and  efficient  leadership 
of  its  chairman,  Dr.  Hubert  Haywood.  It  is 
difficult  to  estimate  the  contribution  Dr. 
Haywood  has  made  to  organized  medicine. 
Legislation  designed  to  give  the  osteopaths 
the  right  to  practice  medicine  was  defeated. 
A  nursing  bill,  designed  to  give  the  nursing 
profession,  among  other  things,  control  of 
the  Standardization  Board,  was  successfully 
opposed,  after  the  Nurses  Association  did 
not  avail  itself  of  an  offer  by  the  Medical 
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Society  to  compromise  certain  differences  in 
the  bill.  The  introduction  of  a  basic  science 
law  in  the  1945  legislature  was  strongly  con- 
sidered by  the  Executive  and  Legislative 
Committees.  It  was  finally  decided  to  wait 
until  the  next  legislature  to  introduce  this 
law  and,  in  the  meantime,  to  give  it  detailed 
and  careful  consideration.  We  cannot  con- 
tinue to  take  merely  an  obstructive  attitude 
every  time  osteopathic  legislation  is  intro- 
duced. A  basic  science  law  will  protect  the 
public  welfare  in  a  manner  fair  to  anyone 
desiring  to  practice  the  healing  art,  and  I 
specifically  recommend  that  such  a  law  be 
introduced  at  the  next  meeting  of  the  legis- 
lature. 

Cancer  Committee.  The  Cancer  Committee 
and  the  Legislative  Committee,  carrying  out 
the  instructions  of  the  Executive  Committee, 
finally,  after  much  difficulty,  secured  the  en- 
actment of  a  cancer  law  to  be  administered 
by  the  State  Board  of  Health,  with  a  Cancer 
Committee  from  the  Medical  Society,  consist- 
ing of  a  representative  from  each  Congress- 
ional District,  acting  in  an  advisory  capacity. 
This  Committee  will,  when  the  opportunity 
arises,  render  a  report  of  their  activities  to 
the  Society,  indicating  the  developments 
leading  up  to  the  present  law.  Laboring 
faithfully  and  well,  they  secured  the  best 
law  possible  under  the  circumstances.  A  law 
meeting  the  more  enthusiastic  approval  of 
the  Committee  could  perhaps  have  been  se- 
emed if  we  had  begun  some  years  ago  to  ap- 
proach the  problem  of  cancer  control  effect- 
ively. In  behalf  of  the  Society,  I  extend 
thanks  to  every  member  of  the  Cancer  Com- 
mittee, and  in  particular  to  Chairman  Grif- 
fith and  Dr.  Ivan  Procter,  who  worked  so 
faithfully  on  this  problem.  It  is  hoped  and 
believed  that  all  agencies  working  together 
can  proceed  deliberately  and  effectively  to  in- 
stitute a  program  of  cancer  control  in  North 
Carolina.  The  new  Advisory  Committee  from 
the  Medical  Society  should,  under  the  pres- 
ent set-up,  be  a  potent  influence  in  shaping 
this  effort. 

Post-War  Planning  Committee.  Conscious 
of  its  duty  to  our  absent  colleagues  who,  at 
great  personal  sacrifice  and  with  much  hard- 
ship and  frustration,  have  served  and  are 
continuing  to  serve  with  the  armed  forces  of 
our  nation,  and  with  profound  appreciation 
of  their  sacrifices  and  efforts,  the  Medical 
Society,  through  its  Post-War  Planning 
Committee,  has  sent  a  letter  to  every  mem- 
ber of  the  Society  in  the  various  branches 


of  service.  In  letters  from  the  committee  and 
the  president,  our  colleagues  have  been  ad- 
vised of  the  plans  being  made  to  afford  fur- 
ther postgraduate  training  to  those  who  de- 
sire it,  and  have  been  requested  to  advise 
Secretary  McMillan  about  any  matters  that 
concern  them  and  to  tell  us  how  we  may  best 
be  of  service  to  them.  I  commend  and  thank 
the  Post-War  Planning  Committee  and  its 
chairman,  Dr.  Wilburt  Davison,  for  its  work 
in  this  connection.  The  letters  that  are  be- 
ginning to  come  in  from  our  colleagues  in  the 
service  are  hereby  acknowledged  and  sincere 
thanks  are  extended  for  the  expressions  that 
they  contain. 

Procurement  and  Assignment.  The  work 
of  the  Procurement  and  Assignment  Service, 
under  the  chairmanship  of  Dr.  Haywood, 
continues  heavy.  Many  requests  for  the  re- 
lease of  doctors  from  the  armed  forces  have 
been  received.  Dr.  Haywood  states  that  his 
office  receives  on  an  average  of  forty  letters 
weekly.  Among  the  continuing  duties  of  this 
board  are  the  certification  of  residents  and 
interns,  rechecks  on  men  declared  essential 
by  their  local  boards,  and  attention  to  re- 
quests from  communities  which  are  without 
the  services  of  a  physician.  Demobilization 
of  medical  officers  will  also  be  the  concern  of 
this  board.  Dr.  Haywood  will  need,  and  re- 
quests, a  continuation  of  the  help  of  local 
Procurement  and  Assignment  Boards  in 
making  decisions  in  the  important  work  that 
the  state  agency  is  doing,  and  will  have  to 
continue  to  do.  He  extends  his  thanks  to  the 
local  boards  for  their  cooperation  and  sup- 
port. 

Committee  To  Revise  the  Industrial  Fee 
Schedule.  Your  Committee  To  Revise  the 
Industrial  Fee  Schedule  has  experienced  a 
busy  year  and  has  put  much  time-consuming 
effort  in  this  important  work.  Under  the 
able  and  conscientious  chairmanship  of  Dr. 
Harry  Winkler  with  the  assistance  of  his 
two  original  associates  on  the  committee, 
Drs.  J.  F.  Robertson  and  Glenn  Frye,  this 
committee  has,  under  difficult  circumstances, 
made  a  fine  contribution.  Dr.  Winkler  will 
submit  a  report  and  some  important  recom- 
mendations when  circumstances  permit14'.  I 
met  with  this  committee  and  the  Industrial 
Commission  at  one  of  their  numerous  and 
time-consuming  meetings.  This  committee 
has  obtained  the  adoption  of  a  new  fee  sched- 
ule which  the  Industrial  Commission  has  not 

4.    This   report   is  published  in   this  issue   of  the  Journal,   on 
page  :i  IS. 
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as  yet  had  published.  Dr.  Winkler  and  his 
committee  feel  that  the  arbitrary  reduction 
of  fees  by  the  Industrial  Commission  is.  in 
most  instances,  entirely  unwarranted.  The 
committee  is  considering  the  possibility  of 
making  some  test  cases  in  the  courts  of  the 
right  of  the  Industrial  Commission  to  con- 
tinue this  procedure.  The  committee  feels, 
along  with  the  president,  that  this  method 
should  not  be  employed  without  the  sanction 
of  the  House  of  Delegates  of  the  Society.  In 
the  meantime.  I  recommend  that  every  mem- 
ber of  the  Society  make  it  a  point  to  famil- 
iarize himself  with  this  situation  in  order 
that  it  may  be  intelligently  handled  when 
conditions  permit.  In  behalf  of  the  Society. 
I  express  profound  appreciation  of  the  serv- 
ices rendered  by  Dr.  Winkler  and  his  com- 
mittee, and  recommend  that  the  committee 
be  continued. 

Board  of  Medical  Examiners 

The  new  Board  of  Medical  Examiners, 
elected  at  the  last  annual  meeting,  have  as- 
sumed their  duties.  By  invitation,  I  attended 
one  of  their  meetings.  The  board  is  well  or- 
ganized, with  Dr.  Charles  W.  Armstrong  as 
president  and  Dr.  Ivan  Procter  as  secretary. 
It  is  operating  as  a  state  unit  for  the  benefit 
of  the  citizens  of  the  commonwealth  and  is 
maintaining  the  high  standards  of  medical 
practice  in  our  state.  It  is  the  purpose  of  this 
board  to  license  all  properly  qualified  and  de- 
sirable applicants.  It  is  likewise  the  purpose 
of  this  board  to  refuse  unqualified  and  unde- 
sirable applicants  who  will,  in  their  opinion, 
jeopardize  the  health  of  our  people  and  lower 
the  high  standards  of  medical  practice  to 
which  our  people  are  accustomed.  I  commend 
the  purposes  and  work  of  this  board  and,  in 
behalf  of  the  Society,  express  to  its  person- 
nel our  thanks  and  best  wishes  for  an  admin- 
istration of  usefulness  and  accomplishment. 
It  is  recommended  that  this  board  collabo- 
rate with  the  Legislative  Committee  in  the 
preparation  of  a  basic  science  law  for  intro- 
duction at  the  next  meeting  of  the  legisla- 
ture. 

Hospital  Saving  Association 

The  Hospital  Saving  Association  has  made 
steady  progress  during  the  past  year,  both 
in  the  number  of  people  protected  and  in  re- 
sources. Its  report  will  be  published  in  the 
North  Carolina  Medical  Journal".  Fur- 
ther cooperation  of  members  of  the  Medical 


Society,  individually  and  collectively,  is 
needed,  and  is  recommended  by  this  admin- 
istration. 

Auxiliary 

The  Auxiliary  to  the  Medical  Society  has, 
through  the  able  leadership  of  its  President. 
Mrs.  John  T.  Saunders,  and  its  committee 
chairmen,  carried  on  its  useful  and  construc- 
tive work  under  difficult  circumstances.  A 
report  of  their  activities  will,  when  condi- 
tions permit,  be  submitted.  For  the  efforts 
of  the  Auxiliary  in  this  trying  and  difficult 
period  the  Society,  through  this  administra- 
tion, and  its  Advisory  Committee  chairman, 
Dr.  Rachel  Davis,  extends  its  thanks. 

State  Board  of  Health 

The  North  Carolina  State  Board  of  Health 
continues  its  able  and  efficient  program.  Or- 
ganized medicine  is  appreciative  of  the  work 
of  the  Health  Department  and  expresses  its 
desire  to  cooperate  and  aid  the  State  Board 
of  Health  in  all  of  its  work  for  the  better- 
ment of  the  health  of  our  citizens.  In  my 
message  to  the  Society  last  spring'1 '  I  out- 
lined in  some  detail  my  ideas  as  to  the  cor- 
relation of  the  State  Health  Department 
with  the  work  of  organized  medicine.  The 
recommendations  then  made  are  applicable 
at  the  present  time. 

Numerous  other  committees  have  been  at 
work  during  the  year.  They  will,  when  con- 
ditions permit,  submit  their  reports  to  the 
Society.  For  their  efforts,  this  administra- 
tion thanks  the  membership  of  these  com- 
mittees, and  each  individual  chairman. 

Conclusion 

And  now  to  you  members  of  the  Executive 
Committee  the  Society,  through  its  presi- 
dent, expresses  its  thanks  and  appreciation. 
Circumstances  have  required  that  you  meet 
often  and  for  many  hours.  I  am  grateful 
for  your  fine  contribution,  your  expressed 
opinions,  and.  above  all.  for  your  effective 
and  loyal  support  in  the  difficult  year  during 
which  we  have  all  labored  together. 

Secretary  McMillan  has  been  a  constant 
source  of  inspiration  and  comfort  to  us  all. 
I  express  to  him,  for  the  Society  and  for  its 
officers,  genuine  appreciation  for  his  untir- 
ing energy,  his  real  efficiency,  and  his  fine 
consideration  and  understanding.  He  will 
make  his  own  report  to  you"'",  embracing  the 

li.    The   report  and  the   minutes   Of   the    Executive   Committee 
meeting  are  puhlUhed  in  Uiis  i>sut^.  on  pages  33*  and  33fi. 
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report  of  the  Finance  Committee  and  the 
continued  fine  performance  of  the  North 
Carolina  Medical  Journal  under  the  edi- 
torship of  the  able  and  beloved  Wingate 
Johnson. 

I  wish  to  pay  my  own  personal  tribute  to 
Secretary  McMillan.  During  the  thirteen 
months  of  close  association  I  have  leaned 
heavily  on  his  advice  and  counsel.  His  knowl- 
edge of  the  affairs  of  the  Society,  his  sound 
common  sense,  the  cheer  and  warmth  of  his 
character,  his  constant  willingness  to  be  of 
help,  particularly  when  the  going  was  tough, 
his  fine  consideration  of  the  Society  as  a 
whole,  and  his  continued  efforts  to  obtain 
the  viewpoint  of  all  of  its  members  cannot  be 
commended  too  highly.  One  cannot  help  but 
marvel  at  what  he  accomplishes  for  the  So- 
ciety, while  at  the  same  time  carrying  a  busy 
and  demanding  practice.  For  all  this,  I  am 
profoundly  grateful  to  Secretary  McMillan, 
and  I  express  to  him  again  my  affection,  re- 
spect and  abiding  friendship. 

And  now  in  conclusion  will  you  pardon  a 
personal  word?  To  me  the  year  has  been 
one  of  happy  occupation  and,  I  hope,  a  meas- 
ure of  useful  accomplishment.  I  am  deeply 
grateful  for  the  honor  and  the  opportunity 
it  has  afforded,  and  am  happy  for  new 
friendships  formed  and  old  friendships  re- 
newed. So  little  can  be  accomplished  in  the 
short  period  of  a  year.  Many  problems  and 
questions  have  presented  themselves  during 
this  time  to  the  officers  of  your  Society.  This 
administration ,  we  know,  has  not  always 
found  the  right  answers,  but  the  Society  can 
rest  assured  that  we  have  honestly  and  with 
deep  humility  attempted  to  realize  the  exist- 
ence of  the  problems  and,  in  the  same  man- 
ner, endeavored  always  to  ask  ourselves  the 
right  questions.  Furthermore,  I  have  tried 
to  discharge  the  duties  of  this  office  in  a 
manner  to  commend  the  profession  and  its 
organization  to  the  citizens  of  the  common- 
wealth. Time  will  tell  whether  or  not  I  have 
succeeded.  I  hope  that  we  leave  behind  us 
a  situation  which  common  sense  can  deal 
with  successfully  and  that  those  who  succeed 
us  will  continue  to  be  cognizant  of  the  prob- 
lems as  they  exist,  will  continue  to  ask  them- 
selves the  right  questions,  and  will  eventual- 
ly find  the  right  answers.  In  such  a  spirit, 
I  again  express  to  you  my  appreciation  and 
friendship  and  wish  for  you  and  the  Society 
Godspeed. 


ROENTGENOLOGICAL  AIDS   IN  THE 

DIFFERENTIAL  DIAGNOSIS  OF  ACUTE 

ABDOMINAL  CONDITIONS 

J.  P.  Rousseau,  M.D. 

and 
L.  M.  Morris,  M.D. 

Winston-Salem 

Roentgenologists  are  aware  of  the  value 
of  the  roentgen  examination  in  the  preopera- 
tive diagnosis  and  localization  of  certain 
acute  abdominal  conditions.  Stewart  and 
Illick'"  have  pointed  out  the  negative  as  well 
as  the  positive  information  of  value  that 
may  be  obtained  in  many  such  cases  by  ex- 
ploratory films  of  the  abdomen  made  while 
preparations  for  operation  are  going  for- 
ward. The  fact  should  not  be  overlooked, 
however,  that  roentgen  examination  and 
transportation  may  put  added  strain  on  the 
patient,  and  every  precaution  should  be 
taken  to  conserve  his  strength.  The  success 
of  the  examination  depends  largely  on  close 
cooperation  between  the  attending  physician 
and  the  roentgenologist.  If  best  results  are 
to  be  obtained,  the  referring  physician 
should  supply  the  roentgenologist  with  all 
the  available  clinical  information  which  is 
pertinent  to  the  case. 

Drastic  methods  of  preparation  are  con- 
traindicated  in  all  cases  of  suspected  acute 
abdominal  disease.  No  preliminary  prepar- 
ation, however,  is  necessary  to  carry  out  the 
simple  exploratory  film  study  of  the  abdo- 
men. Such  a  study  has  been  found  to  be  of 
considerable  value  in  the  following  acute  ab- 
dominal conditions,  and  may  be  done  with- 
out unnecessary  delay  in  operation  or  harm 
to  the  patient. 

Renal  and  Gallstone  Colic 

The  frequent  demonstration  of  a  renal  cal- 
culus or  gallstone  as  the  cause  of  acute  ab- 
dominal colic  is  so  well  known  that  it  need 
not  be  elaborated  upon  in  this  discussion. 
Failure  to  demonstrate  an  opaque  stone  on 
the  plain  film  of  the  abdomen  is  of  positive 
as  well  as  negative  value  in  the  differential 
diagnosis  of  an  acute  abdominal  condition. 


Read  before  the  Section  on  the  General  Practice  of  Medicine 
and  Surgery,  Medical  Society  of  the  State  of  North  Carolina, 
Pinehurst,  May  2,   1944. 

From  the  Department  of  Roentgenology,  the  Bowman  Gray 
School  of  Medicine  of  Wake  Forest  College,  and  the  North 
Carolina    Baptist   Hospital. 

1.  Stewart.  W.  H.  and  Illick.  H.  E.:  X-Rny's  Contribution  to 
the  Diagnosis  of  "Acute  Abdomen."  Am.  J.  Digest.  Dis. 
and   Nutrition   1:185-189    (May)    L984. 
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In testinal  Obstruction 

The  roentgen  diagnosis  of  this  condition  is 
based  primarily  on  the  demonstration  of 
fluid  levels  in  the  gas-distended  gut.  These 
may  be  shown  on  a  scout  film  of  the  abdomen 
made  with  the  patient  in  the  erect  or  lateral 
decubitus  position.  The  immediate  results  of 
obstruction  are  the  accumulation  of  intes- 
tinal contents  proximal  to  the  point  of  ob- 
struction and  emptying  of  the  intestine  distal 
to  this  point.  Gas  accumulates  within  a  few 
hours,  thus  supplying  the  condition  neces- 
sary for  the  formation  of  fluid  levels. 

The  chief  roentgen  findings  in  cases  of 
acute  intestinal  obstruction  are  dilated,  gas- 
filled  loops  of  bowel  showing  fluid  levels.  Be- 
cause of  increased  peristalsis,  the  fluid  is 
sometimes  seen  at  different  levels  in  two 
segments  of  the  same  coil,  and  on  fluoros- 
copy the  levels  will  be  seen  to  rise  and  fall121. 

If  the  findings  revealed  on  the  scout  film 
of  the  abdomen  are  correctly  evaluated,  the 
diagnosis  of  dynamic  intestinal  obstruction 
as  well  as  its  exact  location  at  a  definite  point 
in  the  small  or  large  bowel  is  possible  with- 
out the  administration  of  the  opaque  barium 
meal.  The  meal  should  not  be  given  in  the 
presence  of  mechanical  obstruction  unless  a 

2.   Hnever.    Andreas:    Roentgen    Diagnosis   of    Intestinal    «»i 

StTUCtion,    Acta    Radiol.    (OHOD-483    (Nov.    SO)     1»88. 


Miller-Abbott  tube  has  been  successfully  in- 
troduced into  the  intestine,  because  the  risk 
of  making  a  partial  obstruction  complete  is 
too  great.  It  is  often  possible,  without  giv- 
ing the  meal,  to  locate  the  point  of  obstruc- 
tion from  scout  films  alone,  and  by  correla- 
tion with  the  clinical  history  to  arrive  at  a 
conclusion  concerning  its  cause. 

Small  bowel  obstruction  (fig.  1) 

When  the  obstruction  is  in  the  small 
bowel,  the  characteristic  small  bowel  pattern 
—  variously  described  as  "step-ladder," 
"stacked-coin,"  or  "herring-bone"  pattern — 
will  be  seen,  and  the  dilated  loops  of  bowel 
will  be  found  in  the  mid-abdomen.  The  ob- 
structed loop  or  loops  will  often  assume  an 
inverted  "U"  shape  because  of  increased 
tonus.  The  air  bubble  above  the  fluid  level 
will  be  greater  in  width  than  in  height,  and 
the  bowel  distal  to  the  point  of  obstruction 
will  be  empty,  free  of  gas  or  fluid,  and  col- 
lapsed. If  peritonitis  has  developed,  with  its 
associated  accumulation  of  free  fluid  in  the 
peritoneal  cavity,  the  loops  of  dilated  bowel 
will  be  seen  to  be  separated  farther  than  is 
normal. 

Large  bowel  obstruction  (fig.  2) 

If  the  obstruction  is  in  the  large  bowel,  the 
dilated  loops  of  bowel  with  fluid  levels  are 
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Fig.  2 


seen  in  the  peripheral  lateral  portion  of  the 
abdomen,  the  position  occupied  by  the  colon. 
The  fluid  levels  are  greater  in  height  than 
those  seen  in  cases  of  small  bowel  obstruc- 
tion. The  widely  spaced  thick  haustral  bands 
characteristic  of  the  colon  are  seen  along  the 
margin  of  the  dilated  loops  instead  of  the 
closely  spaced  Kerkring  folds  of  the  small 
bowel. 

Ileus 

Both  small  and  large  bowel  obstruction 
of  dynamic  origin  must  be  differentiated 
from  paralytic  ileus.  Sante':tl  states  that  in 
dynamic  intestinal  obstruction,  there  is  a 
mechanical  impediment  to  the  normal  pass- 
age of  material  through  the  bowel.  There 
should,  therefore,  be  no  gas  or  fecal  material 
in  that  portion  of  the  bowel  distal  to  the 
point  of  obstruction,  and  the  rectum  should 
be  collapsed.  In  paralytic  ileus  there  is  no 
such  impediment  to  the  passage  of  material 
through  the  intestine.  The  bowel  is  inactive 
and  distended  with  gas,  and  is  unable  to  pass 
its  contents  along  because  of  paralysis. 
Roentgenologically,  no  localized  point  of  ob- 
struction is  seen,  and  gas  is  present  through- 
out the  bowel,  the  rectum  being  dilated 
equally  as  much  as  the  rest  of  the  bowel. 

:t.    Saute.    I..    It.:    Principles    of    Roentgenological    Interpreta- 
tion, Ann  Arbor,  Mich.,  Edward  Brothers,  1942,  p.  263. 


Fie.  3 


318 


NORTH  CAROLINA  MEDICAL  JOURNAL 


July.  1945 


Fig.  4 

Intestinal  obstruction  in  the  newborn 

According  to  Duckett'41,  intrinsic  congeni- 
tal obstruction  results  from  malformation 
of  the  primitive  gut  in  early  fetal  develop- 
ment, so  that  segments  of  the  bowel  are  oc- 
cluded by  solid  fibrous  cords.  Extrinsic  ob- 
struction of  the  small  intestine  also  occurs 
in  newborn  infants  as  the  result  of  abnor- 
mal bands  of  peritoneum  constricting  the 
lumen.  Clinically,  the  existence  of  congeni- 
tal intestinal  obstruction  is  manifested  chief- 
ly by  persistent  vomiting  of  bile-stained 
fluid." 

The  roentgen  examination  will  confirm  the 
clinical  impression,  showing  a  gas-distended 
shadow  of  the  small  bowel  proximal  to  the 
point  of  obstruction.  This  is  most  often  seen 
high  in  the  duodenum  or  jejunum.  If  it  is  in 
the  duodenum,  the  stomach  will  be  more  dis- 
tended with  gas  than  is  normal,  and  the  nor- 
mal gas  shadows  will  not  be  seen  in  the  small 
intestine  and  colon  distal  to  the  point  of  ob- 
struction (fig.  3).  The  opaque  meal  should 
not  be  given  to  these  infants,  because  of  the 
danger  of  aspiration  during  vomiting  and 
the  possibility  of  interference  with  subse- 
quent operative  procedures  by  collected 
masses  of  barium.  The  mortality  rate  in 
these  cases  is  high  and  is  directly  propor- 

i.    Duckett   J.   W.:   Intestinal   Obstruction    in    the   Newborn, 

Ann.  Sure.    I1(:1S1-131    (Sept.      !»•!. 


Fig.  5 

tional  to  the  time  elapsing  before  operation. 
The  sooner  the  diagnosis  is  made,  the  more 
favorable  the  prognosis. 

Hypertrophic  Pyloric  Stenosis 

The  clinical  symptoms  of  congenital  hy- 
pertrophic pyloric  stenosis  are  well  known, 
and  the  majority  of  cases  can  be  diagnosed 
without  x-ray  examination.  The  value  of  the 
scout  film  of  the  abdomen  as  confirmatory 
objective  evidence,  however,  is  not  generally 
recognized.  In  these  cases  x-ray  examination 
of  the  abdomen  will  reveal  marked  gaseous 
distention  of  the  stomach,  with  abrupt  term- 
ination of  the  distended  shadow  at  the  py- 
lorus. A  small  or  normal  amount  of  gas  may 
be  seen  distributed  throughout  the  small 
bowel  and  colon  if  the  pylorostenosis  is  not 
complete.  The  giving  of  the  opaque  meal  is 
not  necessary  in  these  cases,  as  it  merely 
confirms  a  diagnosis  already  evident  from 
the  plain  film  study  (fig.  4). 

Perforation  of  a  Hollow  Viscus 

The  clinical  picture  of  a  perforated  ab- 
domina'  viscus  may  at  times  be  a  perplexing 
diagnostic  problem.  It  must  be  differentiated 
from  acute  diaphragmatic  pleurisy  associ- 
ated with  lower  lobe  pneumonia,  and  from 
acute  appendicitis,  acute  intestinal  obstruc- 
tion, biliary  and  renal  colic,  coronary  throm- 
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Fig.  6 

bosis  with  predominant  gastrointestinal 
symptoms,  and  acute  mesenteric  thrombosis. 

Free  gas  is  present  in  the  abdominal  cav- 
ity in  85  to  90  per  cent  of  the  cases  of  perfor- 
ation due  to  gastric  or  duodenal  ulcer.  Skar- 
by,5)  states  that  the  absence  of  free  gas  in 
the  remaining  cases  probably  depends  upon 
(1)  the  position  assumed  by  the  patient  at 
the  time  of  the  perforation  or  after  the  per- 
foration, (2)  the  degree  of  fullness  of  the 
stomach  at  the  time  of  perforation,  (3)  the 
size  of  the  perforation,  (4)  the  location  of 
the  perforation,  and  (5)  the  time  interval 
between  the  perforation  and  the  x-ray  exam- 
ination. Thus,  the  failure  to  demonstrate  a 
gas  shadow  in  the  peritoneal  cavity  does  not 
rule  out  perforation  of  a  gastric  or  duodenal 
ulcer.  If  free  gas  is  seen  it  clinches  the  diag- 
nosis, but  if  it  is  not  seen  the  negative  find- 
ing must  be  viewed  with  a  certain  degree  of 
skepticism. 

Hulten"'1  found  the  most  common  cause  of 
pneumo-peritoneum  to  be  perforation  of  a 
peptic  ulcer.  Other  causes  of  pneumoperi- 
toneum, which  must  be  differentiated  from 
ruptured  ulcer  chiefly  by  clinical  findings, 
are  (1)  perforation  of  the  intestine  by  gun- 
shot wounds,  (2)  perforation  of  the  intestine 

.5.  Skarby,  H.  O. :  Freies  Gas  in  der  Bauchboeble  als  Zeichen 
von    Perforation.    Acta    Radiol.    21:203-273    (June)    lflln. 

'i.  Ilulten.  O. :  Ueber  den  N'utzen  von  RoentKendiasnostik 
hci  akuten  Bauchfaellen.  Acta  Radiol.  21:171-182  (Oct.) 
191(1. 
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in  cases  of  obstruction,  (3)  ruptured  appen- 
dix, (4)  the  Ruben  test  for  pregnancy,  (5) 
laparotomy,  (6)  peritonitis  due  to  gas-form- 
ing organisms,  and  (7)  injuries  to  the  tho- 
rax causing  pneumothorax  and  laceration  of 
the  diaphragm,  through  which  air  may  pass 
from  the  thorax  into  the  peritoneal  cavity. 

The  best  method  of  demonstrating  free 
gas  in  the  abdominal  cavity  is  by  a  plain  film 
of  the  abdomen  made  with  the  patient  in  the 
erect  position  or  lying  on  his  side.  The  free 
gas  will  be  seen  as  a  strip  of  transparency 
beneath  the  dome  or  domes  of  the  diaphragm 
or  along  the  lateral  abdominal  gutter  (fig. 
5). 

Traumatic  Lesions 

Trauma  to  the  thorax  and  abdomen  with 
serious  pleuro-pulmonary,  diaphragmatic, 
and  abdominal  complications  is  not  unusual. 
In  these  accidents  the  correct  diagnosis  is 
often  difficult  and  in  many  instances  impos- 
sible without  the  aid  of  scout  films  of  the 
abdomen  and  fluoroscopic  or  plate  examina- 
tion of  the  chest. 

Rupture  of  the  diaphrag  m 

In  traumatic  rupture  of  the  diaphragm 
there  may  be  herniation  of  the  abdominal 
viscera  or  of  a  single  viscus  into  the  thorax. 
Dense  opacities  in  the  lower  lung  fields  lat- 
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eral  to  the  heart  borders,  plus  gas  and  a 
fluid  level,  almost  certainly  mean  herniation 
of  the  stomach  (fig.  6).  In  other  cases  the 
characteristic  loops  of  bowel  may  be  seen,  or 
homogeneous  opacities  due  to  herniated 
omentum,  liver,  spleen,  or  kidney  are  at 
times  identified.  Additional  information  of 
value  is  obtained  in  doubtful  cases  by  giving 
the  patient  a  swallow  of  the  opaque  barium 
mixture,  which  will  positively  identify  the 
position  of  the  stomach  and  the  small  and 
large  bowel. 

Subphn  nic  hematoma 

In  traumatic  subphrenic  hematoma  the 
roentgen  examination  will  show  elevation 
and  fixation  of  the  diaphragm  on  the  affected 
side  (fig.  7).  The  diagnosis  depends  on  an 
accurate  history  of  the  injury,  as  well  as  on 
the  x-ray  findings. 

Rupture  of  the  kidney  (fig.  8) 

In  suspected  traumatic  rupture  of  the  kid- 
ney, films  should  be  made  of  the  entire  urin- 
ary tract,  the  ribs,  the  spine,  and  the  pelvis. 
On  these  one  may  see  fractures  of  the  ribs, 
spine,  or  pelvic  bones,  with  displaced  frag- 
ments in  close  proximity  to  the  kidneys  or 
bladder.  If  the  kidney  is  injured,  its  shadow 
will  be  larger  than  normal,  indistinct  in  out- 
line, or  blurred  completely.    There  will  also 


be  loss  of  the  psoas  muscle  outline  on  the 
affected  side.  The  intravenous  or  retrograde 
pyelogram  will  show  spilling  of  the  opaque 
media  into  the  kidney  substance  or  into  the 
perirenal  spaces. 
Lacerated  spleen   (fig.  9) 

Laceration  of  the  spleen  may  be  evident 
on  plain  films  of  the  abdomen  within  a  few 
hours  after  the  accident.  Solis-Cohen  and 
Levine'7'  described  the  typical  roentgen 
changes  in  patients  with  lacerated  spleens 
and  reported  3  cases  proved  by  operation. 
The  chief  roentgen  finding  is  an  enlarged 
splenic  shadow  which  is  indistinct  in  outline 
or  lost  entirely  as  a  result  of  intracapsular 
splenic  or  perisplenic  hemorrhage.  The  blood 
passes  along  the  gastrosplenic  ligament  in 
close  proximity  to  the  greater  curvature  of 
the  stomach,  and  causes  irregular  nodular 
indentations  of  this  border  of  the  stomach. 
The  stomach  shows  more  dilatation  with  gas 
than  is  normal,  and  is  displaced  downward 
and  to  the  right.  The  displacement  and  de- 
formation are  directly  proportional  to  the 
degree  of  hemorrhage. 

Inflammations 

Must  observers  have  found  the  roentgen 
examination  to  be  of  great  value  in  the  diag- 

:.    Snlis-Cohen.    L.    am)    Levine,    S.:    Roentgen    Diagnosis    ol 
Lacerated   Spleen.    Radiology   39:707-710    (Dec.)    1912. 
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Fig.  9 


Fig.  10 
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Fig.  12 
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nosis  of  acute  inflammatory  diseases  within 
the  abdomen.  The  lower  lung  fields  and  dia- 
phragmatic outlines  must  be  included  on  the 
films,  and  it  is  often  necessary  to  supplement 
the  films  by  fluoroscopic  examination  in 
order  to  note  the  diaphragmatic  excursions. 

Subphrenic  abscess 

Neuhof  and  Schlossmann1"1  have  found 
that  the  roentgen  findings  in  patients  with 
subphrenic  abscesses  are  often  distinctive 
and  pathognomonic.  There  will  be  elevation 
and  fixation  of  the  diaphragm  on  the  side 
of  the  lesion.  It  is  generally  accepted  that 
fixation  of  the  diaphragm  is  more  significant 
than  is  elevation.  Most  patients  have  irreg- 
ular mottled  areas  of  non-specific  pneumoni- 
tis and  transverse  bands  of  focal  atelectasis 
in  the  lower  lung  field  above  the  diaphragm, 
and  25  to  30  per  cent  of  the  cases  will  show 
pleural  effusion  (fig.  10).  An  additional 
finding,  if  the  abscess  is  on  the  left  side,  is 
an  increased  space  between  the  gas-filled 
fundus  of  the  stomach  and  the  under  surface 
of  the  diaphragm.  This  is  due  to  a  sub- 
phrenic collection  of  fluid,  which  displaces 
the  stomach  downward. 

Perinephritic  abscess 

Perinephritic  abscess  (fig.  11)  is  indicated 


Neuhof,    II.    and    Schlossmann, 
Abscess,  Surg..  Gynec,  &  Obst. 


(".:    Lefl    Subphren 
,i  1st    (Dec.)    1942. 


on  the  scout  film  of  the  abdomen  by  an  un- 
usual amount  of  gas  in  the  stomach  or  colon; 
the  latter  is  seen  to  be  displaced  downward 
and  laterally  away  from  the  abscess  in  about 
half  the  cases.  Approximately  70  per  cent 
of  the  patients  will  show  scoliosis  of  the  lum- 
bar spine,  with  the  concavity  of  the  curve 
toward  the  lesion.  The  kidney  shadow  on 
the  affected  side  will  be  too  large,  indistinct, 
or  lost  completely,  and  the  psoas  muscle 
shadow  on  the  same  side  will  be  indistinct 
or  obliterated.  Diminished  renal  function 
and  anterior  displacement  of  the  kidney  pel- 
vis and  the  upper  end  of  the  ureter  will  be 
demonstrated  on  the  intravenous  urogram. 
One  will  also  find  pneumonitis,  atelectasis, 
pleural  effusion,  and  elevation  of  the  dia- 
phragm, with  fixation,  on  the  affected  side 
in  about  16  per  cent  of  the  patients  with  peri- 
renal suppuration.  Shane  and  Harris''"  con- 
clude that,  while  these  findings  are  not  path- 
ognomonic, they  are  of  relatively  great  value 
when  correlated  with  the  clinical  manifesta- 
tions. 
Pancreatitis 

Acute  pancreatitis  or  pancreatic  abscess 
may  be  revealed  by  the  presence  of  an  abnor- 
mal soft  tissue  shadow  in  the  mid-abdomen. 
This  shadow  is  seen  to  be  lateral  to  the  up- 

0.    Shane,    J.    11.    and    Harris,    M.:    Roentgenologic    Diagnosis 
of  Perinephritic  Abscess,  J.    I'rol.   tl-lt-tt    (July)    193*. 


Fig.  13 


July,  1945 


DIARRHEA  IN  INFANTS— CARSON 


323 


per  lumbar  vertebrae  and  is  separable  from 
the  shadows  of  the  liver,  kidneys,  and  spleen. 
Borak""1  found  that  elevation  of  the  dia- 
phragm, with  limited  diaphragmatic  excur- 
sion, pneumonitis,  atelectasis,  and  pleural 
effusion  on  the  left  side  (fig.  12) ,  is  probably 
due  to  neoplasm  or  inflammatory  tumefac- 
tion of  the  pancreas,  if  renal  and  perirenal 
disease  can  be  ruled  out  by  additional  clini- 
cal findings. 

Other  intra-abdominal  abscesses 

Appendiceal,  hepatic  or  pelvic  abscesses 
may  be  diagnosed  with  a  considerable  degree 
of  accuracy.  If  sufficiently  large,  the  abscess 
will  be  seen  as  an  abnormal  soft  tissue 
shadow  displacing  the  bowel  or  stomach 
away  from  the  lesion.  If  the  film  is  made 
with  the  patient  in  the  erect  position,  the 
finding  of  air  and  a  fluid  level  will  help  lo- 
cate the  abscess  (fig.  13).  Air  and  a  fluid 
level  in  the  right  lower  quadrant  strongly 
suggest  appendiceal  abscess.  Beck,  Koucky, 
and  Baker'111  feel  that  it  is  possible  to  show 
on  the  film  whether  the  abscess  is  lateral  or 
medial  to  the  cecum.  This  point  is  of  extreme 
importance  in  the  decision  as  to  whether  an 
extraperitoneal  approach  can  be  made  with- 
out contamination  of  the  uninvolved  bowel 
and  peritoneum. 

Conclusions 

(1)  Exploratory  films  of  the  abdomen  are 
often  of  great  value  in  the  differential  diag- 
nosis of  the  acute  intra-abdominal  condi- 
tions. 

(2)  Negative  or  doubtful  findings  should 
not  be  accepted  as  final  evidence  against  the 
presence  of  a  serious  intra-abdominal  con- 
dition requiring  immediate  operation. 

(3)  In  suspected  cases  of  intestinal  ob- 
struction the  scout  film  should  always  pre- 
cede the  administration  of  barium  by  mouth. 
In  most  cases  the  scout  film  will  reveal  the 
presence  or  absence  of  obstruction,  as  well 
as  the  approximate  location  of  the  obstruc- 
tion. 

(4)  The  fluoroscopic  or  film  examination 
of  the  chest,  with  particular  reference  to  the 
lower  lung  fields  and  diaphragm,  is  an  im- 
portant part  of  the  examination.  Pathologi- 
cal changes  in  these  structures  are  often  the 

10.  Borak.  J.:  Roentgen  Examination  of  Pancreatic  Tumors, 
Radiology    41:179-180     (Aug.)     1913. 

11.  Beck,  \V.  C,  Koucky,  J.  D.,  and  Baker,  M. :  Diagnosis 
and  Localization  of  Intra-Abdominal  Abscesses  by  Roent- 
genological  Methods.   Am.  J.  Surg.   55:118-117    (Jan.)    1912. 


first  and  only  roentgen  evidence  of  serious 
intra-abdominal  disease. 

(5)  With  care,  roentgen  examination  can 
be  carried  out  without  undue  discomfort  to 
the  patient  or  delay  in  the  operation. 


A  REVIEW  OF  RECENT  IDEAS 

CONCERNIING  DIARRHEA 

IN  INFANTS 

Merl  J.  Carson,  M.D. 
Raleigh 

During  the  past  ten  years,  marked  ad- 
vances have  been  made  in  the  prevention 
and  treatment  of  diarrhea  in  infancy.  In 
spite  of  these,  diarrhea  and  enteritis  still 
rank  third  in  North  Carolina  as  the  cause  of 
death  in  children  under  5  years  of  age(1).  We 
therefore  feel  it  important  to  review  and 
summarize  briefly  the  more  recent  ideas  on 
this  subject. 

Classification 

As  the  term  diarrhea  is  only  a  name  for 
a  symptom,  a  brief  etiologic  classification  of 
the  diarrheas  (modified  from  Cook(2))  is 
given  below  as  a  basis  for  this  discussion. 

I.  Parenteral  diarrhea.  This  is  quite  frequent 
and  may  result  from  any  parenteral  infection 
or  from  fever  or  excessive  external  heat. 
These  conditions  cause  a  decrease  in  stomach 
acidity,  thus  allowing  invasion  of  the  upper 
duodenum  and  stomach  by  Escherichia  coli 
and  other  related  organisms. 
II.  Enteral  diarrheas.  These  result  from  various 
agents  acting  directly  on  the  gastrointestinal 
tract  and  may  be  subdivided  as  follows: 

A.  Irritative — due  to  improper  feedings,  im- 
proper food,  medicines,  and  so  forth. 

B.  Toxic — due  to  contamination  of  food  by 
saprophytic  organisms.  This  is  a  true  food 
poisoning. 

C.  Specific — due  to  infection  with  various  or- 
ganisms such  as  dysentery  bacilli,  Enda- 
moeba  histolytica,  typhoid  and  paraty- 
phoid bacilli,  and  the  Salmonella  group. 

D.  Non-specific — probably  due  to  infection 
with  miscellaneous  organisms  which  are 
as  yet  poorly  defined. 

E.  Epidemic  diarrhea  of  the  newborn — etiol- 
ogy not  yet  established. 

F.  Allergic — due  to  ingestion  of  some  sub- 
stance to  which  the  patient  is  allergic. 

Prevention 

The  forms  of  diarrhea  most  frequently 
seen  in  infants  during  hot  weather  are  pa- 
renteral diarrhea  and  specific  or  non-specific 
infectious,  enteral  diarrhea'3'.   For  the  last 

1.  Personal  communication  from  N.  C.  State  Department  of 
Vital  Statistics.   June,   1944. 

2.  Cook,  M.  M. :  Diarrheal  Diseases  in  the  Newborn  Infant, 
J.   Missouri  M.  A.   40:64-67    (March)    1948. 

3.  Hormaeche,  E.,  Surraco,  N.  L.,  Peluffo.  C.  A.,  and  Aleppo, 
P.  L. :  Causes  of  Infantile  Summer  Diarrhea.  Am.  J.  Dis. 
Child.  66:539-551    (Nov.)    1943. 
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two  types  of  diarrheas,  effective  preventive 
measures  are  available.  These  include  such 
general  hygienic  measures  as'41: 

1.  The  protection  of  food  and  milk  from 
contamination  and  spoiling  by  adequate 
screening  and  refrigeration. 

2.  A  high  fluid  intake,  especially  during 
very  hot  weather. 

3.  The  avoidance  of  overfeeding,  especially 
during  hot  weather. 

4.  The  use  of  frequent  baths  during  hot 
weather  to  prevent  overheating. 

4.  Sterilization  of  all  water  not  known  to 
be  safe  for  drinking  by  boiling. 

Specific  preventive  measures  against  ty- 
phoid fever  are  available,  in  the  form  of  ty- 
phoid vaccine.  Children  over  1  year  of  age 
should  be  encouraged  to  take  this  immuni- 
zation, especially  if  they  live  in  suburban  or 
rural  areas. 

Lactic  acid  milk  is  of  great  value.  Lactic 
acid  may  be  added  to  either  whole  or  evapor- 
ated milk  formulas,  in  the  proportion  of  one 
teaspoonful  of  U.S. P.  lactic  acid  to  one  quart 
of  whole  cow's  milk.  The  advantages  of  this 
milk  are  many'4'.  Growth  of  many  of  the 
saprophytic  organisms  which  normally  con- 
taminate fresh  milk  is  checked  by  the  acid 
content.  The  curds  of  the  acid  milk  are  finer 
and  more  easily  digested,  and  the  acidity 
shortens  the  emptying  time  of  the  stomach. 
Plain  cow's  milk  has  a  buffering  action  three 
times  greater  than  that  of  breast  milk,  and 
decreases  the  stomach  acidity  by  buffering 
the  hydrochloric  acid  in  the  stomach.  At  the 
height  of  digestion,  the  stomach  acidity  of 
a  breast-fed  infant  has  an  average  pH  3.6, 
while  in  a  child  fed  on  plain  cow's  milk  the 
acidity  will  usually  not  exceed  pH  5.3.  Acidi- 
fying cow's  milk  prevents  this  buffering  ac- 
tion and,  by  keeping  the  contents  of  the 
stomach  and  upper  duodenum  acid,  prevents 
the  bacteria  of  the  lower  duodenum  from 
migrating  upward.  Another  most  practical 
point  is  that  lactic  acid  milk  does  not  have 
to  be  kept  on  ice151,  as  does  plain  milk.  Lactic 
acid  evaporated  milk  may  be  kept  in  an  open 
dish  at  room  temperature  for  three  days  be- 
fore molds  appear  and  for  five  days  before 
bacteria  appear. 

Treatment 

The  treatment  of  diarrhea  varies  some- 
what according  to  the  individual  case.  There 

i.  Marriott.  W  McK.  and  Jeans.  P.  C:  Infant  Nutrition, 
St.  Louis.  The  C.  v    Mosbj  Co.   I84L,  chap.  9. 

3.  Taylor.  H.  O.  and  Roberts.  R.  W.,  Jr.:  Whole  Lactic  Aeid 
Evaporated  Milk  Does  Not  Require  a  Refrigerator.  J. 
Pediat    2S:8O7S09    (Sept)    19". 


is,  however,  a  certain  chain  of  events  which 
occurs  in  any  case  of  diarrhea  regardless  of 
the  etiology.  This  chain  must  be  broken  if 
the  patient  is  to  survive.  The  sequence  of 
events  has  been  described  before";i  but  may 
be  summarized  briefly  here. 

With  the  onset  of  the  diarrhea  there  is  an 
increased  loss  of  fluid  from  the  intestinal 
tract,  usually  coupled  with  a  diminution  in 
fluid  intake.  These  factors  lead  to  loss  of 
water  from  the  blood  plasma,  anhydremia, 
and  finally  to  loss  of  intracellular  fluid  and 
dehydration.  The  decreased  blood  volume 
and  increased  blood  viscosity  decrease  the 
efficiency  of  the  circulation.  With  diminished 
blood  supply  to  the  kidneys,  renal  function 
is  decreased  and  there  is  a  consequent  re- 
tention of  waste  products  such  as  urea,  sul- 
fates, and  phosphates.  As  base  is  lost 
through  gastrointestinal  secretions  and  acid 
is  retained  in  the  body,  the  bicarbonate  to 
carbonic  acid  ratio  of  20:1  is  reduced  and 
acidosis  results.  In  severe  cases  acid  may  be 
combined  with  ammonia  in  the  kidney  and 
excreted.  This  compensation  is  limited,  and 
when  it  fails  there  will  be  an  actual  drop  in 
the  blood  pH. 

In  addition,  there  is  the  factor  of  starva- 
tion. With  no  food  being  ingested,  the  body 
tissues  are  broken  down  rapidly.  Depletion 
of  the  body  glycogen  furthers  the  production 
of  ketone  bodies,  so  that  ketosis  is  present 
in  addition  to  the  acidosis.  Frequently  the 
serum  proteins  become  markedly  depleted 
and  the  number  of  red  blood  corpuscles  is 
reduced ;  but  the  marked  anhydremia  may 
completely  mask  these  signs  until  after  ade- 
quate fluid  is  administered,  when  edema  and 
anemia  will  be  evident. 

The  treatment  must  therefore  be  aimed  at 
at  (a)  restoration  of  the  normal  fluid  and 
electrolyte  balance,  (b)  eradication  of  the 
cause  of  the  diarrhea,  and  (c)  establishment 
of  a  good  feeding  schedule. 

6.  (a)  Marriott.  W.  MeK.,  Hartmann.  A.  F..  and  Senn.  M. 
J.  E.:  Observations  on  the  Nature  and  Treatment  of 
Diarrhea  and  the  Associated  Systemic  Disturbances, 
J.  Pediat.  8:181-19]    rjuly   1933. 

(b)  Hartmann.  A.  F. :  Acidosis,  Alkalosis,  and  Ketosia 
in  Brennemann.  Joseph :  Practice  of  Pediatrics.  Haters- 
town.  Md..  W.  F.  Prior.  1911.  vol.  l.  da.  84. 
Darrow.  D.  C.:  The  Treatment  of  Dehydration,  Acido- 
sis and  Alkalosis,  J. A.M. A.  lU:S55-<60  (Feb.  ill  1940. 
I  Hartmann,  A.  F..  and  F.lman.  R.:  The  Effects  of  Loss 
of  Gastric  and  Pancreatic  Secretions  and  the  Methods 
for  Restoration  of  Normal  Conditions  in  the  Body, 
.f.  Exper.  Med.  50:887-405   (Sept)    1880. 

(e)  Hartmann,  A.  v.:  Chemical  Changes  Occurring  in  the 

Body   as    the    Result    of    Certain    Diseases.    Am.    J.    Dis. 
Child.   35:557-575    ( April  i    1928. 
r    Hartmann,    A.    P.:    Acidosis,    Alkalosis,   and    Dehydra- 
tion.  Colorado  Med.   20:878-888    (Not.     loao. 

-  Hartmann.  A.  F.:  The  Prevention  and  Treatment  of 
Severe  Disturbances  in  Water  and  Klectrolyte  Balance, 
J.   Iowa   M.    Six-.    87:481-457    (Sept.)    1937. 
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(a)  Fluid  therapy 

The  immediate  administration  of  proper 
fluids171  is  by  far  the  most  important  consid- 
eration. Three  different  schedules  for  the 
first  injection  may  be  used,  according  to  the 
degree  of  dehydration  and  acidosis: 

1.  Mild:    Carbon   dioxide    combining    power    not 
lower  than  40  volumes  per  cent. 
Intravenous — 5  per  cent  or  10  per  cent  glucose, 

20  cc.  per  kilogram  of  body  weight. 
Subcutaneous — 30    cc.    of    sixth    molar    sodium 
lactate  solution,  plus  40  cc.  of  Ringer's  solu- 
tion, per  kilogram  of  body  weight. 

2.  Moderate:  Carbon  dioxide  combining  power  20 
to  40  volumes  per  cent. 

Intravenous — 30  cc.  of  sixth  molar  sodium  lac- 
tate solution  per  kilogram  of  body  weight. 

Subcutaneous — 30  cc.  of  sixth  molar  sodium 
lactate  solution,  plus  40  cc.  of  Ringer's  solu- 
tion, per  kilogram  of  body  weight. 

3.  Severe:  Carbon  dioxide  combining  power  lower 
than  20  volumes  per  cent. 

Intravenous — 30  cc.  of  sixth  molar  sodium  lac- 
tate solution  per  kilogram  of  body  weight. 

Subcutaneous — 60  cc.  of  sixth  molar  sodium 
lactate  solution,  plus  40  cc.  of  Ringer's  solu- 
tion, per  kilogram  of  body  weight. 

The  dehydration  and  acidosis  are  usually 
readily  corrected  in  this  manner1*',  but  fol- 
lowing the  initial  injection,  optimum  fluid 
intake  must  be  maintained  with  daily  injec- 
tions of  glucose,  saline,  or  sodium  lactate 
solution,  depending  on  the  condition  of  the 
patient,  the  duration  of  acidosis,  and  so 
forth.  Whole  blood  or  plasma  should  be  used 
when  indicated  after  the  dehydration  has 
been  relieved. 

In  the  most  severe  cases,  with  persistent 
cyanosis  and  circulatory  collapse,  oxygen 
therapy  and  continuous  intravenous  therapy 
are  often  life-saving  measures.  For  the 
latter  purpose,  an  equal  mixture  of  10  per 
cent  glucose  and  lactate-Ringer's  solution1'" 
is  excellent,  once  the  acidosis  has  been  cor- 
rected. In  cases  of  severe  starvation  with 
lowered  plasma  proteins,  plasma  may  be  in- 
cluded in  this  mixture,  using  equal  propor- 
tions of  all  three  constituents.  The  rate  of 
injection  should  not  exceed  10  to  15  cc.  per 
kilogram  of  body  weight  in  an  hour,7el. 

7.  (a)   Glaser,   K..  and  Bruce,  J.  W.:  Treatment  of  Epidemic 

Diarrheas  and  Dysenteries  in  Infants  and  Young  Chil- 
dren,  J.    Pediat.   24:53-61    (Jan.)    1944. 

(b)  Hartmann.  A.  F. :  Therapy  of  the  St.  Louis  Children's 
Hospital.  II.  Treatment  of  Severe  Diarrhea  in  Infants 
and  Children,  Washington  Univ.  M.  Alumni  Quart,  6: 
45-48     (Oct.)     1942. 

(c)  Hartmann.  A.  F.  and  others:  Further  Observations  on 
the  Metabolism  and  the  Clinical  Uses  of  Sodium  Lac- 
tate,  J.  Pediat.  13:  092-723   (Nov.)   1938. 

(d)  Hartmann,  A.  F. :  Treatment  of  Severe  Diabetic  Acid- 
osis.  Arch.    Int.   Med.   50:413-434    (Sept.)    1935. 

(e)  Davison,  W.  C. :  The  Compleat  Pediatrician,  ed.  4, 
Durham,  Duke   University  Press.   1943. 

8.  Sixty  cubic  centimeters  of  sixth  molar  sodium  lactate  solu- 
tion per  kilogram  of  body  weight  will  raise  the  carbon 
dioxide  combining  power  of  the  blood  approximately  35 
volumes   per  cent   within   four  hours   after   administration. 

9.  Lactate-Ringer's  solution  consists  of  molar  sodium  lactate 
solution   and   Ringer's  solution   in   the  proportion   of   1 :40. 


Hartmann  and  his  co-workers'101  have  re- 
cently presented  a  most  interesting  develop- 
ment in  the  field  of  parenteral  feedings. 
They  have  found  that,  by  the  use  of  an  amino 
acid  preparation,  "amigen,"  which  contains 
all  of  the  "essential"  amino  acids,  it  is  pos- 
sible "to  prevent  or  reduce  the  loss  of  body 
protein  in  children  who  cannot  maintain 
adequate  nutrition  from  natural  foods  taken 
by  mouth."  This  preparation  will  be  of  par- 
ticular value  in  chronic,  debilitating  diseases, 
especially  persistent  diarrheas. 

The  solution  they  recommend  for  intra- 
venous use  contained  3  1/3  per  cent  "ami- 
gen," 3  1/3  per  cent  glucose,  and  one-third 
Ringer's  or  lactate-Ringer's  solution.  Sub- 
cutaneously  a  solution  containing  5  per  cent 
"amigen"  and  5  per  cent  glucose  is  well  tol- 
erated. Too  rapid  intravenous  injection,  or 
the  subcutaneous  use  of  too  concentrated 
solutions  must  be  avoided. 

(b)  Eradication  of  infection. 

We  have  seen  that  the  underlying  cause 
of  most  of  the  diarrheas,  both  enteral  and 
parenteral,  is  infection.  It  is  important  to 
be  certain  about  this  point,  to  locate  the  site 
of  infection,  and  if  possible  to  determine  the 
causative  organism. 

Sulfaguanidine  and  succinylsulfathiazole 
(sulfasuxidine)1111  have  the  advantage  of 
possessing  marked  local  bacteriostatic  action 
on  most  of  the  bacteria  in  the  gastrointes- 
tinal tract.  They  are  poorly  absorbed  (sul- 
fasuxidine less  than  sulfaguanidine),  and 
for  that  reason  the  incidence  of  toxic  re- 
actions is  less.    They  of  course  are  of  bene- 

10.  Hartmann,  A.  F..  Lawler.  H.  J.,  and  Meeker.  C.  S.:  Stud- 
ies of  Amino  Acid  Administration.  II  Clinical  Uses  of  an 
Enzymatic  Digest  of  Casein,  J.  Pediat,  24:371-380  (April) 
1944. 

11.  (a)   Eisenoff.  H.  M.,  and  Goldstein,  H.:  The  Control  of  an 

Outbreak    of    Bacillarv    Dysentery    with    Sulfonamides, 
J. A.M. A.    123:624-020     (Nov.    0)     1943. 

(b)  Hardy,  A.  V.,  Burns,  W.,  and  De  Capito,  T. :  Studies 
of  the  Acute  Diarrheal  Diseases,  Pub.  Health  Rep. 
58:689-093    (April    30)    1943. 

(c)  Hardy,  A.  V.,  and  Cummins,  S.  D. :  Studies  of  the 
Acute  Diarrheal  Diseases,  Pub.  Health  Rep.  58:693- 
090    (April  80)    1943. 

(d)  Lucchesi.  P.  F.,  and  Gildersleeve,  N.:  Prophylactic 
Use  of  Sulfaguanidine  in  a  Dysentery  Outbreak,  J. 
Pediat.    22:319-324    (March)    1943. 

(e)  Henderson.  J.  L.:  Sulphaguanidine  in  Neonatal  Epi- 
demic Castro-Enteritis,  Brit.  M.  J.  1:410-413  (April  3) 
1943. 

(f)  Brewer.  Angus  E.:  The  Use  of  Sulphaguanidine  in 
Bacillarv  Dysentery.  Brit.  M.  J.  1:36-40   (Jan.  9)   1943. 

(g)  Marshall.  E.  K..  Jr.,  Bratton,  A.  C.  Edwards.  L.  B., 
and  Walker.  Ethel:  Sulfanilylguanidine  in  the  Treat- 
ment of  Acute  Bacillarv  Dysentery  in  Children,  Bull. 
Johns   Hopkins   Hosp.    68:94-111    (Jan.)    1941. 

(h)  Smyth.  C  J.,  Gould,  S.  E„  Finkelstein.  M.  B.:  Treat- 
ment of  Acute  Bacillary  Dysentery  (Flexner)  with 
Sulfaguanidine  and  Succinylsulfathiazole,  J. A.M.  A. 
121:1244-1245    (April   10)    1943. 

(i)  Smyth,  C  J.  and  others:  Acute  Bacillary  Dysentery 
(Flexner):  Treatment  with  Sulfaguanidine  and  Suc- 
cinylsulfathiazole, J. A.M. A.  121:1325-1330  (April  24) 
1943. 

(j)  Roberts.  T.  L..  Daniels.  W.  B. :  Succinylsulfathiazole  in 
the  Treatment  of  Bacillary  Dysentery.  J. A.M. A.  122: 
651-653    (July   3)    1943. 
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fit  only  in  cases  where  the  infection  is  lim- 
ited to  the  gastrointestinal  tract.  An  initial 
dose  of  0.1  Gm.  per  kilogram  (3j  grain  per 
pound)  may  be  given,  followed  by  0.25  Gm. 
per  kilogram  (2  grains  per  pound)  daily, 
divided  into  equal  doses  administered  every 
four  to  six  hours. 

For  parenteral  infections,  as  well  as  the 
enteral  infections,  sulfadiazine  or  sulfapyra- 
zine1121  may  be  used.  Sulfathiazole  is  also 
effective'13',  except  that  it  is  poorly  absorbed 
into  the  cerebrospinal  fluid  and  offers  little 
protection  against  central  nervous  system 
infections.  It  is  felt  that  in  general  these 
last  three  sulfonamides  have  a  greater  bac- 
teriostatic action  against  the  dysentery  and 
salmonella  groups  of  organisms  than  does 
sulfaguanidine  or  sulfasuxidine'llbc:13ab'. 
The  initial  dose  of  0.1  Gm.  per  kilogram  ('•  i 
grain  per  pound)  may  be  followed  by  0.13 
to  0.2  Gm.  per  kilogram  (1  to  lJ-2  grains  per 
pound)  daily,  divided  into  six  equal  doses 
administered  every  four  hours.  Because  of 
the  increased  solubility  of  some  of  the  sul- 
fonamides'14' in  alkaline  urine,  we  feel  it  ad- 
visable to  give  equal  doses  of  sodium  bicarb- 
onate with  these  drugs.  It  should  be  kept  in 
mind  that  these  sulfonamides  may  be  admin- 
istered both  intravenously  and  subcutaneous- 

Ifc  a1  Mar.ingnni.  R  A.  ami  D'Agari.  V.  C:  Treatment  of 
134  Cases  of  Meningocoecic  Infection  with  Massive 
Doses  of  Sulfadiazine.  Am.  J.  M.  Se.  207:67-71  (Jan.) 
1914. 
(hi  Harnett  H.  L...  Perley.  A.  M..  Forbes.  G.  B..  and 
Goldring,  D. :  The  Use  of  Sulfapvrazine  in  Infants:  and 
Children.  Am.  J.  M.  So.  206:599-610  (Xov.i  1943. 
(e)  Tudor.  R.  B.:  The  Chemotherapy  of  Infantile  Diar- 
rheas: A  Comparison  of  Sulfadiazine  and  Sulfapvra- 
zine. J.  Pediat.   22:652-654    (June)    1943. 

(d)  Winters,  K.  J.  and  Janney.  F.  R.:  Sulfadiazine:  Re- 
view of  Its  Use  in  Treatment  of  Children.  Am.  J.  Dis. 
Child.  65:702  711    (May)    1913. 

(e)  Siegel.  M. :  Studies  on  Control  of  Acute  Infections  of 
Respiratory  Tract:  II  Oral  Administration  of  Sulfa- 
diazine at  the  Onset  of  Acute  Respiratory  Illnesses. 
Am.  J.  Dis.  Child.  66:114-120   (An?)   1943. 

13.  fa)  Cooper.    M.    L.    and    Keller.    H.    If.:    Susceptibility    of 

Shigella  Paradvsenteriae  to  Sodium  Sulfathiazole  and 
Sulfagi-anidine  in  Vitro.  J.  Pediat.  22:418-425  (April) 
1913. 

(b)  Halpern.  S.  R-.  and  Cunningham.  J.:  Bacterioloeic 
and  Chemotherapeutic  Studies,  in  Acute  Diarrhea  of 
Infants  and  Children.  J.  Pediat.  21:l?l-192  (Aug.) 
1942. 

(c)  Vannet.  H..  Leibovitz.  A..  Deutsch,  J.  V.:  Sulfathia- 
zole in  Epidemic  Sonne  Dysentery.  J. A.M. A.  120:184- 
188    (Sept   19)    1942. 

(d)  Rubens.  E..  Kaplan.  M..  Borovskv,  M.  P..  and  Blatt. 
M  I..:  The  Effect  of  Sulfathiazole  in  the  Treatment 
of  Dysentery  in  Children.  J.  Pediat.  22:70-76  (Jan.) 
1943. 

14.  (a)  Jensen.   O.  J.:   The  Prevention   of  Renal  Precipitation 

of  Sulfadiazine  in  Dogs.  Am.  J.  M.  Sc.  206:716-756 
(Dec.)    1943. 

•  illig.in.  D.  R..  Garb.  S..  Wheeler.  C.  Plummer.  N".: 
Adjuvant  Alkali  Therapy  in  the  Prevention  of  Renal 
Complications  from  Sulfadiazine.  J. A.M. A.  122:1160- 
1165    (An;.  21)    1943. 

(c)  For,  C.  I...  Jr..  Jensen.  O.  J..  Jr..  and  Mudge.  G.  H.: 
Prevention  of  Renal  Obstruction  during  Sulfadiazine 
Therapy.   J.AM  A.    121:1147-1150    (April   J)    1913. 

(d)  Jensen.  O.  J..  Jr.,  and  Fox.  C.  L...  Jr.:  The  Hydrogen 
Ion  Concentration  and  the  Soluhility  of  Sulfonamides 
in   the  Trine.   J.   I'ml.   19:331-339    (Feb.)    1913. 


1..  .  as  well  as  orally.  The  sodium  salt  is 
used  for  parenteral  administration.  For  in- 
travenous use  a  5  per  cent  solution  in  dis- 
tilled water  is  preferable.  A  1  per  cent  solu- 
tion in  sixth  molar  sodium  lactate  or  lactate- 
Ringer's  solution  may  safely  be  given  sub- 
cutaneous]}'. 

(c)   Establishment  of  a  good  feeding 
schedule. 

As  the  gastrointestinal  tract  is  extremely 
hyperirritable  in  patients  with  diarrhea, 
every  effort  must  be  made  to  avoid  additional 
irritation.  An  initial  starvation  period  of 
twelve  to  forty-eight  hours  or  more  is  very 
important.  Nothing  should  be  given  by  mouth 
except  water  or  Ringer's  solution,  thus  al- 
lowing the  gastrointestinal  tract  to  rest. 
Paregoric  may  be  used  symptomatically  for 
marked  restlessness  and  tenesmus;  the  dos- 
age'7e  is  5  to  10  minims  after  each  stool, 
depending  on  the  size  and  age  of  the  child 
(the  total  dose  per  day  should  not  exceed 
4  to  8  cc).  After  this  initial  starvation 
period,  the  following  lactic  acid  formula  may 
be  begun : 

Evaporated  milk  1  part 
Boiled  water  2  parts 

Lactic  acid  (U.S.P.)  6  drops  for  each  ounce 
of  evaporated  milk. 

Feedings  should  be  begun  with  15  to  30 
cc.  of  this  formula.  If  the  stools  remain  very 
loose  and  liquid.  5  per  cent  casec  or  protein 
milk  may  be  added  to  the  formula.  The 
feedings  are  increased  in  quantity  as  rapidly 
as  the  patient's  condition  permits.  The  water 
may  gradually  be  cut  down  until  one  part  of 
water  is  being  given  to  one  part  of  evapor- 
ated milk,  and  for  infants  under  4  months 
carbohydrate  may  be  added  cautiously  up  to 
71  o  per  cent  or  until  the  child  is  receiving 
the  usual  formula  for  his  age.  Cultured  lactic 
acid  milk  or  buttermilk  may  also  be  used. 
For  older  infants  cereal  and  vegetables 
should  be  added  to  the  diet  cautiously  and 
gradually  until  they  are  on  a  full  infant  diet. 
The  diet  should  be  increased  carefully  in 
order  to  avoid  a  recurrence  of  the  diarrhea. 

Summary 

The  etiology,  prevention,  and  treatment 
of  the  diarrheas  are  discussed. 

The  importance  of  restoring  the  normal 
fluid  and  electrolyte  balance  is  emphasized. 

I  yon s.  J.  J.  A..  Climenko.  D.  R..  and  Gorham.  I..  W.: 
The  Subcutaneous  Administration  of  Sodium  Sulfathia 
zole  in  Various  Clinical  Conditions.  Am.  J.  M.  Sc. 
205:703-709  (May)  1913. 
(b)  Jorgensen.  G.  M..  and  Greeley.  D.  Mel.. :  Sabctitaneoos 
Administration  of  Sodium  Sulfadiazine.  J.  Pediat.  21 : 
325     (S.'I't        IM*. 


July,  1945 


VAGITUS  UTERINUS— THORP 


327 


The  use  of  the  sulfonamides  in  eradicating 
infections  is  discussed. 

A  feeding  schedule,  to  be  employed  after 
the  initial  period  of  starvation,  is  suggested. 


VAGITUS  UTERINUS   DURING 
CONTINUOUS  CAUDAL  ANALGESIA 

Adam  T.  Thorp,  M.D. 
Rocky  Mount 

Probably  every  busy  obstetrician  has  one 
or  more  cases  of  vagitus  uterinus — crying 
of  the  child  in  the  uterus — during  his  life- 
time, but  few  take  the  trouble  of  reporting 
such  cases.  Ryder11'  stated  that  the  case 
which  he  reported  in  1943  brought  the  total 
number  of  authentic  cases  to  123.  Since  that 
time  Mitchell  has  reported  another  case1-1. 
So  far  as  I  know,  no  case  occurring  during 
continuous  caudal  analgesia  has  been  re- 
ported. 

Case  Report 

Mrs.  's  fourth  pregnancy  was  normal,  and 

her  membranes  ruptured  spontaneously  at  approxi- 
mately the  estimated  date  of  confinement.  Twelve 
hours  later  uterine  contractions  began.  When  the 
cervix  was  dilated  2  cm.  and  the  pains  were  coming 
at  five-minute  intervals,  continuous  caudal  analgesia 
was  started.  Within  two  hours  after  the  first  labor 
pains  were  felt,  the  cervix  was  completely  dilated 
and  the  patient  was  taken  to  the  delivery  room.  The 
fetus  was  found  to  be  in  the  right  occiput  posterior 
position.  In  order  to  confirm  this  finding  I  palpated 
the  ear,  and  when  my  hand  was  withdrawn  there 
was  a  distinct  fetal  cry.  In  an  effort  to  save  the 
baby,  a  manual  rotation  was  done  and  application 
of  forceps  was  attempted.  Since  the  application  was 
not  entirely  satisfactory,  the  forceps  were  removed. 
At  this  time  the  baby  cried  again.  While  the  forceps 
were  being  re-applied  there  was  a  third  cry.  A 
period  of  at  least  ten  minutes  elapsed  between  the 
first  and  third  cries.  While  the  first  cry  was  distinct 
enough  to  be  heard  by  both  a  nurse  and  myself, 
neither  of  us  mentioned  the  fact.  The  second  and 
third  cries,  however,  were  so  loud  that  they  were 
noted  by  the  mother  and  by  two  other  nurses. 

A  normal  male  infant  weighing  7%  pounds  was 
delivered  by  forceps.  He  required  no  resuscitation, 
and  in  fact  cried  lustily  as  the  head  emerged  from 
the  vulva. 

Comment 

According  to  Kitzmiller  and  Mitchell'"1, 
three  conditions  are  essential  to  the  occur- 

Subniitted  for  publication  November  10,   Kin. 

1.  Ryder.  George  H. :  Vagitus  Uterinus,  Am,  J.  Obst.  & 
Gynec.  46:867-872    (Dec.)    1943. 

2.  Mitchell.  Arthur  M.:  Vagitus  Uterinus  with  Prolapse  of 
the  Umbilical  Cord.  Am.  J.  Obst.  &  Gynec.  48:547-519 
(Oct.)    nil. 

3.  Kitzmiller.  J.  L.  and  Mitchell,  W.  B. :  Vagitus  Uterinus, 
West.  J.   Surg.   50:629-621    (Dec.)    1942. 


rence  of  crying  in  utero:  (1)  rupture  of  the 
membranes,  (2)  some  operative  manipula- 
tion to  stimulate  the  infant,  (3)  entrance  of 
air  into  the  uterus. 

When  this  phenomenon  occurs  for  the  first 
time,  the  doctor  usually  tries  to  save  the 
baby  by  getting  it  out  of  the  uterus  as  soon 
as  possible.  This  effort  may  be  warranted, 
provided  the  cervix  is  fully  dilated  and  the 
method  of  delivery  is  compatible  with  good 
obstetrics.  Rucker'1'  has  concluded,  however, 
that  the  fetal  mortality  in  cases  of  vagitus 
uterinus,  while  not  excessive,  is  due  largely 
to  efforts  to  save  the  baby  from  asphyxia  by 
rapid  delivery.  Ryder'1'  states  that  opera- 
tive delivery  was  employed  in  more  than  80 
per  cent  of  the  123  cases  of  vagitus  uterinus 
reported  in  the  literature.  The  total  mor- 
tality in  the  112  cases  in  which  the  outcome 
was  reported  was  18.8  per  cent.  Harrison'5' 
cites  a  case  of  vagitus  uterinus  in  which  a 
high  forceps  delivery  was  attempted  unsuc- 
cessfully and  the  patient  was  subsequently 
delivered  of  a  living  10  pound  infant  by 
cesarean  section. 

It  would  be  interesting  to  know  just  what 
the  fetal  mortality  in  these  cases  would  be 
if  we  disregarded  the  crying  in  utero  and 
allowed  labor  to  proceed  in  its  normal  course. 
Even  if  there  were  no  reduction  in  fetal  mor- 
tality, there  would  be  less  trauma  to  the 
mother's  cervix  and  soft  parts  and  fewer 
intracranial  hemorrhages. 

1.    Kueker,    M.    P.:    Vagitus    Uterinus,    Virginia    M.    Monthly 

57:26-31    (April)    1930. 
5.    Harrison,  C  M.:  Child  Crying  in   Utero,   Ohio  State  M.  J. 

20:700    (Nov.)    1924. 


Modifying  human  food  habits  in  the  direction  ol 
better  health  and  efficiency  may  come  through  neces- 
sity or  dictation.  It  will  probably  not  stay  put  ex- 
cept through  understanding  via  the  long  and  stren- 
uous road  of  education.  In  the  matter  of  education 
in  health  to  the  extent  that  our  health  depends  on 
food  I  think  there  is  much  yet  to  be  done  in  our 
grade  schools,  high  schools  and  colleges.  In  a  not 
too  distant  past  the  teaching  of  health  in  our  schools 
did  not  significantly  transcend  the  toothbrush,  alco- 
holism, sex  and  social  diseases.  Even  today  in  many 
of  our  schools  we  find  inadequate  teaching  of  the 
fundamentals  of  health  and  nutrition.  As  if  the 
matter  of  foods  was  a  concern  for  women  students 
alone  and  the  matter  of  general  health  a  concern 
only  of  the  physicians.  We  have  scarcely  begun  to 
realize  that  the  modern  sciences  of  chemistry  and 
physics  are  so  rapidly  changing  our  environment  and 
mode  of  life  that  proceeding  today  by  the  ignorance 
of  our  forebears  we  may  travel  into  tragedy.  Urban- 
ization and  industrialization  renders  it  well-nigh  im- 
possible for  modern  man  to  have  access  to  the  nat- 
ural unprocessed  foods  available  to  our  forebears  of 
a  thousand  years  ago. — Carlson,  A.  J.:  Some  Ob- 
stacles in  the  Path  Towards  an  Optimum  Diet. 
Science  97:388   (April  30)   1943. 
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THE  EVOLUTION  OF  THE  ASEPTIC 
PRINCIPLE  IN  SURGERY 

VII 

IGNAZ  PHILIPP  SEMMELWEIS    (1818- 

1865)  AND  HIS  CONTRIBUTION 

FROM  OBSTETRICS 

In  February,  1846.  about  two  years  after 
receiving  his  degree  from  the  University  of 
Vienna.  Dr.  Ignaz  Philipp  Semmelweis,  at 
the  age  of  28,  was  appointed  Assistant  in  the 
First  Obstetrical  Division  of  the  Vienna  Gen- 
era] Hospital.  Earlier  he  had  made  an  un- 
successful attempt  to  secure  an  Assistant- 
ship  in  Medicine.  While  awaiting  another 
opportunity,  he  had  worked  enthusiastically 
at  pathological  anatomy,  under  Rokitansky. 
He  had  also  done  some  work  in  surgery, 
where  the  high  mortality  (infection  killed 
nine  out  of  ten  patients)  caused  him  to  ex- 
claim: "Everything  they  are  trying  to  do 
here  seems  to  me  quite  futile ;  deaths  follow 
one  another  with  regularity.  They  go  on  op- 
erating, however,  without  seeking  to  find  out 
why  one  patient  succumbs  rather  than  an- 
other in  identical  circumstances."  '  He  had 
been  appointed  master  surgeon  in  November, 
1845,  but  no  position  was  open  and  his  funds 
were  getting  low.  The  Assistantship  in  Ob- 
stetrics was  available,  and  with  two  months 
of  special  study  he  qualified  for  it. 

His  first  duty  was  registering  the  admis- 
sion of  pregnant  women.  Only  the  destitute 
and  outcast  of  the  city,  who  had  no  other 
choice,  came  to  the  hospital;  for  puerperal 
fever  raged  continually  in  the  hospital,  but 
occurred  only  occasionally  outside  it.  A  strict 
schedule  governed  the  admission  of  patients 
to  the  hospital.  Those  who  entered  during 
one  twenty-four  hour  period  were  assigned 
to  the  First  Division,  where  medical  students 
received  instruction  in  obstetrics.  Those  ad- 
mitted during  the  next  twenty-four  hours 
were  sent  to  the  Second  Division,  where  the 
pupil  midwives  were  taught.  This  schedule 
was  known  to  the  public.  Also  well  known 
was    the  fact  that  deaths    from  puerperal 

I.  Destoncbes,  Louis  Ferdinand:  Mea  Culpa:  and.  Ihe  Life 
and  Work  of  Senimolweis.  translated  b)  Kni^rt  Allertun 
Parker.   Boston.    Little.   Drown   and  Co..    19JT.   p.   7». 


fever  were  many  times  more  frequent  in  the 
First  Division  than  in  the  Second.  Women 
begged  in  tears  to  be  admitted  to  the  mid- 
wives'  division,  and  timed  their  arrivals  as 
nearly  as  possible  to  this  end.  The  Second 
Division  was  frequently  filled  to  overflow- 
ing. Faced  with  the  prospect  of  admission 
to  the  First  Division,  some  women  fled  in 
terror  and.  unattended,  gave  birth  to  their 
babies  in  the  street.  Deeply  disturbed  and 
puzzled,  Semmelweis  set  out  in  a  frenzied 
effort  to  discover  the  cause  of  this  tragic 
state  of  affairs. 

The  current  theories  about  puerperal  fe- 
ver made  no  sense.  Semmelweis  proved  them 
wrong  with  impressive  statistics.  His  tire- 
less investigations  meant  nothing,  however, 
until  he  recognized,  at  an  autopsy  performed 
on  his  friend.  Kolletschka,  the  same  disease 
processes  which  occur  in  puerperal  fever: 
lymphangitis,  phlebitis,  pleurisy,  and  peri- 
tonitis. In  this  case  the  source  of  infection 
was  known — a  puncture  wound  of  the  finger 
"poisoned"  in  performing  an  autopsy !  This 
event  occurred  in  March,  1847.  By  May  of 
that  year  Semmelweis  was  requiring  that  the 
medical  students,  who  did  many  autopsies, 
wash  their  hands  in  a  disinfecting  solution 
of  chlorinated  lime  to  remove  adherent  "cad- 
averic particles"  before  examining  patients 
in  labor.  Here  was  the  answer.  There  fol- 
lowed a  drop  in  mortality  in  the  First  Divi- 
sion from  12  per  cent  to  3  per  cent.  Sem- 
melweis had  realized  that  the  placental  site 
and  the  frequently  traumatized  birth  canal 
were  essentially  wounds  and  made  ideal  "ab- 
sorptive surfaces"  for  the  "poison"  from  the 
students'  and  doctors'  fingers.  As  other 
sources  of  the  infecting  or  poisoning  ma- 
terial carried  by  examining  fingers,  he  recog- 
nized in  October,  1847,  the  foul  discharge 
from  a  cancer  of  the  cervix  uteri,  and,  in 
November,  1847,  a  "carious  knee  joint."  By 
the  fall  of  1847.  therefore,  his  concept  of 
the  etiology  of  puerperal  fever  was  essential- 
ly complete  and  amounted  to  this :  "That 
puerperal  fever  was  caused  by  decomposed 
animal  organic  matter  conveyed  by  contact 
to  the  pregnant,  parturient  or  puerperal 
woman,  without  regard  to  its  origin,  whether 
from  the  cadaver  or  from  a  living  person 
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Die  offcnen  Bricfc 


Professor?!)  der  Geburtsbilfc 


Or.  Jonnt  yiiitipp  Srmmrlrorio, 

VffUnd    0    3.    Professor   der   Bebumhillr   an  dcr  leoniejl.  i.ngaf 
'  UntvtrsirSl  zu  Pcfl. 


n<(u  data  Uerwerr  und  minhrllunejen  liter  la.  e.  sieMri. 
i,  Sctnxenl  und  Spaeth 

hrntittg  nrrbcti  m 

Dr.  med.  Jobontini  CirolTr. 

Htu  in  Dresden,  fnitglied  der  gynakotoo,.  tfetcllseharl.  sowre  dcr 
fiesellschaf!  liir  njl-.iT-   und  Hnlleunck  daselbst   .1  I   ■ 


Dresden. 

Ufrlag  von  fi.  R.  Dohrn. 


Fig.  1.  Title  page  of  the  first  collected  edition 
of  Die  offenen  Briefe  an  Professoren  der 
Geburtshilfe.  edited  by  Dr.  Johannes  Grosse  and 
published  in  Dresden  in  1899.  (Editor's  collec- 
tion) 

affected  with  a  disease  which  produced  de- 
composed animal  organic  matter."1-'  By  this 
time,  also,  he  had  outlined  and  put  into  prac- 
tice an  effective  system  of  prophylaxis. 

The  rest  of  the  story  is  an  anti-climax. 
Semmelweis  seems  to  have  been  impatient 
and  clumsy  in  many  important  personal  re- 
lationships. While  trying  to  change  the 
status  quo  of  puerperal  fever,  he  made  doz- 
ens of  enemies.  During  his  service  in  the 
First  Division  he  antagonized  and  then  open- 
ly defied  the  influential  chief,  Professor 
Klein.  In  March,  1849,  his  appointment  as 
Assistant  was  not  renewed.  Furthermore, 
Professor  Klein  succeeded  in  influencing  the 
majority  of  his  colleagues  against  the  Sem- 
melweis doctrine.  Their  influence,  in  turn, 
spread  over  most  of  Europe.  A  few  friends 
— Rokitansky,  Hebra,  Haller,  Helm,  and 
Skoda — took  up  the  fight  on  the  side  of  Sem- 
melweis and  attempted  to  spread   news  of 

J.    Sinclair,    Sir   William    J.:    Semmelweis.    His-   Life    iinil    His 
Doctrine,  Manchester,  University  Press,  19119,  p.  61. 


his  discovery,  chiefly  by  letters.  The  first 
article  published  on  this  subject  was  an  edi- 
torial by  Hebra  in  the  journal  of  the  Medical 
Society  of  Vienna  in  December,  1847.  Sem- 
melweis first  officially  presented  his  own  doc- 
trine in  an  address  before  the  Vienna  Medi- 
cal Society  in  May,  1850.  Not  until  1861  did 
he  publish  his  book,  The  Etiology,  the  Con- 
cept and  the  Prophylaxis  of  Childbed  Fe- 
ver'"'. He  finally  produced  the  work,  in  spite 
of  "an  inborn  dislike  for  everything  that  can 
be  called  writing,"  in  the  hope  of  silencing 
some  of  his  enemies  and  bringing  about  a 
wider  acceptance  of  his  doctrine.  Unfortun- 
ately, the  book  was  long  and  badly  organized, 
controversial  material  being  mixed  in  with 
the  exposition.  The  antagonism  continued 
unabated,  and  Semmelweis  carried  on  his 
side  of  the  argument  in  the  abusive  Open 
Letters,  published  in  1861  and  1862;  the  first 
collected  edition  of  these  letters  appeared  in 
1899  (fig.  1). 

After  leaving  Vienna  in  1850,  Semmelweis 
returned  to  his  native  Budapest.  There  he 
continued  his  work,  which  included  some 
gynecology;  it  is  of  the  greatest  significance 
that  in  his  operative  work  he  followed  the 
same  principles  of  antisepsis  that  he  had  in- 
troduced into  obstetrics. 

Disappointment  at  the  fact  that  his  work 
had  failed  of  acceptance  clouded  his  last 
years.  His  outbursts  against  his  enemies  in- 
creased in  violence,  culminating  in  insanity. 
He  died  in  1864,  from  the  very  disease  that 
had  given  the  clue  to  his  great  discovery — 
systemic  infection  resulting  from  an  infected 
finger. 

— Eleanor  Beamer  Easley,  M.D. 


Medical  Classics, 

kins   Co..    1941. 


i-T73,    Baltimore.    Williams    and    Wil- 


Drinking  Unnecessary  Water.  In  these  days  when 
many  physicians  and  dietitians  are  exhorting  every- 
one to  drink  large  amounts  of  unneeded  water,  I 
find  it  helpful  occasionally  to  ask  the  patient  if  he 
has  been  following  the  present-day  fad  and  trying 
to  drown  himself  from  the  inside  out.  I  have  seen 
several  persons  with  heart  and  kidney  disease  who 
got  themselves  into  serious  trouble  in  this  way,  and 
I  have  seen  the  drinking  of  excess  water  produce 
puzzling  insomnia,  diarrhea,  polyuria,  edema  of  the 
ankles,  and  indigestion.  I  remember  a  woman  with 
a  diarrhea  that  no  one  had  been  able  to  stop.  It 
stopped  overnight  when  I  got  her  to  give  up  her 
three  extra  quarts  of  water  a  day! 

Actually,  physiologists  cannot  see  the  reason  for 
our  taking  more  water  than  our  body  calls  for  or 
needs.  Its  handling  and  excretion  only  means  more 
work  for  heart  and  kidneys.  Fortunately,  the  body's 
need  for  water  is  exactly  determined  by  the  individ- 
ual's thirst. — Alvarez,  Walter  C:  Nervousness,  In- 
digestion, and  Pain,  New  York,  Paul  B.  Hoeber,  Inc., 
1943,  p.  50. 
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A  REVISED  FEE  TABLE  FOR 
COMPENSATION  CASES 

One  of  the  most  important  committees 
that  our  Society  has  had  in  some  years  is 
the  one  headed  by  Dr.  Harry  Winkler  which 
was  selected  to  confer  with  the  North  Caro- 
lina Industrial  Commission,  with  a  view  to 
revising  the  rules  and  regulations  and  the 
fee  schedule  established  by  the  North  Caro- 
lina Workmen's  Compensation  Act.  There 
have  been  so  much  misunderstanding  and  so 
many  accusations  and  recriminations  be- 
tween the  medical  profession  of  North  Caro- 
lina and  the  Industrial  Commission  that  it 
was  high  time  to  come  to  a  mutual  under- 
standing. Apparently  the  conferences  just 
held  between  representatives  of  the  State 
Society  and  the  Industrial  Commission  have 


achieved  most  satisfactory  results.  Dr.  Wink- 
ler and  the  members  of  his  committee  and 
Mr.  Wilson,  chairman,  and  the  other  mem- 
bei&  of  the  Industrial  Commission  are  to  be 
congratulated  upon  the  manner  in  which 
they  set  about  their  mutual  task. 

We  are  glad  to  publish  on  page  343  the 
report  of  Dr.  Winkler's  committee,  together 
with  a  statement  from  Mr.  Wilson*. 

A  booklet  containing  the  revised  rules  and 
regulations  and  the  new  fee  schedule  has 
been  mailed  to  all  the  doctors  in  North  Caro- 
lina. Every  doctor  who  does  any  work  what- 
ever for  the  Industrial  Commission  is  urged 
to  read  this  booklet  carefully,  and  file  it 
away  for  future  reference.  Those  who  may 
have  misplaced  it  can  obtain  another  copy 
from  Mr.  T.  A.  Wilson,  Chairman  of  the 
North  Carolina  Industrial  Commission,  Ra- 
leigh, or  Dr.  Harry  Winkler,  Charlotte. 

The  North  Carolina  Medical  Journal, 
speaking  for  the  doctors  of  North  Carolina, 
extends  its  heartiest  congratulations  to  Dr. 
Winkler  and  his  committee  and  to  the  mem- 
bers of  the  Industrial  Commission  for  the 
fine  spirit  of  cooperation  they  have  shown, 
and  for  the  painstaking  work  which  they 
have  done  in  formulating  this  revised  fee 
table. 

Unfortunately  Mr.  Wilson's  statement  was  not  received  be- 
fore the  Journal  went  to  press,  and  its  publication  will  have 
to  be  postponed  until  next  month. 


"A    MATTER    OF    THE    UTMOST 
URGENCY  AND  IMPORTANCE" 

The  Executive  Committee  of  the  Indiana 
State  Medical  Association  has  recently  pre- 
pared a  statement  urging  the  release  of  all 
Indiana  physicians  in  the  armed  forces  who 
are  not  absolutely  essential  for  the  care  of 
service  men  and  women.  Copies  of  the  state- 
ment were  sent  to  President  Truman,  to  the 
Surgeons  General  of  the  Army  and  Navy,  to 
the  Air  Surgeon,  to  Procurement  and  As- 
signment officials,  and  to  Indiana  members 
of  Congress. 

This  resolution  expresses  so  well  the  feel- 
ing of  the  North  Carolina  medical  profession 
that  it  is  hereby  published  in  full.  If  "North 
Carolina"  is  substituted  wherever  "Indiana" 
occurs,  the  statement  will  apply  exactly  to 
our  state. 

Now  that  Y-E  Day  is  passed  and  we  are  expect- 
ing the  release  from  service  of  part  of  our  Armed 
Forces,  immediate  consideration  should  be  given  to 
the  release  of  as  many  of  the  doctors  as  is  consist- 
ent with  the  best  interest  of  the  Armed  Forces  and 
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of  the  civilian  population.  Promptness  in  reducing 
the  size  of  the  Medical  Corps  should  be  the  positive 
aim  of  everyone  having  responsibility  in  this  field. 
There  should  never  be  a  time  when  any  doctor  is 
being  kept  in  the  military  service  with  nothing  for 
him  to  do  professionally  in  connection  with  his  mili- 
tary status.  He  should  not  be  kept  in  the  service  to 
do  things  which  could  as  well  be  done  by  those  not 
trained  as  physicians.  Many  persons  have  delayed 
obtaining  the  medical  care  they  should  have  had 
until  their  regular  physicians  get  back  from  the  war. 

The  doctors  in  the  service  have  written  a  glorious 
chapter  in  the  history  of  American  medicine.  We 
point  with  particular  pride  to  the  record  of  the  In- 
diana physicians  who  volunteered.  Indiana  was 
among  the  first  states  to  fill  its  quota  of  medical 
officers.  It  never  has  lagged  in  filling  any  additional 
demands  made  upon  the  profession  by  the  military 
authorities.  The  outstanding  service  rendered  by 
these  medical  officers  has  merited  rewards  in  every 
combat  area  where  American  troops  have  served 
and  are  serving.  The  Army,  Navy,  and  Air  Force 
should  not  incur  the  criticism  of  the  public  or  of  the 
physicians  in  those  services  by  holding  any  physi- 
cian in  military  service  a  day  longer  than  the  inter- 
est of  the  country  requires. 

The  medical  profession  of  Indiana  was  determined 
at  the  outbreak  of  the  war  that  no  one  in  the  Armed 
Services  of  the  United  States  should  ever  lack  med- 
ical care,  no  matter  how  urgent  and  severe  an  emer- 
gency the  Armed  Forces  might  be  called  upon  to 
face.  Some  of  the  public  may  have  felt  that  this  ob- 
ligation of  medicine  to  the  Armed  Forces  was  over- 
emphasized, to  the  disadvantage  of  the  civilian  pop- 
ulation. A  severe  epidemic  would  have  presented  a 
real  medical  problem,  and  it  is  fortunate  that  this 
has  not  occurred,  for  many  doctors  who  did  not 
enter  the  service  have  carried  professional  burdens 
beyond  their  strength. 

The  Executive  Committee  of  the  Indiana  State 
Medical  Association  urges  that  those  in  authority 
look  upon  the  early  and  prompt  release  of  physi- 
cians, when  they  can  be  spared,  as  a  matter  of  the 
utmost  urgency  and  importance, — and  when  we  say 
"when  they  can  be  spared,"  we  must  be  understood 
to  mean  that  every  soldier,  sailor,  marine,  nurse, 
WAC,  WAVE,  or  SPAR,  or  anyone  else  who  needs 
medical  care  in  connection  with  military  services 
will  have  it,  even  without  the  physicians  who  are 
to  be  dismissed.  But  after  all  the  Armed  Services 
are  taken  care  of,  any  delay  in  releasing  a  physi- 
cian should  be  avoided  as  an  injustice  to  the  public, 
an  unnecessary  burden  on  the  treasury,  a  source  of 
criticism  of  those  in  authority,  and  unfair  treat- 
ment of  the  physician  who  is  serving  his  country. 


TESTS   FOR   DRUNKENNESS 

In  1938  the  State  Medical  Society  adopted 
a  presidential  recommendation  that  we 
urge  "the  passage  of  a  law  requiring  (or  al- 
lowing) any  individual  charged  with  drunk- 
enness to  have  the  alcohol  content  of  his 
blood  tested  as  a  measure  of  intoxication. "(1) 
At  that  time  no  state  in  the  Union  had  such 
a  law.  Another  recommendation  favoring 
"a  law  requiring  a  negative  serological  re- 
port from  a  reputable  laboratory  before  a 
marriage  license  can  be  issued"  was  also 
adopted  by  the  Society.    The  legislature  of 


1939  passed  the  second  law  suggested,  but 
declined  to  legalize  a  scientific  test  for 
drunkenness  to  replace  the  time-honored 
method  of  smelling  the  breath  or  noting  the 
response  to  tapping  a  comatose  individual's 
shoe  soles  with  a  policeman's  club. 

Now,  according  to  the  Journal  of  the 
American  Medical  Association'"', 

"The  blood  test  is  considered  to  give  an  accur- 
ate picture  of  intoxication  because  the  alcohol  in 
the  blood  is  responsible  for  the  distribution  of 
alcohol  to  the  brain  and  all  body  fluids  .  .  . 

"All  persons  harboring  0.15  per  cent  or  more 
of  alcohol  in  their  blood  are  to  be  considered 
'under  the  influence,'  since  they  have  lost,  at  least 
to  some  extent,  some  of  that  clearness  of  intellect 
and  self  control  that  they  would  otherwise  possess. 
Laws  embodying  this  interpretation  have  been 
passed  by  Indiana,  Maine  and  New  York,  and  the 
tests  have  been  admitted  as  evidence  in  almost 
every  state  in  the  Union." 

Although  the  1939  legislature  missed  the 
opportunity  to  make  North  Carolina  the 
pioneer  in  recognizing  this  sensible  and 
scientific  test,  it  is  not  too  late  for  the  next 
legislature  to  be  among  the  first  to  adopt 
such  a  law. 


Tr.   M.  Soc.   North  Carolina,    1038,  p.   ! 
Queries  and  Minor  Notes.  J. A.M. A.  12s 


(June  23)   1943. 


"PSEUDODOXIA  PEDIATRICS" 

While  unwarranted  criticism  is  always  to 
be  deplored,  there  is  no  profession  in  which 
the  critical  faculty,  rightly  used,  is  more  im- 
portant than  in  medicine.  It  is  well  that 
every  new  theory  and  every  new  remedy  pro- 
posed should  be  scrutinized  closely  before 
being  accepted.  The  critical  faculty  may  also 
be  put  to  valuable  use  in  an  occasional  anal- 
ysis of  certain  current  medical  practices,  to 
determine  their  soundness.  "Advances  in 
medicine  are  made  not  only  by  the  discovery 
of  new  principles,  new  information  and  new 
technics  but  as  well  by  the  discarding  of 
false  teachings  and  practices."*1 ' 

A  survey  of  the  field  of  pediatrics  was 
made  by  Dr.  Harry  Bakwin,  and  the  fruits 
thereof  presented  to  the  American  Pediatric 
Society  in  September,  1944'1'.  The  title  of 
Dr.  Bakwin's  paper  was  suggested  by  Sir 
Thomas  Browne's  treatise  entitled  "Pseudo- 
doxia  Epidemica  or  Enquiries  into  very 
many  received  Tenents  and  commonly  Pre- 
sumed Truths."  In  this  work  Sir  Thomas 
dissected  many  fallacies  masquerading  as 
truths  and  showed  their  absurdity. 

1.    Bakwin.  Harry:  Pseudodoxia   Pediatrics,   New  England  .1. 

Med.    232:1)91-697    (June    14)     11)45. 
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Dr.  Bakwin.  who  is  the  Associate  Profes- 
sor of  Pediatrics  in  the  New  York  University 
College  of  Medicine,  gives  as  the  purpose  of 
his  paper  "to  inquire  into  some  of  the  cur- 
rent pediatric  errors  and  to  analyze  the  rea- 
sons why  they  persist." 

The  first  erroneous  practice  which  is  con- 
demned is  indiscriminate  tonsillectomy.  Dr. 
Bakwin  shows  that  the  mortality  from  this 
operation  is  not  to  be  ignored ;  that  such 
complications  as  lung  abscess,  hemorrhage, 
and  sepsis  are  not  infrequent ;  and  "that  the 
operation  may  be  an  exciting  factor  in  the 
anxiety  neurosis  of  children." 

In  a  survey  of  1000  11  year  old  children 
from  the  New  York  City  public  schools  made 
by  the  American  Child  Health  Association'-1 
several  years  ago,  it  was  found  that  610  had 
had  their  tonsils  removed.  A  group  of  phy- 
sicians examined  the  remaining  390  and 
selected  45  per  cent  for  tonsillectomy.  Fur- 
ther screening  by  a  second  and  a  third  group 
left  only  65  of  the  original  1000  with  theo- 
retically sound  tonsils.  "These  subjects  were 
not  further  examined  because  the  supply  of 
examining  physicians  ran  out."  The  justi- 
fiable conclusion  was  reached  that  "the 
chance  of  a  child's  being  recommended  for 
operation  depended  principally  on  the  phy- 
sician rather  than  on  the  child's  health  sta- 
tus." 

The  next  practice  condemned  is  indiscrim- 
inate opening  of  the  ear  drum  and  excessive 
manipulation  of  the  ear  canal.  Even  before 
the  sulfonamide  drugs  came  into  use,  the  in- 
cidence of  purulent  otitis  media  and  mastoid- 
itis was  reduced  from  23.3  per  cent  to  8.9 
per  cent  in  Bellevue  Hospital  "simply  by 
limiting  otoscopic  examinations  and  by  lay- 
ing down  stringent  criteria  for  myringo- 
tomy." 

Another  iconoclastic  section  of  the  paper 
questions  the  wisdom  of  "indiscriminate  hos- 
pitalization for  delivery."  The  unequivocal 
statement  is  made  that  "Hospitals  are  un- 
suited  for  the  care  of  the  newborn."  The 
separation  of  mother  and  baby  is  condemned 
as  "unnatural  and  unphysiologic"  and  as  re- 
sponsible largely  for  the  failure  of  so  many 
mothers  to  nurse  their  offspring.  Even  the 
increased  safety  to  the  mother  afforded  by 
hospital  delivery  is  questioned.    Dr.  Bakwin 

.'     Phjnrfcal   Defects:  The  Pathway  to  Correction,   v-u    fork, 
Am.  Child  Health    \wm.   i'i:m,  pp.   •.(>-»«. 


cites  the  experience  of  the  Frontier  Nursing 
Service  of  Kentucky :; .  in  which  deliveries 
were  done  chiefly  in  poor  homes  by  mid- 
wives.  The  maternal  mortality  reported  by 
this  Service  was  only  0.75  per  1000  births, 
as  contrasted  with  "5.6  for  the  white  popu- 
lation of  the  United  States  at  the  same  time 
and  5.2  for  the  white  population  of  Ken- 
tucky." 

Pediatricians  are  criticized  for  neglecting 
the  psychologic  care  of  children,  and  for  fail- 
ing to  recognize  and  discuss  with  parents  the 
dangers  of  overanxiety  and  overprotection. 
The  dietary  fads  and  fancies  come  in  for 
their  share  of  comment,  and  "Dr.  Bakwin 
quotes  Ogden  Nash's  observation"': 

Our  daily  diet  grows  odder  and  odder — 
It's  a  wise  child  that  knows  his  fodder. 

Doubtless  many  will  agree  with  the  author's 
conclusion  that  "Eating  should  mean  roasts, 
sauces,  puddings,  pies — not  calories,  vita- 
mins, minerals  ...  As  between  chef  and 
dietitian,  I  choose  the  chef  without  reserva- 
tion." 

There  is  much  food  for  thought  in  Dr. 
Bakwin's  comments  on  the  education  of  the 
pediatrician : 

"A  major  error  in  pediatric  education  is  the 
failure  to  prepare  students  properly  for  practice 
in  the  home.  Whether  or  not  by  intention,  the  im- 
pression is  given  that  the  management  of  disease 
in  the  home  requires  elaborate  and  expensive  pro- 
cedures .  .  .  The  medical  student  and  intern  should 
know  that  the  various  laboratory  procedm-es  are 
used  in  hospitals  primarily  for  purposes  of  teach- 
ing and  study,  and  that  he  is  exposed  to  them  in 
the  hospital  so  that  he  may  learn  to  dispense  with 
them  in  the  home  except  when  there  are  specific 
indications." 

A  volume  of  wisdom  is  compressed  into 
these  words : 

"A  prominent  source  of  pseudodoxia  pediatrica 
is  the  tendency  to  do  too  much.  The  physician. 
eager  to  justify  his  function,  is  rarely  content  to 
tell  the  parent  of  a  child  who  comes  for  a  health 
examination  that  the  child  has  no  defects  that  re- 
quire correction." 

While  Dr.  Bakwin's  remarks  were  directed 
chiefly  at  those  who  practice  his  own  special- 
ty of  pediatrics,  they  may  be  read  with  prof- 
it by  general  practitioners  and  specialists , 
alike.  Whether  one  agrees  or  not,  it  does  no'. 
harm  to  have  one's  complacency  shaken  oc- 
casionally. 

"If  the  cap  fit,  pray  wear  it  a  bit."  If  not, 
there's  no  harm  in  trying  it  on. 

B.    Steele,    B.   S.:    Report   on   the   Kuurtii    Thousand   Confine! 

inetit-s   of  the    Frontier   Noraing  Service,    Inc.,   Quart.    Bull. 

Frontier  Nursing  Service  n:8,  1941. 
i.    Nash,  ".:  Loot.  What  Von  Did,  Christopher,  in  The  F.i 

i-  Familiar,  Boston,  Little,  Brown  &  Co.,   l»*0. 
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CASE  REPORTS  FROM  THE 
TUMOR  CLINIC 

North  Carolina  Baptist  Hospital 

Case  5 

Mr.  M.,  a  60  year  old  sawmill  worker,  was 
admitted  to  the  hospital  with  the  chief  com- 
plaint of  moderately  severe  diarrhea  of  six 
weeks'  duration.  His  stools  were  yellow  and 
watery  in  character.  There  was  no  history 
of  a  tarry  stool,  but  he  frequently  had  stools 
containing  streaks  of  bright  red  blood.  He 
attributed  this  blood  to  hemorrhoids,  which 
had  bothered  him  for  twenty-five  years.  In 
the  past  six  weeks  he  had  lost  10  pounds. 
There  were  no  other  symptoms  referable  to 
the  gastro-intestinal  tract.  He  had,  however, 
experienced  dysuria,  frequency,  and  urgency 
during  this  six  weeks'  interval.  His  family 
physician  had  treated  his  urinary  symptoms 
with  methylene  blue,  with  some  improve- 
ment. The  diarrhea  persisted,  however,  and 
the  patient  was  sent  to  the  hospital. 

The  patient's  past  history  contained  no  in- 
formation referable  to  his  present  illness. 
His  father  had  died  of  carcinoma  of  the 
stomach. 

On  physical  examination,  the  patient  ap- 
peared chronically  ill  but  showed  little  sign 
of  wasting  or  weight  loss.  He  was  in  no  ap- 
parent discomfort.  His  temperature  was 
99.8  F.,  his  pulse  90,  his  respiration  20,  and 
his  blood  pressure  164  systolic,  88  diastolic. 
His  lungs  were  normal.  His  heart  was  of  nor- 
mal size  and  the  rhythm  was  regular;  the 
aortic  second  sound  was  slightly  increased 
in  intensity. 

The  abdomen  was  scaphoid.  The  spleen 
and  kidneys  were  not  palpable,  but  the  liver 
edge  was  felt  just  below  the  right  costal 
margin  on  deep  inspiration.  No  mass  or  ten- 
derness was  found  on  examination. 

Extreme  phimosis,  large  external  hemor- 
rhoids and  a  grade  three  prostatic  enlarge- 
ment were  present. 

Accessory  clinical  findings  were  as  fol- 
lows :  Red  blood  cells,  6,380,000 ;  hemoglobin, 
16  Gm.;  white  blood  cells,  10,650,  with  a 
normal  differential.  Urinalysis  showed  a  spe- 
cific gravity  of  1.020,  an  acid  reaction,  no 
albumin  or  sugar ;  microscopic  examination 
revealed  8-10  white  blood  cells  per  high 
power  field,  an  occasional  red  blood  cell,  and 
1-2  hyaline  and  finely  granular  casts.  Stool 


examination  revealed  no  blood  or  other  ab- 
normalities. Gastric  analysis  showed  no  free 
hydrochloric  acid  and  a  total  acidity  of  6 
clinical  units.  After  histamine  injection 
there  was  still  no  free  hydrochloric  acid,  and 
only  10  clinical  units  of  total  acid  were  pres- 
ent. A  capillary  fragility  test  was  normal. 
The  tuberculin  and  Kahn  tests  were  nega- 
tive. 

A  barium  enema  was  done  and  the  find- 
ings were  inconclusive.  A  second  barium 
enema  was  administered,  and  in  addition,  a 
complete  x-ray  study  of  the  stomach  and  duo- 
denum was  made.  The  impression  of  the 
radiologists  was:  "A  normal  colon,  hyper- 
trophic gastritis,  and  a  questionable  tumor 
at  the  pylorus  of  the  stomach."  A  chest  plate 
was  normal. 

Gastroscopy  was  performed  and  the  re- 
port was  as  follows :  "Gastric  ulcer  of  the 
greater  curvature  of  the  stomach  with  no 
visible  evidence  suggesting  that  the  lesion  is 
malignant;  there  is  a  possibility  of  an  extra- 
gastric  mass  compressing  the  stomach." 

Circumcision  was  performed  to  relieve  the 
extreme  phimosis,  and  supplementary  hydro- 
chloric acid  was  given.  The  diarrhea  sub- 
sided on  this  regimen.  Because  of  the  stom- 
ach lesion,  presentation  at  the  Tumor  Clinic 
was  recommended. 

Tumor  Clinic  Discussion 

Radiologist:  A  barium  enema  showed  no 
intrinsic  lesions  in  the  colon.  The  sigmoid 
appeared  normal.  The  esophagus  was  nor- 
mal. The  mucosal  folds  throughout  the  stom- 
ach were  thickened.  There  was  an  area 
about  2\'->  cm.  proximal  to  the  pylorus  on  the 
greater  curvature  of  the  stomach  which 
never  filled  well.  The  wall  of  the  stomach  in 
this  region  was  rigid.  The  duodenum  ap- 
peared normal.  In  this  patient  pylorospasm, 
elongation  of  the  pylorus,  and  a  lesion  lo- 
cated on  the  posterior  wall  of  the  stomach 
near  the  greater  curvature  were  the  out- 
standing x-ray  findings.  On  the  basis  of  x- 
ray  findings  alone,  I  would  hesitate  to  recom- 
mend an  operation,  but  the  patient's  age  and 
the  history  of  weight  loss  seem  to  justify  ex- 
ploration. The  gastroscopic  examination 
leaves  no  doubt  as  to  the  presence  of  a  lesion. 

Surgeon  :  The  safest  thing  to  do  is  to  per- 
form an  exploratory  laparotomy  on  this  man 
immediately.  The  history  of  weight  loss  and 
diarrhea,  and  the  findings  of  achlorhydria 
and  a  demonstrable  lesion  of  the  stomach  are 
sufficient  indication.    If  we  are  ever  to  cure 
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carcinoma  of  the  stomach,  operation  must 
be  performed  in  the  early  stages,  before  a 
mass  is  present  and  the  diagnosis  is  unques- 
tionable. 

Tumor  Clinic  Opinion 

Recommendation:  Exploratory  laparo- 
tomy. 

Prognosis:  Opinion  delayed  until  opera- 
tion. 

FoUow-Up  Nott 

This  patient  was  subjected  to  a  laparo- 
tomy. The  stomach  was  found  to  be  grossly 
normal,  except  for  a  very  slight  area  of  in- 
duration on  the  greater  curvature,  just  at  the 
pylorus.  Antrotomy  revealed  no  break  in  the 
mucous  membrane  in  this  area.  Frozen  sec- 
tions were  taken,  however,  and  malignant 
tumor  cells  were  found  scattered  through- 
out an  otherwise  normal  musculature.  A  gen- 


erous subtotal  resection  of  the  stomach  was 
done.  Further  sections  through  the  area  of 
the  lesion  contained  no  better  denned  carci- 
noma than  that  in  the  frozen  sections.  There 
was  no  doubt  about  the  presence  of  malig- 
nant cells,  but  it  was  felt  that  the  lesion 
was  so  early  that  there  had  not  yet  been  an 
attempt  at  gland  formation. 

When  Mr.  M.  returned  for  a  check-up  at 
the  end  of  six  weeks,  his  improvement  was 
striking.  He  had  gained  20  pounds  and  had 
no  complaints.  He  could  eat  a  normal  diet 
and  had  become  strong  enough  to  resume  his 
former  occupation. 

Prognosis:  Excellent. 

Credit :  1.  Thorough  medical  examination. 

2.  Sound  judgment  in  the  management  of 
an  obscure  illness,  with  further  search  for 
the  etiological  basis  after  symptomatic  re- 
lief was  obtained. 


Tuberculosis  Abstracts 
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THAT  diabetics  are  prone  to  acquire  tuberculosis  is  not  a  new  observation,  but  present- 
day  circumstances  have  given  it  a  new  importance.  If  the  opportunity  for  effective 
treatment  of  tuberculosis  is  not  to  be  lost,  this  sinister  association  must  be  kept  in  mind  by 
the  doctors.  The  way  to  safety  lies  in  considering  the  possibility  that  tuberculosis  may  be 
now,  or  at  any  time  may  become,  a  complicating  factor  with  every  case  of  diabetes. 


DIABETES  AND  TUBERCULOSIS 


The  significance  of  the  association  of  dia- 
betes and  tuberculosis  is  accentuated  by  the 
continued  rise  in  the  frequency  of  diabetes 
and  the  increase  in  the  incidence  of  pulmon- 
ary tuberculosis  in  persons  with  diabetes  in 
spite  of  the  decline  in  the  tuberculosis  mor- 
tality rate  in  the  general  population. 

Reports  from  American  clinicians  made 
over  a  period  of  years  indicate  that  tuber- 
culosis occurs  four  times  as  frequently  in 
diabetic  persons  as  in  the  general  population. 
The  age  of  the  diabetic  patient  is  important. 
One  study  in  Massachusetts  showed  that  tu- 
berculosis was  more  than  13  times  as  fre- 
quent among  those  who  acquired  diabetes 
before  the  age  of  15  as  it  was  among  a  cor- 
responding group  of  school  children,  while 
among  adolescent  diabetic  patients  the  inci- 


dence was  16  times  as  great  as  in  a  corres- 
ponding high  school  group. 

Several  theories  have  been  proposed  to  ac- 
count for  the  predisposition  of  diabetic  per- 
sons to  tuberculosis.  Of  these  the  one  which 
the  evidence  seems  to  favor  is  that  Vitamin 
A  deficiency  plays  a  part.  Since  a  Vitamin 
A  deficiency  usually  occurs  in  the  presence 
of  diabetes,  this  lack  may  explain  in  a  large 
measure  the  increased  susceptibility  of  dia- 
betic patients  to  tuberculosis.  Lack  of  Vita- 
min A  causes  specific  pathologic  changes  in 
the  mucosa  of  the  respiratory  system  which 
favor  the  invasion  of  bacteria  into  the  lung 
and  bronchial  tissues. 

A  wide  discrepancy  exists  between  the 
estimated  number  of  cases  of  diabetes  asso- 
ciated with  tuberculosis  and  the  number  of 
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such  patients  who  are  admitted  to  tubercu- 
losis hospitals.  Failure  to  hospitalize  these 
patients  in  specialized  institutions  carries 
serious  implications  relating  to  the  welfare 
of  the  patient  and  to  the  public  health.  The 
reasons  for  this  failure  may  be  (1)  lack  of 
diagnostic  consciousness,  (2)  improper  in- 
terpretation of  symptoms,  (3)  incomplete 
diagnostic  investigation,  (4)  asymptomatic 
forms  of  pulmonary  tuberculosis.  The  higher 
recovery  rate  of  persons  with  early  tuber- 
culosis as  compared  to  those  with  advanced 
tuberculosis  justifies  a  plea  for  an  early  diag- 
nosis of  this  condition  in  diabetic  patients. 

Experience  has  shown  that  the  best  atti- 
tude is  to  anticipate  the  possibility  of  tuber- 
culosis as  a  complication.  A  tuberculin  test 
should  be  given  to  all  persons  with  diabetes. 
This  test  should  be  repeated  annually  as  long 
as  it  is  negative.  For  those  who  react  posi- 
tively to  tuberculin  there  should  be  a  chest 
roentgenogram  every  year  at  least.  Exami- 
nation of  the  sputum  should  be  carried  out 
for  all  patients  with  a  productive  cough  and 
if  the  roentgenogram  of  the  chest  indicates 
reason  for  suspicion,  fasting  stomach  con- 
tents should  be  aspirated  five  successive 
times  and  examined  by  culture  or  by  the  in- 
oculation of  guinea  pigs. 

The  percentage  of  diabetic  patients  enter- 
ing the  tuberculosis  hospitals  with  minimal 
tuberculosis  seems  to  be  unduly  low  and  may 
be  attributed  to  a  lack  of  diagnostic  sus- 
picion on  the  part  of  the  physician  treating 
the  diabetes.  The  emphasis  formerly  placed 
on  the  lack  of  subjective  symptoms  of  dia- 
betic patients  with  active  pulmonary  tuber- 
culosis is  no  longer  valid  since  mass  X-ray 
surveys  have  revealed  that  asymptomatic 
tuberculosis  also  exists  among  nondiabetics. 
Several  authors  have  observed  that  cavita- 
tion is  frequent  when  pulmonary  tuberculo- 
sis is  complicated  by  the  presence  of  dia- 
betes. Other  complications  except  that  of 
spontaneous  pneumothorax  occur  less  fre- 
quently than  they  do  in  nondiabetic  patients 
with  tuberculosis. 

The  management  of  diabetes  in  the  pres- 
ence of  tuberculosis  has  evolved  with  the 
trend  in  diabetic  treatment.  In  the  authors' 
experience  it  was  found  that  in  patients,  who 
were  given  a  well  planned  diet  and  adequate 
amounts  of  insulin,  slight  glycosuria  and 
hyperglycemia  not  exceeding  200  mg.  per 
hundred  cubic  centimeters  are  compatible 
with  favorable  therapeutic  response  as  far 
as  pulmonary  tuberculosis  is  concerned.  Im- 


provement in  the  pulmonary  condition  of 
patients  belonging  to  this  group  compares 
favorably  with  that  recorded  for  tuber- 
culous patients  whose  blood  sugar  was  kept 
on  a  practically  normal  level. 

Although  it  may  appear  heretical  in  the 
treatment  of  tuberculosis  the  authors  are  of 
the  opinion  that  reducing  the  diet  for  over- 
weight diabetic  patients  with  pulmonary 
tuberculosis  is  as  justifiable  and  practicable 
as  for  nontuberculous  obese  persons  with 
diabetes.  The  administration  of  massive 
doses  of  Vitamin  A  from  150  thousand  to 
200  thousand  U.S. P.  units  daily  may  serve 
as  a  useful  adjunct  in  the  management  of 
diabetes  mellitus  complicated  by  pulmonary 
tuberculosis. 

The  indications  and  contraindications  for 
collapse  therapy  are  the  same  for  diabetic 
as  for  nondiabetic  tuberculous  patients.  Be- 
cause of  the  frequency  with  which  empyema 
complicates  artificial  pneumothorax  in  per- 
sons with  predominantly  exudative  and 
caseous  tuberculous  lesions  of  recent  origin, 
the  use  of  this  measure  is  rather  limited  for 
tuberculous  diabetic  patients. 

An  analysis  of  the  reports  of  ten  Ameri- 
can clinicians  based  on  the  observations  of 
17,358  cases  of  diabetes  indicates  a  higher 
incidence  of  tuberculosis  in  diabetic  persons 
than  in  the  general  population  of  the  United 
States. 

The  fact  that  an  unusually  high  percent- 
age of  diabetic  patients  who  acquire  tuber- 
culosis are  not  adequately  treated  for  their 
pulmonary  disease  before  it  reaches  the  far 
advanced  stage  calls  for  an  urgent  revision 
of  the  diagnostic  approach  to  this  problem. 

During  the  period  covered  by  this  study 
115  tuberculous  diabetic  patients  were  dis- 
charged from  Muirdale  Sanatorium.  On  dis- 
charge eight  of  the  17  persons  with  moder- 
ately advanced  pulmonary  tuberculosis  were 
classified  as  apparently  arrested,  quiescent  or 
improved,  and  nine  were  unimproved  or  had 
died.  Of  the  96  persons  in  the  far  advanced 
group  14  reached  the  stage  where  their  dis- 
ease was  apparently  arrested,  quiescent  or 
improved,  while  82  individuals  remained  un- 
improved or  died.  These  therapeutic  results 
are  less  favorable  than  those  recorded  for 
nondiabetic  patients  with  moderately  ad- 
vanced and  far  advanced  pulmonary  tuber- 
culosis. 

Diabetes  and  Tuberculosis  (with  a  review 
of  the  literature),  Andrew  L.  Banyai,  M.D., 
and  Anthony  V.  Cadden,  M.D.,  Archives  of 
Internal  Medicine.  December  19UU. 
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MEDICOLEGAL  ABSTRACT 


J.  F.  Owen,  M.D.,  L.L.B. 

Raleigh 

Statute  of  limitations:  The  time 
during  which  actions  may  be  brought 
against  persons  is  limited  by  law,  but 
in  certain  instances  the  limit  is  sub- 
ject to  variations. 

The  law  looks  with  disfavor  upon  holding 
a  sword  over  the  head  of  a  person  or  corpor- 
ation against  whom  a  cause  of  action  has 
accrued.  Consequently,  it  has  set  a  definite 
time  limit  for  the  prosecution  of  an  action. 
There  are  instances,  however,  when  these 
limits  are  extended.  Among  the  acceptable 
reasons  for  granting  an  extension  of  time 
are  the  various  causes  of  disability  such  as 
infancy,  insanity,  and  being  out  of  jurisdic- 
tion. In  courts  of  equity  the  time  limit  may 
be  shortened  as  well  as  extended.  This  pre- 
rogative is  observed  especially  in  cases  where 
the  plaintiff  is  found  to  be  "sleeping  on  his 
rights"  and  waits  purposely  until  the  de- 
fendant is  handicapped  in  securing  wit- 
nesses. In  the  following  case  where  the  cause 
of  action  continues,  the  statute  begins  to  run 
at  the  termination  of  the  act  or  acts  which 
produced  the  right  to  sue  or  prosecute  the 
case  in  the  first  place. 

In  this  case  a  physician  was  sued  because 
of  alleged  negligence  in  leaving  a  foreign 
body  in  the  abdomen  of  a  patient  upon  whom 
he  had  operated.  The  suit  was  brought  seven 
years  after  the  foreign  body  was  discovered 
at  a  subsequent  operation.  The  statute  of 
limitations  for  such  actions  in  the  state 
where  the  case  was  tried  was  three  years. 
The  defendant  evidently  pled  the  statute, 
and  was  given  a  favorable  decision  in  the 
lower  court.  The  plaintiff,  upon  appeal  to 
the  Supreme  Court,  urged  that  the  cause  of 
action  was  continuous,  and  it  was  so  held  by 
the  court.  It  was  the  opinion  of  this  tribunal 
that  the  physician  was  duty  bound  to  inform 
the  defendant  of  any  injury  inflicted,  and 
the  surgeon  was  charged  with  the  knowledge 
of  such  injury  to  the  patient.  The  possibility 
that  the  surgeon  in  this  case  did  not  know  of 
the  presence  of  the  injurious  agent  was  not 
sufficient  to  release  him  from  liability,  inas- 
much as  it  was  his  duty  to  know  how  the 
operation  was  performed  and  if  injury  oc- 
curred. Until  he  informed  the  patient  of  the 
presence  of  the  foreign  body,  he  could  not 


plead  the  statute  of  limitations  as  a  bar  to 
recovery,  since  his  failure  to  give  the  infor- 
mation which  he  was  charged  with  knowing 
was  a  continuation  of  the  act  of  negligence. 
(V.  70S.W.  (2nd)  p.  503,  Arkansas  Supreme 
Court,  Spring  term,  1934.) 
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Minutes  of  Executive  Committee 

Medical  Society  of  the  State  of  North  Carolina 

Raleigh,  June  3,   1945 

The  Executive  Committee  of  the  Medical  Society 
of  the  State  of  North  Carolina  held  a  called  meet- 
ing on  June  3,  1945,  in  the  Hotel  Sir  Walter,  Raleigh, 
beginning  at  2  p.m. 

The  following  members  of  the  Committee  were 
present: 

Officers 

Paul   F.   Whitaker,   M.D.,  Kinston,  President 
Oren  Moore,  M.D.,  Charlotte,  President-Elect 
Zack  D.  Owens,  M.D.,  Elizabeth  City,  Second  Vice 

President 
Roscoe  D.   McMillan,  M.D.,  Red  Springs,  Secretary- 
Treasurer 

Councilors 

J.  G.  Matheson,  M.D.,  Ahoskie,  First  District 
John  Gotten  Tayloe,   M.D.,  Washington,   Second 

District 
F.  L.  Knight,  M.D..  Sanford,  Fifth  District 
M.  D.  Hill.  M.D.,  Raleigh,  Sixth  District 
Joseph  A.  Elliott,  M.D.,  Charlotte,  Seventh  District 
Fred    M.   Patterson,   M.D.,   Greensboro,   Eighth 

District 
I.  E.  Shafer,  M.D.,  Salisbury,  Ninth  District 
C.  C.  Orr,  M.D.,  Asheville.  Tenth  District 

The  Councilor  of  the  Third  District  was  repre- 
sented by  Dr.  McMillan  as  proxy,  and  the  Councilor 
of  the  Fourth  District  by  Dr.  Tayloe  as  proxy. 

Dr.  Hubert  B.  Haywood,  Raleigh,  Chairman  of  the 
Legislative  Committee,  and  Dr.  I.  M.  Procter,  Ra- 
leigh, Secretary  of  the  State  Board  of  Medical  Ex- 
aminers, were  also  present. 

President  Whitaker,  after  calling  the  meeting  to 
order,  asked  the  Secretary-Treasurer  for  his  report. 

Secretary-Treasurer  McMillan  read  his  report", 
which,  on  motion  made  by  Dr.  Orr  and  seconded  by 
Dr.  Hill,  was  accepted. 

Dr.  McMillan  then  brought  up  for  discussion  the 
advisability  of  the  Society's  retaining  an  attorney 
on  an  annual  basis  or  the  retaining  of  an  attorney 
on  such  a  basis  jointly  by  the  Society  and  the  State 
Board  of  Medical  Examiners.  He  explained  that 
heretofore  the  Society  has  had  occasion  to  use  legal 
services  only  during  sessions  of  the  General  As- 
sembly, which  makes  it  necessary  for  its  attorney 
to  register  as  a  lobbyist.  Dr.  McMillan  read  a  letter 
from  Mr.  Willis  Smith,  of  the  firm  of  Smith,  Leach, 
and  Anderson,  who  has  been  representing  the  So- 
ciety as  counsel,  in  which  Mr.  Smith  suggested  an 
annual  fee  of  $500.  The  secretary  then  asked  for 
suggestions  from   the   members  of  the   Committee. 

Dr.  Haywood,  chairman  of  the  Legislative  Com- 
mittee, spoke  of  the  value  of  the  services  rendered 
by  Mr.  Smith  and  his  firm  during  the  last  several 
sessions  of  the  legislature,  particularly  that  of  1945, 
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and  discussed  the  matter  of  legal  fees  in  general. 
He  suggested  that  a  retainer  of  $500  in  legislative 
years  and  $250  in  the  off  years  might  be  acceptable. 

Dr.  Procter,  Secretary  of  the  State  Board  of  Med- 
ical Examiners,  agreed  with  Dr.  Haywood's  sugges- 
tion as  to  the  fee  and  said  that  he  would  bring  up 
before  the  Board  of  Medical  Examiners  at  its  meet- 
ing two  weeks  hence  the  matter  of  joint  employ- 
ment of  counsel  by  the  Board  and  the  Society. 

President  Whitaker  spoke  of  the  service  rendered 
by  Mr.  Smith  recently  when  the  medical  profession 
was  attacked  by  optometrists  in  the  eastern  part  of 
the  state,  and  suggested  the  possibility  that  the 
North  Carolina  Eye,  Ear,  Nose,  and  Throat  Society 
might  be  willing  to  bear  part  of  the  expense  of  re- 
taining counsel  on  an  annual  basis. 

On  motion  of  Dr.  Elliott,  seconded  by  Dr.  Moore, 
the  following  resolution  was  adopted: 

RESOLVED,  that  the  Medical  Society  of  the 
State  of  North  Carolina  employ  a  high-class  legal 
firm  on  an  annual  basis  and  that  the  financial  ar- 
rangements be  worked  out  by  Dr.  Haywood,  chair- 
man of  the  Legislative  Committee,  Dr.  Procter,  sec- 
retary of  the  State  Board  of  Medical  Examiners,  and 
Secretary  McMillan. 

In  the  absence  of  the  Committee  on  Insurance, 
Secretary  McMillan  reported  that  the  plans  for  in- 
surance of  the  medical  profession  had  been  studied 
very  carefully  by  the  committee,  the  president,  and 
himself,  and  that  an  accident-and-health-insurance 
policy  and  a  life-insurance  policy  had  been  recom- 
mended. He  said  that  dissatisfaction  had  been  ex- 
pressed by  some  physicians,  however,  concerning 
restrictions  in  the  policies  about  which  they  had  not 
been  informed  when  purchasing  the  insurance.  The 
secretary  made  no  recommendation.  After  general 
discussion  of  the  matter,  Dr.  Elliott  offered  the  fol- 
lowing motion: 

RESOLVED,  that  the  State  Medical  Society's 
Committee  on  Insurance  get  expert  advice  to  review 
the  policies  offered  by  the  companies  which  have 
been  considered  by  the  Insurance  Committee  of  the 
Society,  and  also  to  consider  the  policies  of  other 
companies,  before  decision  is  made  to  continue  the 
present  indorsement. 

The  motion  to  adopt  the  resolution  was  seconded 
by  Dr.  Patterson  and  carried. 

The  secretary  read  a  communication  from  Dr.  E. 
M.  Carr,  Secretary  of  the  Buncombe  County  Medical 
Society,  in  regard  to  the  establishment  of  associate 
membership  in  that  body  for  doctors  serving  with 
various  veterans'  facilities,  asking  whether  such  a 
membership  would  be  in  line  with  the  policy  of  the 
State  Society.  After  some  discussion  Dr.  Tayloe  of- 
fered the  following  motion,  which  was  seconded  by 
Dr.  Knight  and  was  adopted: 

RESOLVED,  that  the  Buncombe  County  Medical 
Society  be  permitted  to  establish  a  membership  for 
associate  members  who  are  serving  with  veterans' 
facilities. 

At  this  point  Dr.  Zack  D.  Owens,  second  vice 
president,  took  the  chair,  at  the  request  of  the  presi- 
dent. 

President  Whitaker  called  to  the  attention  of  the 
Executive  Committee  some  information  received 
from  Dr.  Frank  Sharpe,  a  past  member  of  the  Board 
of  Medical  Examiners,  to  the  effect  that  at  each 
meeting  of  the  Board  it  is  called  upon  to  rescind 
the  licenses  of  a  number  of  physicians  who  are 
addicted  to  alcohol  or  narcotics.  Dr.  Whitaker  said 
he  wished  to  convey  to  the  incoming  administration 
Dr.  Sharpe's  suggestion  that  a  committee  might  be 
appointed  and  funds  secured  to  work  with  these  men 
and  rehabilitate  them,  giving  them  a  chance  to  re- 
establish themselves  in  their  communities. 


President  Whitaker  then  mentioned  that  the 
amount  provided  by  the  Society  for  its  president's 
expenses  is  quite  inadequate  and  that  during  some 
years,  when  there  is  a  great  deal  of  activity,  the 
president  may  be  personally  unable  to  bear  the  ex- 
pense and  the  situation  may  become  embarrassing 
to  him.  Dr.  Whitaker  expressed  the  opinion  that,  in 
such  event,  if  the  president  kept  an  account  of  his 
expenditures  and  presented  it  to  the  Society  he 
should  be  reimbursed. 

Dr.  Whitaker  then  read  his  report*  as  president 
and  submitted  his  resignation. 

Secretary  McMillan  moved  that  the  resignation 
of  Dr.  Whitaker,  under  the  circumstances,  be  ac- 
cepted; and  this  motion  was  seconded  by  Dr.  Orr. 
After  some  discussion  the  motion  was  put  to  vote 
and  was  carried. 

On  motion  of  Dr.  McMillan,  the  following  com- 
mittee was  appointed  by  Vice  President  Owens  to 
consider  the  president's  report:  Dr.  James  W. 
Vernon,  Morganton,  Chairman;  Dr.  M.  D.  Hill,  Ra- 
leigh; and  Dr.  Reece  Berryhill,  Chapel  Hill. 

President  Whitaker  then  resumed  the  chair. 

President  Whitaker  stated  that  the  only  other 
matter  to  come  up  was  whether  to  elect  a  president- 
elect. Dr.  Tayloe  moved  that  the  Executive  Commit- 
tee defer  action  on  the  election  of  a  president-elect 
until  the  Medical  Society  can  hold  a  meeting,  at 
which  time  both  a  president  and  a  president-elect 
can  be  chosen.  This  motion,  which  was  seconded  by 
Dr.  Matheson,  was  adopted. 

Dr.  Owens  suggested  submitting  his  resignation 
as  second  vice  president,  but  was  asked  by  Presi- 
dent Whitaker  and  Dr.  Moore  to  continue  serving 
in  that  capacity. 

In  behalf  of  the  Executive  Committee  and  the 
Society,  Dr.  Whitaker  then  turned  the  gavel  over  to 
Dr.   Mooref. 

President  Moore  expressed  his  deep  appreciation 
of  the  honor  conferred  upon  him  in  his  election  to 
the  presidency.  He  asked  that  the  committee  ap- 
pointed to  consider  President  Whitaker's  address 
consider  also  the  two  matters  brought  up  by  Dr. 
Whitaker  before  he  read  his  report.  Any  program 
or  plan  of  activity  he  might  develop  during  his  in- 
cumbency, he  said,  would  probably  relate  to  his  own 
specialty  of  obstetrics.  He  suggested  the  need  for 
a  thorough  investigation  of  every  maternal  death 
and  called  attention  to  the  establishment  of  the  Na- 
tional Council  of  Obstetrical  Agencies.  He  also 
stated  that  he  would  probably  appoint  a  Committee 
on  State  Institutions  for  Mental  Diseases,  in  line 
with  Dr.  Whitaker's  concept,  to  keep  the  Society 
informed  about  conditions  in  the  various  institu- 
tions. 

Dr.  Tayloe  then  proposed  the  adoption  of  the  fol- 
lowing resolution: 

RESOLVED,  that  the  members  of  the  Executive 
Committee  of  the  Medical  Society  of  the  State  of 
North  Carolina  go  on  record  as  thanking  Dr.  Whit- 
aker for  the  extremely  valuable  work  done  by  him 
during  his  term  as  president,  for  his  faithfulness  in 
attending  meetings,  and  for  his  devotion  to  duty. 

This  motion  was  seconded  by  Dr.  Patterson  and 
was  adopted  by  a  rising  vote. 

No  further  business  appearing,  a  motion  to  ad- 
journ was  offered  and  the  meeting  adjourned  at 
4  p.m. 

•  Published  on  page  309. 
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Report    of    Secretary-Treasurer* 

The  long  desired  victory  in  Europe  has  come,  but 
the  exigencies  of  war  are  still  upon  us.  Therefore, 
we  are  prohibited  from  holding  the  annual  meeting 
of  the  House  of  Delegates,  and  for  that  reason  this 
report  is  presented  to  you. 

In  spite  of  the  fact  that  the  Ninety-Second  Annual 
Session  has  been  canceled,  my  office  for  the  past 
thirteen  months  has  been  extremely  busy  with  a 
great  deal  of  correspondence,  legislative  activities, 
and  so  forth. 

The  past  year  has  been  a  banner  year  so  far  as 
membership  is  concerned.  The  total  membership  was 
2030,  representing  367  honorary  fellows,  434  fellows 
in  service,  and  1229  active  fellows.  This  is  a  net 
gain  of  74  members  over  1943.  Of  this  number  45 
were  new  members,  6  of  whom  went  directly  into 
the  armed  forces.  In  all,  18  members  entered  the 
service  and  10  were  discharged. 

Fifty-six  physicians  have  died  during  this  year. 
Thirty-nine  of  this  number  were  members  of  the 
Medical  Society  of  the  State  of  North  Carolina.  One 
of  our  members  was  killed  in  action  and  one  is  a 
prisoner  of  war  in  the  Pacific  area.  Two  other  North 
Carolina  physicians,  not  members  of  the  Medical  So- 
ciety, were  also  killed  in  action. 

There  are  still  four  or  five  hundred  doctors  who 
should  affiliate  themselves  with  organized  medicine 
in  North  Carolina.  Each  county  medical  society  in 
the  state  should  have  as  its  goal  a  100  per  cent 
membership  of  all  doctors  within  its  boundaries.  To 
obtain  this,  every  member  should  contact  all  eligible 
non-members  asking  them  to  join  the  society.  The 
need  is  reciprocal;  the  backbone  of  the  society  is  its 
membership,  and  certainly  each  doctor  needs  the 
support  of  organized  medicine. 

The  following  counties  had  a  100  per  cent  mem- 
bership for  1944: 

Alamance-Caswell.  Anson.  Avery,  Bertie,  Bladen, 
Buncombe.  Caldwell,  Chatham,  Chowan-Perquimans, 
Cleveland,  Columbus,  Cumberland,  Davidson,  Duplin, 
Durham-Orange,  Edgecombe-Nash,  Forsyth,  Frank- 
lin. Gates.  Granville,  Greene,  Guilford.  Haywood, 
Henderson.  Hertford,  Hoke,  Johnston,  Lee,  Lenoir. 
Lincoln.  Macon-Clay,  Madison,  Martin-Washington- 
Tyrrell.  Mecklenburg,  Mitchell-Yancey.  Montgomery, 
Onslow.  Pamlico,  Person,  Pitt,  Polk,  Randolph,  Rich- 
mond, Robeson.  Rockingham,  Sampson,  Scotland, 
Stanly.   Transylvania.   Wilson. 

For  the  year  ending  December  31,  1944,  we  again 
have  added  to  our  financial  surplus.  The  auditor's 
report  as  of  December  31,  1944,  is  hereto  attached 
and  will  be  published  in  the  July  issue  of  the  North 
Carolina  Medical  Journal.  For  your  information  1 
will  say  that  the  auditor's  report,  as  well  as  the 
report  of  the  Finance  Committee  (also  attached), 
shows  your  Society  to  be  in  excellent  financial  con- 
dition. The  revenue  receipts  for  1944  exceeded  the 
expense  disbursements  by  S3.656.88.  The  cash  bal- 
ance in  the  Scottish  Bank  of  Red  Springs  was  $1,- 
840.85. 

We  purchased  $5,000  of  U.  S.  War  Bonds  as  an 
investment,  making  the  total  par  value  of  our  bonds 
at  maturity  $25. 100.00;  the  total  cost  value  of  our 
bonds  at  date  of  acquisition  was  $21,564.00. 

The  auditor's  report  and  the  budget  for  1945  in 
the  amount  of  $20,200.00  have  been  approved  by  the 
Finance  Committee,  composed  of  Dr.  Ross  S.  Mc- 
Elwee.  Dr.  B.  O.  Edwards,  and  Dr.  W.  H.  Sprunt. 

Your  president  and  secretary  have  probably 
visited  more  county  societies  in  the  past  year  than 

*  Read   to  the-   Kxe.utive   Committee,   with   tlie   request   that   it 
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in  a  great  many  years.  This  was  done  primarily  to 
stimulate  more  interest  in  organized  medicine.  Some 
of  the  smaller  county  societies — and  I  might  say  a 
few  of  the  district  societies — have  been  rather  in- 
different. You  can  realize  that  this  attitude  makes 
a  weak  link  in  the  State  Society.  We  have  made 
desperate  efforts  to  get  the  local  societies  to  take 
more  interest  at  this  critical  time.  We  emphatically 
urge  that  all  county  and  district  medical  societies 
hold  their  meetings  regularly. 

The  North  Carolina  Medical  Journal  continues  a 
successful  career.  In  spite  of  the  shortage  of  paper 
and  the  curtailment  of  help,  the  Journal  has  in- 
creased in  size  and  circulation.  To  judge  from  vari- 
ous comments,  not  only  in  North  Carolina  but 
throughout  the  country,  our  Journal  is  maintaining 
its  high  standard.  Our  advertising  for  1944  showed 
an  increase  of  $1,697.12  over  1943.  The  Journal  has 
been  proud  to  do  its  part  in  advertising  war  bonds. 
A  number  of  pages  in  our  advertising  section,  as 
well  as  the  front  page  of  the  May,  1945,  issue,  have 
been  contributed  gladly. 

As  business  manager  of  the  Journal,  I  submit  the 
following  statement  of  income  and  expenditures: 

January  1,  1944 — December  31,  1944 
Receipts: 

Society's  appropriation  ....$9,075.00 
Advertising,  etc 8,815.01 

$17,890.01 
Expenditures: 

Editor's   salary   $1,900.00 

Asst.  Editor's  salarv  1,575.00 

Rent      _ 325.00 

Printing  of  Journal 6,387.93 

10,187.93 


Excess  of  receipts  over  expenditures       ?  7. ,02.08 

Your  secretary  has  kept  in  close  touch  with  the 
various  committees.  While  some  of  them  have  been 
rather  inactive,  the  majority  have  rendered  invalu- 
able service. 

I  especially  want  to  compliment  the  Legislative 
Committee  for  the  valuable  work  it  did,  under  the 
guidance  of  Dr.  Hubert  B.  Haywood,  during  the  1945 
meeting  of  the  General  Assembly.  Its  report  will  be 
given  you,  so  I  will  not  go  into  details. 

Under  the  chairmanship  of  Dr.  Hamilton  McKay 
of  Charlotte,  the  committee  to  advise  with  mem- 
bers of  the  Governor's  Commission  To  Extend  Med- 
ical and  Hospital  Care  in  North  Carolina  and  In- 
crease the  Facilities  for  the  Education  of  Medical 
Personnel  at  the  University,  has  done  excellent 
work. 

The  committee  to  revise  the  Industrial  Fee  Sched- 
ule, under  the  chairmanship  of  Dr.  Harry  Winkler 
of  Charlotte,  has  rendered  inestimable  service.  With- 
in the  next  few  days  the  revised  fee  schedule  will 
be  mailed  to  every  physician  in  the  state. 

You  are  probably  aware  that  the  American  Med- 
ical Association  has  a  Committee  on  Postwar  Med- 
ical Service,  of  which  Dr.  Ernest  E.  Irons  of  Chica- 
go is  chairman.  Each  state  has  been  requested  to 
set  up  a  Postwar  Planning  Committee  for  the  pur- 
pose of  giving  consideration  to  the  many  medical 
problems  which  will  arise  as  a  result  of  the  war 
and  the  demobilization  which  will  follow.  Of  par- 
ticular interest  to  the  committee  at  the  moment  are 
the  provisions  of  public  law  346,  Seventy-Eighth 
Congress  (G.  I.  Bill  of  Rights),  as  they  may  affect 
the  entire  field  of  medical  education.  The  governor 
of  each  state  is  vested  with  the  power  and  duty  of 
certifying  to  the  Veterans  Administration  the  insti- 
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tutions  in  his  state  which  are  qualified  to  give  ac- 
ceptable courses  of  education  and  training  in  each 
of  many  categories.  President  Whitaker  has  ap- 
pointed Dr.  Wilburt  C.  Davison  as  chairman  of  the 
Postwar  Planning  Committee  for  North  Carolina. 
Under  his  leadership  the  committee  is  rendering 
practical  aid  to  demobilized  medical  officers  upon 
their  return  to  civilian  practice.  Postgraduate  train- 
ing for  returning  doctors  is  being  offered  by  the 
medical  schools  and  hospitals  of  the  state. 

In  this  connection  I  might  say  that  one  of  the 
questions  uppermost  in  our  minds  is  how  many  of 
the  six  hundred  and  fifty-odd  North  Carolina  phy- 
sicians in  service  will  be  released  and  how  soon  they 
will  get  back  to  civilian  practice,  now  that  V-E  Day 
has  come  and  gone.  As  the  vast  program  for  trans- 
ferring fighting  men  from  Europe  to  the  Pacific 
gets  under  way,  some  of  the  problems  are: 

1.  How  will  the  redeployment  program  affect  med- 
ical officers  ? 

2.  Will  the  reduction  of  the  number  of  medical 
officers  be  in  the  same  proportion  as  that  of  line 
personnel  ? 

3.  Will  medical  officers  be  discharged  to  return 
to  civilian  practice  in  communities  needing  medical 
care  ? 

4.  Will  they  be  transferred  to  the  Veterans  Ad- 
ministration? 

Vigorous  protest  against  such  assignment  of 
medical  officers  to  the  Veterans  Administration 
comes  from  the  committee  on  Postwar  Medical  Serv- 
ice which  met  recently  in  Chicago.  So  far,  army 
and  navy  higher-ups  have  given  no  definite  infor- 
mation on  these  questions.  Until  definite  word  is  re- 
ceived it  must  be  assumed  that  medical  officers  will 
continue  to  be  discharged  for  disabilities,  perhaps 
a  bit  more  rapidly  than  in  the  past,  but  that  no 
great  mass  of  discharges  will  be  forthcoming.  The 
return  of  a  few  doctors  who  are  certified  as  holding 
key  teaching  positions  in  medical  schools  may  be 
anticipated. 

Within  the  past  few  weeks  a  new  program  of 
"cradle  to  the  grave"  security,  sponsored  by  Sena- 
tors Wagner  and  Murray  and  Representative 
Dingell,  has  been  introduced  in  Congress.  This  pro- 
gram, said  to  be  supported  by  President  Truman,  is 
not  far  different  from  an  earlier  program  supported 
by  President  Roosevelt.  It  becomes  what  might  be 
called  Postwar  Plan  No.  2.  This  bill  is  introduced  to 
expand  the  social  security  act,  and  includes  the  fol- 
lowing provisions: 

1.  The  establishment  of  a  national  social  insur- 
ance system,  consisting  of  (1)  prepaid  personal 
health  service;  (2)  unemployment  and  temporary 
disability  insurance  benefits  up  to  $30.00  a  week  on 
a  uniform,  national  basis;  (3)  retirement,  survivoi'S, 
and  total  disability  insurance  with  more  liberal  bene- 
fits than  under  the  existing  law. 

2.  Authorization  of  a  10-year,  $950,000,000  pro- 
gram of  federal  grants  and  loans  for  construction 
and  expansion  of  hospitals  and  health  centers. 

3.  The  provision  of  grants  to  states  for  expansion 
of  health  services,  maternal  and  child  health  and 
welfare  services,  and  for  public  assistance  to  needy 
individuals,  such  as  the  aged,  blind,  and  dependent 
children. 

4.  The  extension  of  the  social  insurance  system 
to  cover  farm  and  domestic  workers,  employees  of 
non-profit  institutions,  independent  farmers,  pro- 
fessional persons,  and  small  business  men. 

5.  Provision  for  a  national  system  of  public  em- 
ployment offices. 

This  bill  outlines  the  trend  of  official  thinking, 
and  part  of  that  trend  will  be  translated  into  reality 
late  in  1945  or  some  time  in  1946.  This  bill  may  not 


be  passed  by  the  present  session  of  Congress.  It 
may  never  be  passed  in  the  form  in  which  it  has  been 
presented,  but  the  objectives  of  this  bill  will  surely 
be  reached  in  one  form  or  another.  It  is  only  a  ques- 
tion of  time — and  a  short  time  at  that — before  the 
measures  of  security  sought  in  the  bill  are  sure  to 
come.  I  feel  that  the  passage  of  the  bill  on  a  na- 
tional scale  will  be  demanded  by  the  people. 


Respectfully  submitted, 

roscoe  d.  McMillan, 


M.D. 


Report   of  the   Finance   Committee 

To  the  Executive  Committee, 

Medical  Society  of  the  State  of  North  Carolina 

Your  finance  committee  has  received  an  audit 
from  S.  Preston  Douglas  of  Lumberton,  and  an  esti- 
mated budget  for  1945  from  the  Secretary-Treasur- 
er. 

These  reports  have  been  gone  over  carefully  by 
your  committee  and  we  find  there  are  no  criticisms 
to  be  made. 

It  is  apparent  that  the  Society  is  in  excellent 
financial  condition.  The  excess  assets  in  the  amount 
of  $5,000.00  have  been  invested  in  War  Bonds,  leav- 
ing a  cash  balance  of  $1,840.85  in  the  Scottish  Bank 
of  Red  Springs,  N.  C.  This  balance  has  been  checked 
with  the  bank,  as  have  the  bonds. 

This  annual  report  will  be  sent  to  Dr.  McMillan, 
secretary  and  treasurer  of  the  Society,  and  he  will 
have  it  published  in  our  Journal  so  that  each  mem- 
ber may  read  it. 

ROSS  S.  McELWEE,  M.D. 
B.  O.  EDWARDS,  M.D. 
W.  H.  SPRUNT,  M.D. 

Proposed  Budget   for  1945 
Receipts 

Current  and  back  dues  $  12,000.00 

Advertising    8,000.00 

Other  sources   200.00 

Total  Receipts  $  20,200.00 

Expenditures 

Secretary's  Office 

Salary    $  2,400.00 

Clerical  assistance  1,500.00 

Stationery  and  stamps  600.00 

Rent  300.00 

Travel    expense   400.00 

Auditing    80.00 

Miscellaneous    and    emergency 600.00 

Total   Secretary's   Office  $  5,880.00 

North  Carolina  Medical  Journal 

Editor's    salary   $  1,800.00 

Asst.  Editor's  salary  1,500.00 

Rent  300.00 

Printing    Journal    8,000.00 

Total  N.  C.  Medical  Journal  $  11,600.00 

All  Offices   Except   Secretary's 

Stationery  and  miscellaneous  $  270.00 

Councilors'  travel  expense  250.00 

President's  travel  expense  400.00 

Executive    Committee 400.00 

Legislative  Committee  and 

attorney's   fee   700.00 

Other    committees    700.00 

Total  Other  Offices  $     2,720.00 

Total    1945   Expenditures   $  20,200.00 
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Appropriated 


Receipts 

Current  and  back  clues $11,325.00 

Advertising    6,000.00 

Other   sources   200.00 


1 1  tuai  Receipt* 

.,  mi  ntt 


r,i<Zir/Over 


Estimated 
for  ISM 


..$17,525.00 


Total    Receipts    - 

Expenditures 

Secretary's  Office: 

Salary    $  2,600.00 

Clerical  assistance 1,500.00 

300.00 
300.00 
400.00 
60.00 
600.00 


Stationery  and  stamps 

Rent 

Travel   expense 

Auditing   

Miscellaneous   and   emergency 


Total   Secretary's  Office  $  5,760.00 

North  Carolina  Medical  Journal: 

Editor's   salary   $  1,900.00 

Assistant    Editor's    salary   1.575.00 

Rent  300.00 

Printing  Journal 5,300.00 


Total  N.  C.  Medical  Journal $  9,075.00 

All  Offices  Except  Secretary's: 

Stationery  and  miscellaneous   $  140.00 

Councilors'  travel  expense  250.00 

President's  travel  expense  400.00 

Executive   Committee   300.00 

Legislative  Committee  

Other  committees  600.00 

State    Meeting  reporting   475.00 

A.  M.  A.  Delegates  200.00 

Guest  Speaker  100.00 

Constitution  and  By-Laws  225.00 


$12,901.00 

8,815.01 

240.00 

$21,956.01 


s   2,000.00 

1,625.00 

323.17 

325.00 

400.00 

00.00 

385.31 
$  5,718.48 


1.575.00 

325.00 

6,387.93 

$10,187.93 


116.56 
225.00 
400.00 


$  1,576.00 

2,815.01 

40.00 

$  4,431.01 


125.00 
23.17 
25.00 


214.69 


41.52 


25.00 
1.087.93 

S  1.112.93 


23.44 
25.00 


.04 


345.72 
495.48 
200.00 
100.00 
210.00 


254.28 
20.48 


$12,000.00 

8,000.00 

200.00 

$20,200.00 


$  2,400.00 

1.500.00 

600.00 

300.00 

100.00 

80.00 

000.00 

$  5.880.00 


$  1,800.00 

1.500.00 

300.00 

8,000.00 

$11,600.00 


270.00 
250.00 
400.00 
400.00 
700.00 
700.00 


15.00 


$  2,690.00 


$  2,392.72 


Total    Expenditures $17,525.00  $18,299.13 

Total    excess    of    receipts    over    disbursements    —  $3,656.88 


$      297.27 
$      744.13 


$  2.720.00 
sjo.200.00 


AUDIT    REPORT 
January    1,   1944  to  December  31.   1944 

February  12.  1945 
Chairman  and  Members  of  the  Finance  Committee 
Medical  Society  of  the  State  of  North  Carolina,  Inc. 
Red  Springs,  North  Carolina 
Gentlemen: 

Pursuant  to  engagement,  we  have  made  an  audit 
and  examination  of  the  Cash  Receipt  and  Disburse- 
ment records  of  Dr.  Roscoe  D.  McMillan,  Secretary- 
Treasurer  of  the  Medical  Society  of  the  State  of 
North  Carolina,  Inc.,  Red  Springs,  N.  C,  for  the 
year  ended  at  December  31.  1944. 

A  report  of  such  audit  and  examination,  consist- 
ing of  three  Exhibits  and  two  Schedules,  enumer- 
ated as  follows,  is  submitted  herewith,  and  is  sub- 
ject to  the  comment  contained  herein: 

Exhibit  A     Balance  Sheet 

Exhibit   B     Budget   Comparison — Receipts   and 
Expenditures 

Exhibit  C     Cash  Receipts  and  Disbursements 

Schedule  1     Reconciliation  of  Cash 

Schedule  2     Investment  in  United  States  Defense 
Bonds 

Scope  of  Audit 

The  scope  of  the  audit  consisted  of  a  detailed 
examination  of  the  Cash  Book,  which  is  used  as  a 


record  of  original  entry  for  receipts  and  disburse- 
ments. The  receipts  as  shown  therein  were  accepted 
as  being  correct  without  further  audit.  All  paid  and 
cancelled  bank  checks  and  supporting  vouchers  were 
examined  for  the  purpose  of  verifying  the  correct- 
ness of  the  disbursements.  The  Assets  were  verified 
to  the  extent  set  forth  hereinafter. 

Balance  Sheet — Exhibit  A 

A  Balance  Sheet,  which  is  designated  herein  as 
Exhibit  A,  has  been  prepared  to  show  the  Assets, 
Liabilities  and  Net  Worth  of  the  Medical  Society 
at  December  31,  1944.  The  only  recorded  Liability 
of  the  Medical  Society  was  an  item  representing  the 
amount  of  income  tax  withheld  from  the  salaries  of 
the  Secretary-Treasurer  and  other  employees  of  the 
Society,  which  was  remitted  to  the  Collector  of  In- 
ternal Revenue  during  January,  1945.  This  Balance 
Sheet  has  been  divided  into  two  sections.  One  section 
contains  the  Current  Operating  Fund,  which  shows 
an  unencumbered  and  unappropriated  balance  of 
S23.229.65,  while  the  other  fund  has  been  designated 
as  a  Capital  or  Non-Operating  Fund  and  contains 
the  office  equipment  owned  and  used  by  the  Medical 
Society  at  estimated  values  established  in  a  prior 
year.  There  were  no  outstanding  Liabilities  of 
record  of  the  Capital  Fund.  The  Balance  Sheet 
shows  the  Net  Worth  of  the  two  funds  to  be  $23,- 
229.65  and  $989.41,  respectively. 
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The  cash  in  the  Scottish  Bank,  Red  Springs,  N.  C, 
in  the  amount  of  $1,840.85,  was  verified  through  a 
reconciliation  of  the  balances  as  shown  by  the  rec- 
ords of  the  Secretary-Treasurer  of  the  Medical  So- 
ciety with  a  statement  which  was  obtained  inde- 
pendently from  the  depository.  This  reconciliation 
is  shown  in  detail  in  Schedule  1  of  the  report. 

The  investment  in  United  States  Defense  Bonds 
has  been  shown  at  cost  value  of  $21,564.00,  in  the 
Balance  Sheet,  and  in  detail  in  Schedule  2  of  this 
report.  These  bonds  were  examined  by  us. 

The  office  equipment,  which  has  been  shown  in 
detail  in  the  Balance  Sheet  under  the  heading  of 
Capital  or  Non-Operating  Fund,  was  brought  for- 
ward from  an  estimate  made  in  a  prior  year  and 
adjusted  for  purchases  made  during  the  year  under 
review.  The  items  shown  herein  represent  equip- 
ment of  the  Medical  Society,  now  located  in  the 
office  of  Dr.  McMillan.  As  there  were  no  Liabilities 
outstanding  against  the  office  equipment,  we  have 
shown  the  entire  amount  as  Net  Worth  of  the  Med- 
ical Society  under  an  appropriate  heading  in  the 
Balance  Sheet. 

Budget   Comparison — Receipts   and   Expenditures 

Exhibit  B 

A  statement  showing  a  comparison  of  the  Cash 
Receipts  and  Disbursements  for  the  current  year 
operations  of  the  Medical  Society  has  been  shown  in 
Exhibit  B.  This  statement  is  in  effect  a  statement 
of  operations,  and  by  examination  it  will  be  seen 
that  the  Revenue  Receipts  exceeded  the  Expense 
Disbursements  by  $3,656.88,  for  the  current  year. 
This  amount  represents  an  operating  surplus  and 
has  been  added  to  the  unexpended  balance  of  the 
Current  Fund  and  shown  in  the  Net  Worth  section 
of  the  Balance  Sheet. 

Cash  Receipts  and  Disbursements — Exhibit  C 

A  statement  showing  in  detail  the  Cash  Receipt 
and  Disbursement  of  funds  passing  through  the 
hands  of  Dr.  Roscoe  D.  McMillan,  Secretary-Treas- 
urer of  tbe  Medical  Society  during  the  year  under 
review,  has  been  shown  in  Exhibit  C,  which  may 
be  summarized  as  follows: 

Cash  Balance  at  January  1,  1944 $  3,151.52 

Cash   Receipts   during   Year 22,076.01 

(Including  Refunds) 

Total  Cash  Available $25,227.53 

Less — Disbursements  During 
Current  Year: 
For  Operations 

(Including  Refunds)  ..$18,148.93 
Non-Operating  Items  ....  237.75 
Purchase  of  U.  S.  A.  Defense 

Bonds  as  an  Investment     5,000.00         23,386.68 

Cash  Balance  at  December  31,  1944 $  1,840.85 

General  Comment 

It  should  be  understood  that  this  report  has  been 
prepared  on  a  strictly  Cash  Receipts  and  Disburse- 
ments basis;  therefore,  the  expense  of  salaries,  rents 
and  other  items  for  the  month  of  December,  1943, 
which  were  paid  during  January,  1944,  have  been 
included  in  this  report  for  the  year  1944.  In  the  audit 
report  of  the  prior  year,  recommendation  was  made 
that  all  expense  of  each  month  be  paid  on  the  last 
day  of  the  month,  and  this  practice  was  put  into 
effect.  In  doing  so,  it  increased  the  expense  for  the 
year  1944  to  some  extent,  but  at  the  same  time  sets 
up  the  accounts  in  such  a  manner  that  no  expense 
will  be  deferred  from  month  to  month  and  therefore 


assures  accuracy  of  your  annual  report  by  the  in- 
clusion of  all  expense  of  the  year,  when  the  report 
is  made  on  a  cash  basis.  Provision  was  made  in  the 
1944  Budget,  to  a  large  extent,  for  the  increased 
expense  due  to  the  current  method  of  paying  all 
salaries  and  invoices  on  the  last  day  of  each  month. 

A  surety  bond  covering  faithful  performance  of 
the  Secretary-Treasurer  of  the  Medical  Society  was 
examined  by  us  and  appears  as  follows: 

Dr.  Roscoe  D.  McMillan,  Secretary-Treasurer 
Maryland   Casualty  Company 
Dated  6-15-41 — Term  Continuous 
Premium  paid  to  6-15-45 
Principal  Sum  —  $20,000.00 

An  insurance  policy  was  also  examined  which 
covers  fire  loss  in  the  amount  of  $1,500.00,  on  office 
equipment,  books  and  records  in  the  office  of  the  Sec- 
retary-Treasurer. This  policy  is  dated  June  10,  1944 
and  expires  June  10,  1947. 

As  will  be  observed  by  examination  of  the  state- 
ment of  U.  S.  Defense  Bonds  held,  the  Medical  So- 
ciety made  an  investment  during  the  year  under 
review,  in  Series  "G"  bonds,  having  a  cost  value  of 
$5,000.00. 

We  are  glad  to  inform  you  that  the  financial  rec- 
ords as  maintained  by  the  Secretary-Treasurer,  were 
found,  upon  examination  by  us,  to  have  been  well 
kept  and  in  an  excellent  condition. 

In  conclusion,  we  wish  to  express  our  apprecia- 
tion for  the  courtesies  and  cooperation  shown  us 
during  the  course  of  the  audit. 

Respectfully  submitted, 

S.  Preston  Douglas 
Certified  Public  Accountant 


EXHIBIT   A  -BALANCE   SHEET 
December  51,  1944 

ASSETS 
CURRENT  OPERATING  FUND 
Cash:    (Schedule   I) 

The  Scottish  Bank,  Red  Springs.  X.  t*. 
Investment  in   U.   S.   A.   Defense    Bonds 

TOTAL  ASSETS— Current  Operating  Fund 
CAPITAL  OK  NON-OPERATING   FUND 

Inderw ]    Typewriter    $  115.00 

Wooden    File   (use    (Letter-size) 21. CIS 

Typewriter   Desk    25.00 

Steel   Office  Safe   150.00 

Burroughs    Adding    Machine    200.00 

Checkwriter    (Paymaster)    40.00 

Electric    Mimeograph    Machine    800.00 

Steel    File    Case     Lettersize    20.00 

Four  Steel    Card    Files 20.00 

Office    Chairs    35.20 

One    Desk     02.55 

TOTAL    ASSETS    

LIABILITIES  AND  NET  WORTH 
LIABILITIES 
Federal  Withholding  Tax 

(4th    quarter    1944)    

TOTAL    LIABILITIES    

NET   WOKTH 
Current  Operating  Fund: 

Balance  January   l.    1944 119,635.32 

Plus     Net   Increase   during  year  per 
Budget  Comparison  Statement 
(Exhibit    B)     3,056.88 

f23.202.20 
Less — Expenditure  made  for 
Capital    Addition    62.55 

Capital   Fund — Non-Operating: 

Balance    January    1.    1044 S      926.86 

Plus— Purchases  during  Vear  from 
Current   Funds   „  62.55 

TOTAL   LIABILITIES    AND    NET    WORTH- 


$  1,840.85 

21,564.00 


$24,394.26 


342 


NORTH  CAROLINA  MEDICAL  JOURNAL 


July,  11)45 


EXHIBIT     It     BUDGET    COMPARISON 

RECEIPTS    AND    EXPENDITURES 
January    1.    1044   to  December  31,   1944 

Under  <*) 
Realizt '/ 
Actual        Receipts   »r 
Budget         Receipts  or      Over    (*) 
Provisions    Disbursements   Expended 
RECEIPTS 
Membership  Dues    Current 
and  Prior  Vears  I  Less 

Refunds     of     $77.00)      —$11,325.00     (22,801.00     I    1,570.00 
Medical  Journal — 

Advertising     6,000.00         8,815.01  2,815.01 

Other     Sources     200.00  240.00  40.00 

iOTAI,     RECEIPTS     Sl7.525.00  $21,956.01      %    1,131. ill 

EXPENDITURES 
Secretary's  Office: 

Salary    §  2,600.00  §  2, 000. on     $ 

Clerical     Assistance           __  1..10O.00          1,625.00             125.00 

Stationer}    and    Stamps—  300.00           323.17             2:1.17  * 

Kent     500.00             325.00               25.00* 

Travel    Expense   1QO.O0           100.00 

Auditing     60.00              00.00 

Miscellaneous 

and    Emergency    600.00           885.31           214.69 

TOTAL 

Secretary's     Office     __>   r-.7tifi.iiu     *  5,718.48     $         41.52 

North  Carolina  .Medical  Journal: 

Editor's    Salary    __S   1,900100  ?    1,900.00     I 

Asst.     Editor's    Salary 1,575.00  1,575.00 

Kent     300.00  325.00               25.00* 

Printing    Journal    5,300.00  6,387.93        1,087.98* 

TOTAL— 

N.C.Med.     Journal       $9,075.00  $10,187.98     §1,112.93* 
All  Offices  Except  Secretary's: 

Stationery     and     Mise §  140.00  I       116.56     I         28.44 

Councilors'    Travel    Exp. ._  23<>.0<i             225. no               25.00 

President's'   Travel    Exp.__  100.00            ton. mi 

Executive   Committee 300.00            290.96                 .04 

other    Committees    600.00            315.72            854.28 

State    Meeting    Reporting  175.00           195.48             20.48 

A.  M.   A.   Delegates 200.00          200.00 

Guest    Speaker    loa.ou  liio.ua 

Constitution   and    By-Laws        225.00  2in.nu  15.00 

TOTAL     —     OTHERS $  2,090.00     $  2,302.72     ?      2W7.2S 

l'OTAL    EXPENDITURES    -—J17.525.UI)      JlN.2it9.13      ?       77  1.13 

SUMMARY— BUDGET   POSITION 

RECEIPTS     Excess  of  Realized  over  Anticipated $  4,431.01 

DISBURSEMENTS— Increase  over  Appropriations—       77  US* 

NET  REVENUE  IN"   EXCESS 

OK    BUDGET    APPROPRIATIONS    $  3,656.88 

EXHIBIT   C     (ASM    RECEIPTS  AND   DISBURSEMENTS 
Januan    1.    1944  to  December  31.    L944 

RECEIPTS 
Membership  Dues — 

Current    and    Prior    Years $12,978.00 

Medical    Journal— Advertising    9,789.81 

Medical     Journal — Subscriptions     75.70 

Interest— U.    S.    Savings    Bonds 225.00 

Refunds    of    Expense    Vouchers 38.00 

Refund    for    Allium    15.00 

Collection  of  Prior  Year 

Uncollected  Check  10.00 

l'OTAL    CASH    RECEIPTS    DURING     VEAK  $22,076.01 

CASH   BALANCE  AT  JANUARY    1.    1044  8.151.52 

TOTAL    (ASM    AVAILABLE"    DURING    VEAK  $25,227.53 

DISBURSEMENTS 
CASH    DISBURSEMENTS   DIKING   YEAR 
Secretary  'a  office: 

Salary   of    Secretary S2.iiiiii.iin 

Salary    of    Clerical    Assistant 1.625.0(1 

Rent    825.00 

Travel     100.00 

Bonding    and    Insurance — Secretary 

and    Furniture    __        150.70 

Stationery,    Supplies    and    Postage 323.17 

Telephone  and   Telegraph 105.01 

Auditing    fin. on 

Federal  Old   Age  Benefit  Tax   39.00       $  5,718.48 

North  Carolina   Medical  Journal: 
Salary    of    Editor  $1,900.00 

Salarj    of     Usistanl    Editor    . 1,575.00 


Rent    325. an 

Printing    and    Mailing    Journal    8,887.98  10,187.98 

Otber  Operating  Expense: 

Councilors'    Travel     Expense    5  25n.nn 

President's    Travel    Expense    400.00 

Guest    Speaker    ion. an 

Delegates'  to    A.    M.    A.    200.00 

Reporting    State    Convention    L95.48 

Executive  Committee  209.96 

Medical    Preparedness    Committee    300.00 

Scientific    Committee     45.72 

Stationery,   Printing,  etc.  71.74 

Printing  and  Mailing 

Constitution    and     By-Laws ^ 210.00 

President's   .Jewel.    Album, 

Flowers,    etc.     44.82           2.417 

TOTAL     Jl8.324.18 

Less     Withholding    Tax    on    Employees'    Salaries 175.20 

Kil  \L    OPERATING    DISBURSEMENTS    $18,148 

otber  Disbursements    Non-Operating: 

Refund    of    Membership    Dues    S      85.00 

Purchase    of    Office    Desk    62.55 

Prior  Year  Withholding  Tax  Paid 90.20 

Purchase  of  Defense  Bonds  of  U.S.A.--  5,000.00  5,237.75 

TOTAL  CASH    DISBURSEMENTS  DURING  YEAR       $23,386 
(ASH    BALANCE   AT  DECEMBER   31.    1944 

The    Scottish    Bank— Checking    Account 1,840.85 

TOTAL    CASH    DISBURSEMENTS    AND    BALANCE      $25,227.53 
SCHEDULE    1— RECONCILIATION    OK    CASH 
December   31,    1944 
CASH    ON    HAND    $ 

THE   SCOTTISH    BANK— Red  Springs,  N.  C. 
Checking  Account: 

Balance    per    Bank    Statement $2,468.25 

Less — Outstanding   Checks: 

Number  Amount 
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in.  no 


pit 

1.00 

500 
7  HI 

7.MH 

109.  Hi 

7  20 

171.00 

7  21 

201. so 

7  22 

10!).  10 

027.  HI 

1,840.85 

is 

r 


TOTAL    CASH    AS    SHOWN    BY    EXHIBIT    A $  1.840.8, 

SCHEDULE    2— INVESTMENT    IN     UNITED    STATES 
DEFENSE    BONDS 
December    81,    1011 
Date  of       Date  of        Par  Value 
Issue       Maturity    At  Maturity        Cost 


>  :  ml m, 
740.00 
740.00 

740.00, 

7  in. mi 

7  m. an 
7 10.00 
740.00 
7  10.00 

7  HI. OH 

7  Hi. OH 


7  UK) 
7  1.00 

7  I. no 
74.00 

7l.nn 
7  1. OH 

7  I. no 

7  I. no 
7  1.(10 
7  1.00 
7  1.110 
7  L00 
7  1.(10 
7  1. 00 
7  4.00 
7  1.00 


l.nilH.HO 
], 11(111. (Ill 
1.HHH.0H 
1,0110.00 
1,000.00  ' 
500.00 


I>H  ENSE    SERIES    "F" 

NO.   M75309F 

12-1-41 

12-1-51 

$  I. nun. mi 

No.  M75870F 

12-1-tl 

12-1-58 

l, nun. on 

No.  M75371H 

12-1-41 

12-1-53 

1,000.00 

No.  M75872F 

12-1-41 

12-1-33 

1.(1011.90 

No.   M75878F 

12-1-41 

1 2-1 -58 

1. nan. (Ill 

No.   M75374F 

12-1-41 

12-1 -.73 

1, .(in 

No.  M98888F 

1-1-42 

1-1-54 

1. .'in 

No.    MUMK37F 

1-1-42 

1-1-54 

1. una. no 

No.   M988BSF 

1-1-42 

1-1-54 

1,000.00 

No.  M988S5F 

1-1-42 

1-1-54 

l. nun. on 

No.  M98884F 

1-1-42 

1-1-5  4 

1. ."II 

No.  M98888F 

1-1-42 

1-1-51 

1,000.00 

No.  C80019F 

12-1-41 

12-1-53 

inn. nn 

No.  C89020F 

12-1-41 

12-1-58 

i  an. mi 

No.  C89021F 

12-1-41 

12-1-53 

inn. nn 

No.  C89022F 

12-1-41 

12-1-53 

100.00 

No.  C8902SF 

12- 1-11 

12  1  53 

inn.no 

No.  C89024F 

12-1-11 

12-1-51 

loa.aa 

No.  C8902SF 

12  111 

12-1-53 

ion. on 

No.  C80028F 

12-1-11 

12-1-51 

ion. on 

No.  C«M»K 

1-1-42 

1-1-54 

100.00 

No.  C89819F 

1-1-12 

1-1-54 

100. oil 

No.  C89820F 

1   1    12 

1-1-54 

100.00 

\...  C89821F 

1-1-12 

1-1-54 

100.00 

No.  C88822F 

1-1-42 

1-1-54 

l  on. on 

No.  C89828F 

1-1-42 

1-1-31 

ion. on 

No.  C89824F 

1-1    12 

1-1-54 

inn. on 

No.  C89825F 

1-1-12 

1-1-54 

1110.00 

Svvimis  Series  "G" 

Interest  rate  2'-' . 

Payable 

SeNii-Anrillallv    1  rom    (late   of 

Issue: 

No.  M1189465G 

12-1-12 

12-1-51 

1. lion. on 

No.   M1188I86G 

12- 1-42 

12  151 

l.i .on 

No.  Mi.rii:. in; 

1  1    1.1 

1  1  55 

1. lion. on 

No.  M1270545G 

1   II.) 

1  1  55 

1. non. on 

No.   Ml  17  05  I  lit; 

1  1  -1.1 

4-1-55 

1,000.00 

No.  D610518G 

1   1-1.1 

t-l  55 

500.no 

July,  1945 


BULLETIN  BOARD 


343 


No. 

M190578SG 

0-1 

48 

9-1-5S 

1,000.00 

,000.00 

No. 

M28S5067G 

2-1 

H 

2-1  -56 

1,000.0(1 

,000.00 

No, 

M2700601G 

4-1 

-44 

4-1-58 

1,11(11). Ill) 

,000.00 

No. 

M27OO60OG 

4-1 

44 

4-1-58 

1,000.00 

,000.00 

No, 

M27788BSG 

(i-i 

ll 

6-1-56 

1,0110.11(1 

,000.00 

No. 

M8772896G 

o-i 

44 

6-1-58 

1,0011.011 

,000.00 

DOTAL    PAR    VALUE    AT    MATURITY— *S5.1iii>.iih 

TOTAL  COST  VALUE  AT  DATE  OF 

ACQUISITION     EXHIBIT    A    |21,5«4.00 


INAUGURAL  REMARKS 
Oren  Moore,  M.D. 

Members  of  the  Executive  Committee: 

The  thought  of  taking  over  the  responsi- 
bilities of  this  position  in  critical  war-time 
days,  and  especially  as  the  successor  to  such 
a  dynamic,  efficient,  and  lovable  predecessor 
as  Dr.  Whitaker,  thoroughly  appals  me.  I 
shall  need,  and  expect,  the  fullest  support  and 
cooperation  of  this  entire  committee,  and  of 
all  other  officers,  as  well  as  of  the  member- 
ship. My  one  comforting  thought  is  that  I 
shall  receive  such  support,  which  will  be  di- 
rected by  that  most  capable  of  all  secretaries, 
Dr.  Roscoe  McMillan. 

In  taking  office  I  am  surprised  to  discover 
that  no  official  relationship  exists  between 
the  State  Society  and  the  state  institutions 
for  the  care  of  the  mentally  sick.  It  seems 
obvious  to  the  professional  mind  that  no 
agency  in  the  commonwealth  is  as  capable 
of  judging  whether  adequate  care  is  given 
in  such  institutions  as  is  the  medical  profes- 
sion. If  a  definite  contact  had,  in  the  begin- 
ning, been  established  between  the  doctors 
of  North  Carolina  and  the  state-operated  in- 
stitutions, it  is  entirely  unlikely  that  news- 
paper campaigns  and  public  notoriety  would 
have  been  evoked  for  the  correction  of  their 
management. 

It  also  seems  wise  that  closer  attention 
by  the  Society  to  maternal  welfare  programs 
should  be  arranged.  I  shall  endeavor  to  ap- 
point suitable  committees  to  act  with  the  al- 
ready established  authorities  now  in  charge 
of  the  mental  institutions  and  the  maternal 
welfare  programs,  with  the  hope  that  these 
committees  may  become  permanent. 

Unless  travel  restrictions  and  the  pressure 
of  personal  practice  become  less  than  is  now 
apparent,  visits  from  the  president  to  the 
various  societies  will,  of  necessity,  be  less 
frequent  than  in  past  years.  I  shall,  how- 
ever, hold  myself  in  readiness  to  supply 
whatever  needs  may  arise,  in  so  far  as  my 
limited  capacity  allows. 

Again,  it  is  my  earnest  hope  that,  with 
your  powerful  assistance,  this  may  prove  an- 
other successful  year  in  the  Society's  history. 


REPORT   BY  THE  COMMITTEE  ON   REVISION 
OF  THE  FEE  SCHEDULE 

Dr.  Donnell  Cobb,  president  of  the  State  Medical 
Society  during  1942-43,  appointed  a  committee  of 
three,  consisting  of  Dr.  Harry  Winkler  of  Charlotte, 
Dr.  J.  F.  Robertson  of  Wilmington  and  Dr.  Glenn 
R.  Frye  of  Hickory,  to  confer  with  the  Industrial 
Commission  regarding  a  revision  of  the  existing 
fee  schedule  covering  charges  to  be  paid  for  pro- 
fessional services  rendered  injured  workmen  under 
the  provisions  of  the  State  Workmen's  Compensa- 
tion Act.  Dr.  James  W.  Davis  of  Statesville  was 
added  to  the  above  committee  by  appointment  from 
Dr.  Whitaker  during  1944. 

The  committee  attempted  to  secure  information 
from  as  many  sources  as  possible  regarding  changes 
in  the  fee  schedule  which  were  desired  by  the  mem- 
bers of  the  profession.  Several  hundred  communi- 
cations were  sent  out  asking  for  suggestions.  The 
committee  received  many  communications  on  phases 
of  the  administration  of  the  Act  which  it  felt  were 
not  within  its  jurisdiction.  It  does  feel,  however, 
that  such  recommendations  should  be  brought  to 
the  attention  of  the  State  Medical  Society  at  its 
annual  meetings. 

The  committee  had  several  conferences  with  the 
members  of  the  Industrial  Commission,  who  con- 
sulted with  a  group  of  representatives  of  the  em- 
ployers of  the  state  before  the  present  fee  schedule 
was  adopted. 

Arrangements  have  been  made  with  the  Industrial 
Commission  to  mail  a  copy  of  the  new  schedule  to 
every  doctor  in  the  state  for  his  guidance.  It  is 
possible  that  much  of  the  ill-feeling  and  dissatis- 
faction in  the  past  may  have  been  due  to  a  lack 
of  understanding  of  the  schedule,  which  certainly 
has  not  been  comprehensive  enough,  and  the  com- 
mittee hopes  that  further  elaboration  of  the  schedule 
and  more  specificity  as  to  charges  will  clear  up 
many  of  the  problems. 

One  of  the  most  important  changes  has  been  to 
make  a  single  and  universal  office  visit  fee  of  $1.50. 
This  may  work  a  hardship  in  some  instances,  but 
it  was  felt  that  it  would  eliminate  a  lot  of  dissatis- 
faction regarding  "bill-cutting."  It  is  to  be  noted 
also  that  hospital  visits  which  do  not  come  under 
the  fiat  rate  treatment  schedules  have  been  in- 
creased from  $1.50  to  $2.00. 

Somewhat  more  liberal  fees  have  been  allowed 
in  some  of  the  items.  In  a  few  instances  reductions 
have  been  accepted  where  it  was  felt  that  procedures 
have  been   simplified. 

The  committee  wishes  to  point  out  that  when  any 
operative  or  corrective  procedure  not  listed  in  the 
schedule  is  contemplated,  a  fee  for  this  procedure 
should  be  arranged  for  with  the  responsible  agency 
before  it  is  undertaken.  This  is  particularly  applica- 
ble to  skin  grafting,  plastic  surgery,  or  unusual 
procedures  not  freqently  done.  In  some  instances 
the  schedule  specifies  that  such  fees  would  be 
handled  under  this  arrangement  and  notes  them  as 
A  &  A  (arranged  and  authorized). 

Rule  14  did  not  have  the  approval  of  this  com- 
mittee and  was  inserted  by  the  Industrial  Commis- 
sion without  our  agreement.  It  is  to  be  noted  that 
if  medical  men  will  follow  the  procedure  outlined 
in  the  previous  paragraph  there  will  be  no  need 
for  the  application  of  this  rule. 

The  committee  feels  that  the  present  schedule  is 
not  necessarily  final  and  hopes  that  where  dissatis- 
faction arises  complaints  can  be  handled  by  a  per- 
manent group  in  the  Medical   Society. 
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It  also  points  out  that  where  dissatisfaction  exists 
concerning  the  Industrial  Commission's  allowance 
on  a  medical  bill,  the  Industrial  Commission  has  a 
Medical  Advisory  Committee  made  up  of  members 
of  the  Medical  Society  and  appointed  by  its  presi- 
dent, to  whom  appeal  may  be  made. 

It  is  the  committee's  hope  that  the  present  re- 
vision may  solve  most  of  the  difficulties  which  have 
arisen  in  the  past  and  that  close  adherence  to  the 
fees  agreed  upon  in  the  schedule  will  result  in  a 
complete  elimination  of  the  "bill-cutting"  which  has 
been  the  source  of  so  much  dissatisfaction. 

The  committee  wishes  to  take  this  opportunity  to 
express  its  appreciation  to  the  presidents  of  the 
Medical  Society,  Drs.  Cobb,  Vernon,  and  Whitaker, 
for  their  assistance  and  suggestions,  and  to  the 
members  of  the  Industrial  Commission  for  their 
time,  assistance  and  courtesy  in  the  numerous  con- 
ferences necessary  to  complete  the  new  schedule, 
and  to  all  of  those  members  of  the  State  Society 
who  have  helped  out  with  suggestions  and  advice. 

Harry  Winkler.  M.D. 
J.    F.    Robertson,    M.D. 
Glenn  R.  Five.  M.D. 
James  W.  Davis.  M.D. 


Hospital    Saving    Association 

Annual  Report  to  the  Medical  Society  of  the 

State  of  North  Carolina 

Since  May  of  1944  the  net  growth  in  members  of 
the  Association  has  been  21,911,  and  resources  have 
increased  by  Slii7.879.74.  The  surgical  program, 
since  last  May,  has  shown  a  growth  of  37,634  sub- 
scribers, bringing  this  membership  to  a  new  high 
of  84.705  as  of  May  1. 

During  1944,  S970.323.72  was  paid  in  claims,  SI  13- 
205.50  of  which  was  for  surgical  and  obstetrical 
claims. 

Xet  membership  as  of  May  1  was  246,400,  includ- 
ing 84,705  on  the  combined  coverage. 

Mr.  Crawford  reports  that  people  are  interested 
in  the  combined  coverage  and  that  many  are  trans- 
ferring from  hospitalization  insurance  to  the  com- 
bined coverage. 

The  Board  of  Trustees  meets  every  six  months 
now  instead  of  once  a  year,  and  there  are  quarterly 
meetings  of  the  Executive  Committee. 

Mr.  Crawford  met  with  six  of  the  county  medical 
societies  during  the  year,  as  well  as  with  the  Auxil- 
iary at  their  meeting  in  Sanatorium,  to  outline  the 
Blue  Cross  program  of  hospitalization  and  profes- 
sional services. 

Further  close  cooperation  of  members  of  the  Med- 
ical Society,  individually  and  collectively,  is  needed. 

Individual  enrollment  was  inaugurated  late  in 
1944,  and  we  now  have  a  broader  base  on  which  to 
acquire  members.  The  individual  rate  is  approxi- 
mately 15  per  cent  higher  than  the  group  rate, 
and  more  careful  underwriting  is  followed.  There 
have  been  some  paid  advertising  programs  in  some 
sections  of  the  state,  the  principal  idea  being  to  an- 
nounce the  change  in  policy  from  group  enrollment 
only  to  individual  enrollment.  Individual  enrollment 
is  too  young  for  any  definite  results  to  be  reported. 

Yearly    Progress 
Hospitalization 


IEDIC 

1940 
1941 
1942 
1943 
1944 

AL  JOUI 

137,761 

166,201 
181,032 
212,616 
233.010 

als 

5.086 
23,770 

r.::.717 

als    

Bospitali 

Surgery 

WAL 

16,087 
18,590 
20,065 
23,664 
25,437 

128,880 
143,675 

154.510 
176,347 
194,110 

July,  1945 

521,197.74 
577,680.69 
635,069.76 
777,757.72 
857,118.22 

Tot 

Year 
1941 

1942 

1943 
1944 

128,539 
Surge 

130 
1.346 
2,562 
3,738 

989,046 

S4. 162,669.66 

Paid 

S     3,335.00 

36,689.00 

74,058.50 

113,205.50 

Tot 

7.776 

S    227,288.00 

Total 
and 

zation 

136,315 

S4.389.957.66 

(«/;<'i. 

Paid 

1936 
1937 
1938 
1939 

14.395 
36.913 
83.436 
123,848 

541 

2.326 

8.345 

13.484 

4.451 

18,681 

64,835 

103.557 

$  17,886.39 

76,844.49 

267,696.49 

431.418.16 

Condensed    Balance   Sheet 
April   30,   1945 

Assets 

Cash      ....$408,057.48 

Bonds 375.000.00 

Other 2,191.28 

Total  Assets  J785.248.76 

Liabilities 

Current  (claims,  bills,  taxes)..  S  74.046.59 

Deferred   (prepaid  fees,  etc.) 268,287.69 

Contingent  reserve 

(for  protection   of  members) 442,914.48 

Total   Liabilities   §785,248.76 

What    the   Medical   Profession   Can   Do 

1.  You  can  explain  the  Blue  Cross  voluntary  pro- 
gram to  your  patients  and  to  the  business  leaders 
in  the  community. 

2.  You  can  stress  the  long-range  community 
civic  service  idea  and  show  the  business  man  the 
desirability  of  being  a  part  of  such  a  community 
health  program. 

3.  You  can  urge  them  to  consider  such  a  program 
to  offset  any  federal  program. 

4.  You  can  get  together  in  your  various  societies 
to  see  what  recommendations  you  would  like  to 
make  for  improvements  in  the  program.  Hospital 
Saving  Association  welcomes  constructive  sugges- 
tions. 

5.  You  can  study  the  program  so  that  you  will 
understand  exactly  what  we  provide  and  will  not 
misinform  members  about  the  provisions. 

6.  You  can  speak  to  them  sincerely  about  not 
abusing  the  privileges  of  membership,  showing  them 
that  all  of  us  must  cooperate  to  make  the  program 
sound. 

7.  You  can  be  aware  always  of  the  costs  of  med- 
ical service,  such  as  miscellaneous  tests,  x-rays,  and 
laboratory  work,  in  hospitals.  Naturally,  there 
should  be  no  hesitancy  in  using  such  facilities  when 
they  are  necessary  for  diagnosis  and  treatment,  but 
excessive  costs  can  make  people  fear  and  delay 
medical  treatment  today  perhaps  as  much  as  any 
one  thing.  Length  of  stay  in  a  hospital  is  also  a 
factor  in  costs,  as  loss  of  productive  time  for  the 
working  man  is  an  additional  expense  to  him. 
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State  Board  of  Medical  Examiners 

A  meeting'  of  the  State  Board  of  Medical  Exam- 
iners was  held  in  Raleigh,  June  17-20  inclusive.  All 
Members  of  the  board  were  present.  Examinations, 
Parts  I  and  II,  were  given  to  206  applicants.  Fifteen 
physicians  were  granted  reciprocity  licenses;  no 
action  was  taken  in  three  cases,  and  one  was  denied 
reciprocity  license.  No  physician  was  allowed  to 
take  the  examination  or  was  given  a  reciprocity 
license  unless  he  was  a  graduate  of  a  grade  A  med- 
ical school. 

The  case  of  Dr.  Gaston  Justice  of  Marion,  N.  C, 
charged  with  narcotic  irregularity,  was  heard  on 
Tuesday.  Dr.  Justice  had  many  letters  of  recom- 
mendation from  local  physicians  and  prominent  lay- 
men, pleading  for  a  continuation  of  his  practice. 
The  board  advised  Dr.  Justice  not  to  apply  for  re- 
instatement of  his  narcotic  license. 

Dr.  Richard  C.  Baker,  osteopathic  physician  of 
Rockingham,  was  subpoenaed  to  appear  before  the 
board,  but  failed  to  do  so.  Attorney  J.  C.  B.  Ehring- 
haus  phoned  the  secretary  of  the  board  that  he  had 
advised  Dr.  Baker  not  to  appear,  on  the  grounds 
that  the  Board  of  Medical  Examiners  did  not  have 
the  authority  to  summon  him.  Charges  were  pre- 
ferred against  Dr.  Baker  by  the  Richmond  County 
Medical  Society  for  practicing  medicine  without  a 
license.  These  charges  were  supported  by  exhibits, 
patients,  and  druggists  as  witnesses.  The  Board  of 
Medical  Examiners  directed  the  secretary  to  prefer 
charges  against  Dr.  Baker  and  submit  them  to  the 
attorney  general. 

The  case  of  Dr.  John  S.  Hooker  of  Chapel  Hill 
was  heard  by  the  board  on  Wednesday.  Dr.  Hooker, 
who  is  now  serving  five  years  in  the  State  Peniten- 
tiary, was  subpoenaed  and  appeared  under  guard. 
He  stated  that  he  was  familiar  with  all  the  facts 
and  did  not  feel  that  he  had  done  anything  to  justify 
revocation  of  his  license,  unless  it  was  being  drunk. 
He  stated,  however,  that  he  had  signed  a  confession 
of  a  crime  against  nature,  and  upon  that  confession 
was  convicted  in  the  Orange  County  Court.  Dr. 
Hooker's  license  was  revoked. 


News  Notes  from  the  University 
of  North  Carolina 

The  Department  of  Biological  Chemistry  and  Nu- 
trition has  recently  been  notified  of  the  renewal  of 
their  grant-in-aid  from  the  Samuel  S.  Fels  Fund  of 
Philadelphia.  This  is  the  seventh  consecutive  year 
that  this  department  has  received  aid  from  the  Fels 
Fund.  The  purpose  of  this  grant-in-aid  is  to  support 
studies  on  the  absorption  and  metabolism  of  quinine. 
The  present  work  is  chiefly  concerned  with  the  in- 
fluence of  nutritional  deficiencies  on  the  metabolism 
and  anti-malarial  effectiveness  of  this  product. 

*  *     * 

Dr.  Russell  L.  Holman  of  the  Department  of 
Pathology  has  been  awarded  a  grant  by  the  John 
and  Mary  R.  Markle  Foundation  to  continue  studies 
on  the  relationship  of  diet  and  renal  insufficiency  to 

arterial  disease. 

*  *     * 

The  medical  students  of  the  University  of  North 
Carolina  School  of  Medicine  who  completed  their 
first  two  years  of  Medicine  on  June  13,  1945,  have 
been  transferred  to  the  following  schools  to  com- 
plete their  third  and  fourth  years: 

John  Purcell  Allan,  Chapel  Hill— Jefferson  Med.  Coll. 
George  Walker  Blair,  Pittsboro — U.  of  Pennsylvania 
James   Seaborn   Blair,   Elizabethtown — U.   of   Mary- 
land 
Edwin  Boyle,  Sumter,  S.  C— Jefferson  Med.  Coll. 
Littleton  Jay  Bunch,  Statesville — U.  of  Maryland 


David  Glenn  Bunn,  Kenly — U.  of  Maryland 
Thomas    Sidney    Cheek,    Smithfield— Med.    Coll.    of 

Virginia 
E.  Catherine  Cline,  Hickory — McGill  U. 
George  Robert  Clutts,  Greensboro — Northwestern  U. 
Alfred   Robert  Cordell,  Cliffside — Johns   Hopkins  U. 
James  Hicks  Corey,  Jr.,  Greenville — U.  of  Virginia 
Sam  Owen  Cornwell,  Chapel  Hill— Cornell  Med.  Coll. 
Courtney  David  Egerton,  Raleigh — U.  of  Louisville 
Grafton  Clinton  Fanney,  Jr.,  Scotland  Neck — Wash- 
ington U. 
Robert  Greeson  Fitzgerald,  Candor — U.  of  Maryland 
J.  Henry  Smith  Foushee,  Salisbury — Jefferson  Med. 

Coll. 
Harold    Lacy    Godwin,    Fayetteville — Harvard    Med. 

School 
Ben  Miller  Gold,  Shelby— U.  of  Maryland 
Kirby    Thompson    Hart,    Goldsboro — Harvard    Med. 

School 
John   Allen   Hightower,  Jacksonville,   Fla.  —   U.   of 

Maryland 
Edward  Reginald  Hipp,  Charlotte — U.  of  Virginia 
Richard  Eugene  Hooks,  Whiteville — U.  of  Maryland 
Hampton  Hubbard,  Charlotte — Med.  Coll.  of  Virginia 
Lewis   Edward  Jones,   Norfolk,  Va. — Jefferson   Med. 

Coll. 
Weldon  Huske  Jordan,  Fayetteville — Harvard   Med. 

School 
David  Josephs,  Sanford — Med.  Coll.  of  Virginia 
Benjamin  Jones   Lawrence,  Jr.,   Raleigh  —  Jefferson 

Med.   Coll. 
Carlyle  Thomas  Mangum,  Winston-Salem — Harvard 

Med.  School 
John  Howard  Monroe,  Hamlet — Havard  Med.  School 
Jim  Upton  Oliver,  Raleigh — Jefferson  Med.  Coll. 
Karl    Busbee    Pace,    Jr.,    Greenville — Jefferson    Med. 

Coll. 
William  Gaston  Palmer,  Littleton  —  Harvard   Med. 

School 
John   Robert   Pender   III,   Charlotte — Jefferson   Med. 

Coll. 
Martha    Frances    Richardson,    Seneca,    S.    C. — Med. 

Coll.  of  S.  C. 
James  Ernest  Ribet,  Valdese — U.  of  Maryland 
Henry  Lee  Sloan,  Jr.,  Charlotte — U.  of  Pennsylvania 
John  Gordon   Smith,  Corryton,  Tenn. — U.  of  Louis- 
ville 
Roger  Alexander  Smith  III,  Smithfield — Washington 

U. 
Thomas  Lane  Stokes,  Norfolk,  Va. — Jefferson  Med. 

Coll. 
Ferdinand  Florian  Szabo,  Berwick,  Pa. — New  York 

U. 
Charles  Robert  Thompson,  Lenoir — U.  of  Virginia 
Clifton  Forrest  West,  Jr.,  Kinston — U.  of  Pennsyl- 
vania 
James  Stark  White,  Jr.,  Mebane — Northwestern  U. 
Coleman    Morrison    Whitlock,   Jr.,    Mount   Airy — U. 

of    Pennsylvania 
Dean  Flewellyn  Winn,  Breezy  Point,  Iowa — Harvard 

Med.  School 
Winfield    Augustus    Worth,    Jr.,    Elizabeth    City   — 

Washington  U. 

*     *     * 

"Nurses  in  a  Public  Health  Maternity  Program" 
is  a  course  for  Negro  graduate  nurses  given  at  the 
North  Carolina  College  for  Negroes  in  Durham. 
An  excellent  enrollment  represents  eight  Southern 
states.  This  is  the  first  specialized  course  in  nursing 
ever  offered  to  Negro  nurses.  Miss  Mary  L.  Mills, 
a  certified  midwife  who  holds  her  M.  A.  from  New 
York  University,  is  the  guest  instructor.  The  course 
is  sponsored  by  the  School  of  Public  Health  and  the 
Department  of  Public  Health  Nursing,  University 
of  North  Carolina. 


346 


NORTH  CAROLINA  MEDICAL  JOURNAL 


July.  1945 


Two  courses  for  public  health  nurses  are  being 
held  at  the  University  of  North  Carolina.  Both  are 
offered  by  the  School  of  Public  Health  and  the  De- 
partment of  Public  Health  Nursing.  "The  Public 
Health  Nurse  in  a  School  Health  Program"  is  to  be 
taught  by  Miss  Ethel  C.  Ryckman,  recently  of  the 
Kellogg  Foundation.  "Group  Work:  Its  Interpreta- 
tive Factors"  is  to  be  taught  by  Miss  Margaret 
Blee,  Assistant  Professor,  Public  Health  Nursing, 
Department  of  Public  Health  Nursing,  School  of 
Public  Health.  The  enrollment  represents  seven 
Southern   states  and  Maine  and  Illinois. 


"Ward  Teaching  and  Ward  Management,"  a  course 
for  hospital  nurses,  is  in  progress  at  the  University 
of  North  Carolina.  This  course  is  offered  through 
the  Department  of  Education  in  cooperation  with 
the  North  Carolina  State  Nurses'  Association.  The 
enrollment  is  unusually  large  this  year.  Miss 
Beatrice  E.  Ritter.  Director  of  Nursing,  School  of 
Nursing,  Binghamton  City  Hospital,  Binghamton, 
New  York,  is  the  guest  instructor. 


Edgecombe-Nash  Counties  Medical 
Society 

Dr.  J.  Lamar  Callaway,  Professor  of  Dermatology 
and  Syphilology  of  the  Duke  University  School  of 
Medicine,  discussed  "The  Every-Day  Management 
of  Common  Dermatological  Problems"  at  the  June 
meeting  of  the  Edgecombe-Nash  Counties  Society, 
held  in  Rockv  Mount  on  June  13. 


Forsyth  County  Medical  Society 

Dr.  G.  F.  Reeves,  former  secretary  of  the  Forsyth 
County  Medical  Society,  has  left  Winston-Salem  to 
go  into  private  practice  in  Florence,  South  Carolina. 
Dr.  Fred  G.  Pegg  has  been  elected  secretary  to 
succeed   Dr.   Reeves. 


Mecklenburg  County  Medical  Society 

The  Mecklenburg  County  Medical  Society  honored 
nine  Mecklenburg  County  doctors  who  are  around 
70  years  of  age  or  older  at  a  dinner  dance  on  June  1. 
The  honorees  were  Drs.  J.  R.  Alexander.  R.  L. 
Gibbon,  J.  G.  Johnston.  T.  M.  McCoy,  C.  S.  Mc- 
Laughlin. L.  D.  McPhail.  T.  N.  Reid.  W.  M.  Strong, 
and  A.   M.  Whisnant. 


Charlotte  Mental  Hygiene  Society 

The  Charlotte  Mental  Hygiene  Society  held  an 
anniversary  meeting  at  the  Hotel  Charlotte  on  June 
4.  Dr.  Victor  Vogel,  Consultant  in  Psychiatry  to  the 
Office  of  Vocational  Rehabilitation,  was  the  guest 
speaker.  His  subject  was  "The  Outlook  for  Psychia- 
tric Rehabilitation." 


News  Notes 

Dr.  D.  C.  Hackett  has  resigned  as  health  officer 
of  the  Pasquotank  -  Perquimans  -  Camden  District 
Health  Department  to  enter  the  Coast  Guard.  Dr. 
William  B.  Bailey,  a  native  of  Ohio,  will  replace 
him. 

*      a      * 

Dr.  Stephen  Mclntyre  of  Lumberton  has  been 
appointed  chief  surgeon  of  the  Baker  Sanatorium 
to  succeed  Dr.  Felda  Hightower,  who  resigned  to 
return  to  his  former  position  with  the  Bowman 
Gray  School  of  Medicine. 


Dr.  J.  F.  Owen,  formerly  superintendent  of  the 
State  Hospital  at  Raleigh,  has  opened  offices  in  the 
Professional  Building  in  Raleigh  for  the  practice  of 
neuropsychiatry  and  forensic  medicine. 


Dr.  F.  L.  Owens  of  Pinehurst  was  presented  with 
a  letter  of  commendation  by  headquarters  of  the 
Pope  Field  base  of  the  First  Troop  Carrier  Com- 
mand for  his  service  in  connection  with  the  recent 
crash  of  a  Pope  Field  plane.  Dr.  Owens,  without 
regard  to  his  own  safety,  entered  the  plane  to  de- 
termine if  any  remaining  crewmen  were  still  alive. 


Dr.  G.   E.  Stone  of  King  died  of  a  coronary  oc- 
clusion on  June  21. 


Dr.    F.    L.    Byerly   has    left   the    Forsyth    County 
Sanatorium  to  go  to  Fort  Wayne.  Indiana. 


Dr.  Tom  A.  Williams,  director  of  the  Asheville 
City  Guidance  Clinic,  has  returned  to  Asheville  after 
convalescing  in  the  South.  He  spoke  several  times 
to  the  Mental  Hygiene  Seminar  of  Rollins  College. 


Colonel  Harold  B.  Gotaas.  Sn.C  Director  of  the 
Division  of  Health  and  Sanitation,  Institute  of  In- 
ter-American Affairs,  has  been  decorated  by  the 
Chilean  Government  with  the  Order  of  Merit.  Be- 
fore joining  the  Army  in  1942,  Colonel  Gotaas  was 
Professor  of  Sanitary  Engineering  of  the  School  of 
Public  Health,  University  of  North  Carolina. 


Policy  on  Assignment  of  M.C.  Officers 
to  Veterans  Administration 

Additional  U.  S.  Army  Medical  Corps  officers  will 
not  be  assigned  to  duty  with  the  Veterans  Adminis- 
tration unless  they  had  previously  been  serving  on 
the  staff  of  that  organization.  Major  General  George 
F.  Lull,  Deputy  Surgeon  General  of  the  Army,  an- 
nounced. 

In  outlining  this  War  Department  policy  General 
Lull  stated  that  in  the  event  officers  specifically 
requested  service  with  the  Veterans  Administration 
they  would  be  eligible  for  such  assignments. 


"Courage  and  Devotion  Beyond  the  Call  of  Duty" 
Through  the  cooperation  of  Mead  Johnson  &  Com- 
pany, $34,000  in  War  Bonds  are  being  offered  to 
physician  artists  (both  in  civilian  and  in  military 
service)  for  art  works  best  illustrating  the  above 
title. 

This  contest  is  open  to  members  of  the  American 
Physicians  Art  Association.  For  full  details,  write 
Dr."  F.  H.  Redewill,  Secretary,  Flood  Building,  San 
Francisco,  Cal.,  or  Mead  Johnson  &  Co.,  Evansville 
21,  Ind. 


Pure  synthetic  Vitamin  D-  (Calciferol)  has  been 
made  available  in  this  country  by  Winthrop  Chemical 
Company,  Ine.,  according  to  announcement  by  Dr. 
Theodore  G.  Klumpp,  president. 

Free  from  lumisterol,  toxisterol,  suprasterol  and 
other  by-products  of  irradiation,  the  product  is  said 
never  to  vary  in  antirachitic  potency.  It  will  be 
marketed  by  the  Special  Markets  Division  of  Win- 
throp to  the  pharmaceutical  industry,  the  evaporated 
milk  industry  and  others. 
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PRESIDENT'S   MESSAGE 

Dear  Auxiliary  Members: 

As  another  year's  work  is  getting  under 
way,  it  is  with  genuine  pleasure  that  I,  as 
your  President,  extend  greetings  and  best 
wishes  to  each  of  you,  upon  whom,  in  the 
most  vital  sense,  the  standard  and  effective- 
ness of  our  organization  depend.  Although 
I  would  not  discount  the  efforts  of  the  elected 
officers,  the  accomplishments  of  the  Auxil- 
iary are  dependent  chiefly  upon  the  willing- 
ness of  each  individual  member  to  do  her 
part.  I  deeply  appreciate  the  honor  you  have 
conferred  upon  me  and  promise  to  devote 
myself  diligently  to  the  welfare  and  interest 
of  the  Auxiliary.  In  return,  I  am  asking 
your  support  and  cooperation. 

We  are  living  in  an  unprecedented  time, 
and  our  Auxiliary  has  an  unparalleled  op- 
portunity to  serve  not  only  the  medical  pro- 
fession, but  the  world  at  large.  As  you  know, 
our  purpose  is  to  extend  the  aims  of  the 
medical  profession  and  to  promote  a  better 
understanding  of  the  relationship  between 
the  physician  and  the  community.  Our  hus- 
bands, as  members  of  the  Medical  Society 
of  the  State  of  North  Carolina,  are  banded 
together  for  scientific  research  into  the 
cause,  prevention,  and  cure  of  disease.  We 
may  go  far  under  their  direction  in  the  ad- 
vancement of  health  education  and  prevent- 
ive medicine  if  we  will  only  inform  ourselves 
concerning  these  problems.  To  "be  in- 
formed" is,  in  my  opinion,  the  first  requisite 
of  an  Auxiliary  member.  Certainly,  no  one 
should  be  better  able  than  we  to  interpret 
the  ideas,  ideals,  and  ethics  of  the  medical 
profession  to  lay  organizations.  Therefore, 
to  safeguard  this  prerogative,  it  behooves 
us  as  wives  of  doctors  to  study  and  inform 
ourselves  concerning  the  medical  and  hos- 
pital situation  in  the  state  and  country  and 
to  lend  our  support  to  all  legislation  for  the 
protection  of  organized  medicine.  Dr.  Paul 
Whitaker,  immediate  past  president  of  the 
Medical  Society,  is  to  be  commended  for  his 
valiant  fight  against  federal  control  of  medi- 
cine and  for  the  expansion  of  hospital  and 
medical  care  in  the  state.  It  was  largely 
through  his  efforts  that  the  much  discussed 
and  widely  publicized  Hospital  and  Medical 
Care  Bill  was  passed. 


As  an  Auxiliary,  we  reaffirm  our  belief  in 
organized  medicine  and  pledge  anew  to  the 
Medical  Society  our  unstinted  efforts  in  sup- 
porting the  development  and  maintenance 
of  the  high  standard  of  medical  service.  I 
noted  with  interest  and  favor,  as  perhaps 
many  of  you  did,  that  Dr.  Oren  Moore,  in 
assuming  the  presidency  of  the  Medical  So- 
ciety, announced  the  creation  of  committees 
to  study  proposed  legislation  in  regard  to 
reducing  infant  and  maternal  mortality. 
These  studies  merit  our  participation  and 
wholehearted  support.  We  are  deeply  grate- 
ful for  the  advice  and  guidance  of  the  So- 
ciety in  the  past  and,  ever  cognizant  that  we 
are  only  an  Auxiliary,  solicit  its  continued 
counsel  and  advice. 

We  are  justly  proud  of  our  philanthropies 
— the  Student  Loan  Fund  and  the  mainte- 
nance of  the  beds  in  the  three  state  sanator- 
iums — ,  but  to  continue  these  we  urgently 
need  an  increased  membership.  It  is  my  de- 
sire that  not  a  single  doctor's  wife  eligible 
for  membership  shall  be  outside  the  ranks 
this  year.  If  each  of  us  will  work  to  this  end, 
our  goal  of  one  thousand  members  will  no 
longer  be  wishful  thinking,  but  a  reality. 

The  Bulletin,  official  magazine  of  the  Na- 
tional Auxiliary,  appears  quarterly,  and  con- 
tains many  helpful  suggestions  for  those  in- 
terested in  the  work.  The  annual  subscrip- 
tion is  only  one  dollar.  All  county  officers,  as 
well  as  Board  members,  are  urged  to  sub- 
scribe to  this.  Hygeia,  published  by  the 
American  Medical  Association  for  the  pub- 
lic, is  excellent  for  health  education  and  for 
keeping  abreast  of  the  problems  of  the  medi- 
cal world.  From  each  $2.50  subscription  the 
Auxiliary  receives  a  percentage  commission, 
which  is  applied  to  the  upkeep  fund  of  the 
sanatorium  beds. 

In  addition  to  our  educational  and  philan- 
thropic projects,  our  members  have  for  the 
past  three  years  been  active  in  every  phase 
of  war  participation.  Now,  with  V-E  Day 
an  actuality  and  V-J  Day  imminent — though 
we  must  not  relax  our  efforts  until  total  vic- 
tory— we  look  ahead  to  post-war  planning. 
The  doctors  in  the  armed  forces  are  doing  a 
glorious  work.  Upon  their  return,  it  will  be 
our  duty  to  do  all  in  our  power  to  encourage 
and  reestablish  them.  In  order  to  do  this,  we 
must  acquaint  ourselves  with  plans  for  post- 
war medicine  in  North  Carolina  and  its  op- 
portunities for  the  returning  veteran. 

Though  we  were  denied  the  pleasure  of 
personal  contacts  usually  made  at  our  annual 
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meeting.  I  am  sure  our  work  will  not  be 
greatly  impeded  or  retarded  if  each  of  us  will 
resolve  with  renewed  determination  to 
"carry  on"  in  spite  of  difficulties.  The  Board 
meeting  held  in  Raleigh  on  May  25  in  lieu 
of  the  annual  state  meeting  was  most  heart- 
ening and  enthusiastic,  bespeaking  the  ca- 
pable leadership  of  Mrs.  J.  T.  Saunders,  re- 
tiring president.  It  will  not  be  easy  to  meas- 
ure up  to  the  precedent  set  by  her:  but.  with 
my  faith  and  confidence  in  you  and  fortified 
with  the  pledged  support  of  the  Board  mem- 
bers, I  look  forward  to  a  year  of  continued 
service  and  progress.  We  must  keep  ever  be- 
fore us  our  motto:  "Let  us  not  be  weary  in 
well  doing." 

Mrs.  Erick  Bell 

Wilson 


Announcement  of  Officers.  Chairmen, 
and  Councilors  for  1945-46 

President — Mrs.  Erick  Bell,  Wilson 

Chairman  of  Past   Presidents — Mrs.  P.   P.   McCain, 

Sanatorium 
President-Elect  —  Mrs.    Frederick    R.    Taylor,    High 

Point 
First    Vice   President     (Organization)  —  Mrs.   J.   T. 

Saunders.  Asheville 
Second  Vice  President  (Activities) — Mrs.  J.  C.  Knox, 

Wilmington 
Corresponding  Secretary — Mrs.  H.  F.  Easom.  Wilson 
Treasurer — Mrs.  E.  C.  Judd,  Raleigh 
Recording   Secretary— Mrs.   Charles   H.   Gay,   Char- 
lotte 

Chairmen  of  Standing  Committees 

Program ..Mrs.  M.  D.  Hill.  Raleigh 

Public  Relations....Mrs.  John  P.  Kennedy.  Charlotte 

Legislative Mrs.  James  W.  Vernon.  Morganton 

Press  and  Publicity Mrs.  Ralph  Fike,  Wilson 

Bulletin  Mrs.    Wingate    Johnson,    Winston-Salem 

Hvgeia  Mrs.  D.  M.  Royal.  Salemburg 

Memorial      .._.         Mrs.  C.  F.  Strosnider,  Goldsboro 
Historian  Mrs.   B.  W.   Roberts,  Durham 

Research  Mrs.  Joseph  A.  Elliott,  Charlotte 

Scrapbook Mrs.  G.  C.  Cooke,  Winston-Salem 

Jane  Todd  Craw-ford  Memorial 

Mrs.  R.  S.  McGeachy.  New  Bern 

War  Participation Mrs.  Dewey  H.  Bridger, 

Bladenboro 

Medical  Officers'  Wives Mrs.  Reece  Berrvhill, 

Chapel  Hill 

Doctors'  Day Mrs.  John  E.  G.  McLain,  Dunn 

Student  Loan  Fund Mrs.  Paul  Whitaker,  Kinston 

McCain  Bed         Mrs.  W.  P.  Richardson,  Chapel  Hill 
Stevens   Bed  Mrs.   G.   M.  Billings,  Morganton 

Cooper  Bed Mrs.  M.  I.  Fleming,  Rocky  Mount 

Revisions Mrs.  J.  B.  Sidbury,  Wilmington 

Nominations Mrs.  K.  B.  Pace,  Greenville 

Councilors 
First  District     Mrs.  Carlton  A.  Davenport.  Hertford 
Second    District  Mrs.    Leslie    Lee.    Kinston 

Third  District  Mrs.  E.  P.  Walker,  Wilmington 

Fourth  District  Mrs.  George  W.  Mitchell,  Wilson 

Fifth  District Mrs.  J.  N.  Britt,  Lumberton 

Sixth  District Mrs.  A.  C.  Bulla,  Raleigh 

Seventh  District Mrs.  W.   M.   Summerville, 

Charlotte 


Eighth  District Mrs.  Rigdon  Dees,  Greensboro 

Ninth  District Mrs.  Alfred  A.  Kent.  Jr., 

Granite  Falls 
Tenth  District Mrs.  S.  S.  Coolev,  Black  Mountain 
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Physical  Diagnosis.  By  Ralph  H.  Major, 
M.D..  Professor  of  Medicine,  The  Univers- 
ity of  Kansas,  Kansas  City,  Kansas.  Third 
Edition,  revised.  444  pages  with  458  illus- 
trations. Price.  $5.00.  Philadelphia  and  Lon- 
don:  W.   B.  Saunders  Company,  1945. 

This  is  the  third  edition  of  Dr.  Major's  well  known 
text  on  Physical  Diagnosis.  The  author  in  his  usual 
clear  and  concise  fashion  outlines  methods  of  exam- 
ination and  diagnosis  which  have  made  previous 
editions  popular  and  valuable  to  students  and  prac- 
titioners. The  illustrations  are  numerous  and  excel- 
lent. The  deliberate  omission  of  chapters  on  detailed 
diagnostic  laboratory  procedures  seems  wise,  and 
does  not  diminish  the  value  of  the  text,  which  serves 
so  well  its  specific  purpose.  Sufficient  historical  ma- 
terial and  original  description  are  introduced  to 
make  this  book  far  more  readable  than  the  usual 
text  of  its  kind. 


Constitution  and  Disease:  Applied  Consti- 
tutional Pathology.  By  Julius  Bauer,  M.D., 
Professor  of  Clinical  Medicine,  College  of 
Medical  Evangelists,  Los  Angeles.  Ed.  2. 
24V  pages.  Price,  $4.00.  New  York:  Grune 
&   Stratton,  1945. 

The  fact  that  a  second  edition  of  Dr.  Bauer's  book 
is  issued  within  three  years  of  its  first  publication 
is  sufficient  indication  of  the  warm  reception  given 
the  first  edition.  This  monograph  is  a  well  inte- 
grated discussion  of  hereditary  or  constitutional 
factors  in  the  production  of  disease,  and  covers  a 
wide  range  of  clinical  entities.  The  author  has  suc- 
ceeded in  welding  a  large  amount  of  factual  infor- 
mation into  a  working  hypothesis  of  disease  origin. 
A  clear  and  concise  style  makes  the  volume  easily 
readable. 

Although  the  general  pattern  of  the  second  edi- 
tion is  the  same  as  that  of  the  first  (the  table  of 
contents  remains  identical),  much  new  information 
has  been  added.  Although  the  size  of  the  volume 
has  been  increased  by  only  26  pages,  the  amount  of 
new  material  may  be  estimated  from  the  fact  that 
153  additional  references  are  included  in  the  new 
bibliography.  An  index  has  been  added,  which  great- 
ly increases  the  usefulness  of  the  book.  The  paper 
and  binding  are,  however,  of  somewhat  poorer 
quality. 

Dr.  Bauer  emphasizes  the  tendency  of  many  phy- 
sicians to  become  preoccupied  with  the  more  de- 
tailed aspects  of  pathologic  physiology  and  to  for- 
get the  patient  as  a  unique  individual.  A  major 
objective  of  his  discussion  is  to  consider  the  patient 
as  a  whole  and  evaluate  his  innate  constitutional 
abilities  and  his  reaction  to  environmental  change. 
Although  many  geneticists  may  object  to  the  ready 
assumption  of  linked  genes  to  explain  certain  syn- 
dromes, most  readers  will  agree  to  the  basic  sound- 
ness of  most  of  the  conclusions  reached.  This  vol- 
ume will  probably  be  of  greatest  value  to  the  in- 
ternist and  the  general  practitioner,  but  specialists 
of  all  types  will  find  something  of  value  in  it. 
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Clinical  Roentgenology  of  the  Digestive 
Tract.  By  Maurice  Feldman,  M.D.,  As- 
sistant Professor  of  Gastroenterology,  Uni- 
versity of  Maryland;  Consulting  Roentgen- 
ologist, Sinai  Hospital,  Baltimore.  Ed.  2. 
Price  $7.00.  Baltimore,  The  Williams  and 
Wilkins  Company,  1945. 

This  new  edition  of  Feldman's  Clinical  Roentgen- 
ology of  the  Digestive  Tract  is  an  amazing  store- 
house of  information  concerning  practically  every 
phase  of  roentgenological  examination  of  the  in- 
testinal tract.  The  author  has  systematically  brought 
up  to  date  all  important  contributions  from  Ameri- 
can and  foreign  literature  leading  to  a  clear  under- 
standing of  roentgenologically  revealed  abnormali- 
ties of  the  gastrointestinal  tract.  All  important 
radiological  and  clinical  manifestations  are  dis- 
cussed fully  and  clearly.  Rarer  conditions  are  ade- 
quately treated.  This  book  attempts  to  be  an 
authoritative  quick  reference  volume,  and  it  ad- 
mirably accomplishes   this   purpose. 

Emphasis  is  placed  on  the  correlation  of  clinical 
and  roentgenological  findings.  The  techniques  of 
roentgenological  procedures  are  not  detailed.  Statis- 
tical data  are  included  in  proper  perspective.  Or- 
ganization of  material  is  excellent.  Debatable  clini- 
cal and  roentgenological  signs  and  diagnostic  find- 
ings are  given  fair  consideration.  There  is  con- 
siderable duplication,  but  this  is  inevitable  where 
essentially  the  same  abnormality  has  been  described 
in  the  literature  under  three  or  four  different  names. 
The  subject  matter  is  grouped  under  headings 
which  make  it  easy  to  find  the  discussion  of  any 
desired  condition. 

The  bibliography  is  adequate.  The  illustrations 
are  better  than  average  and  are  not  too  scarce.  The 
type  and  paper  are  better  than  those  of  most  current 
publications. 

As  a  veritable  one-volume  library  on  the  digestive 
tract,  containing  all  the  essential  information  neces- 
sary for  busy  roentgenologists,  this  book,  to  the 
reviewer's  knowledge,  has  no  equal.  The  author's 
twenty-six  years  of  clinical  and  roentgenological 
experience  is  blendea  with  his  extensive  knowledge 
of  the  literature  in  a  remarkable  way.  As  a  quick, 
ready,  concise  reference  volume  for  immediate  cor- 
relation of  clinical  and  roentgen  findings,  this  pub- 
lication fills  a  definite  need  for  radiologists,  general 
practitioners,  surgeons,  and  all  doctors  who  wish  to 
have  a  well  rounded  knowledge  of  diseases  of  the 
digestive  tract. 


Radiologic  Examination  of  the  Small  In- 
testine. By  Ross  Golden,  M.D.,  Professor 
of  Radiology,  College  of  Physicians  and 
Surgeons,  Columbia  University;  Director  of 
the  Radiologic  Service,  The  Presbyterian 
Hospital,  New  York.  239  pages.  Price,  $6.00. 
Philadelphia:  J.  B.  Lippincott  Company, 
1945. 

The  author  has  added  another  splendid  contribu- 
tion to  the  roentgenologic  knowledge  of  the  intes- 
tinal tract.  All  basic  facts  concerning  the  complete 
examination  of  the  small  bowel  are  presented  with 
the  author's  characteristic  clarity,  exactness,  and 
sparkling  appeal.  No  other  such  source  for  the 
methods,  interpretation  and  technique  of  small  bowel 
examination  is  to  be  found  in  the  English  language. 
Established   knowledge  is  emphasized;   questionable 


and  debatable  evidence  is  fairly  but  briefly  included, 
and  clinical  histories  are  added  where  needed.  The 
limitations  of  present  knowledge  and  diagnostic 
possibilities  are  stressed  in  unmistakable  termi- 
nology. 

Embryology,  anatomy,  and  physiology  are  dis- 
cussed in  a  brilliant,  short  summary.  The  chapter 
on  the  Miller-Abbott  tube  should  be  valuable  to  every 
gastro-intestinal  surgeon  and  will  help  him  to 
understand  better  the  difficulties  of  such  examina- 
tions and  the  reasons  for  unsatisfactory  results  in 
many  cases.  Disorders  of  nutrition  are  clarified; 
diseases  of  the  mesentery  are  included  and  well 
illustrated.  Allergic  manifestations  are  evaluated; 
inflammations  and  neoplasms  are  adequately  covered. 

The  effects  of  certain  drugs  on  the  small  bowel 
are  explained.  Miscellaneous  conditions  often  for- 
gotten by  the  busy  radiologist,  such  as  emotional 
changes,  parasitic  infestations,  amyloidosis  and 
scleroderma,  are  grouped  in  a  stimulating  chapter. 

The  bibliography  includes  200  references,  and  the 
index  is  adequate.  The  illustrations  are  carefully 
selected  and  most  instructive.  The  reproductions  of 
pathological  specimens  are  excellent  without  excep- 
tion. It  is  the  reviewer's  impression  that  this  rela- 
tively concise  volume  is  absolutely  essential  to 
radiologists,  gastroenterologists.  and  all  those  phy- 
sicians who  would  attempt  to  keep  abreast  of  the 
modern  advances  in  gastroenterology  and  radiology. 


The  Psychology  of  Women.  Volume  Two, 
Motherhood.  By  Helene  Deutsch,  M.D., 
Associate  Psychiatrist,  Massachusetts  Gen- 
eral Hospital;  Lecturer,  Boston  Psycho- 
analytic Institute.  498  pages.  Price  $4.50. 
New  York:  Grune  and  Stratton,  Inc.,  1945. 

This  is  the  second  volume  of  Dr.  Deutsch's  work 
The  Psychology  of  Women,  and  it  concerns  itself 
primarily  with  the  psychological  aspects  of  adult 
womanhood  and,  in  particular,  of  motherhood.  The 
psychological,  psychodynamic,  and  psychonatho- 
logical  aspects  of  conception,  pregnancy,  delivery, 
and  the  confinement  and  lactation  period  are  dis- 
cussed. A  serious  attempt  is  made  to  gain  some 
deeDer  understanding  of  the  emotional  factors  in 
various  personalities  who  undergo  this  set  of  ex- 
periences. Special  chapters  in  the  book  are  dedicated 
to  mother-child  relationships,  to  the  understanding 
of  unmarried  mothers,  adoptive  mothers  and  step- 
mothers, and  to  the  problems  they  face.  The  chapter 
which  deals  with  the  psychology  and  psychopatholo- 
gy  of  women  during  the  climacterium  should  be  of 
wide  general   interest. 

The  author  makes  use  of  a  large  number  of  case 
histories  to  illustrate  her  points.  Considering  the 
fact  that  she  is  dealing  with  an  unusually  difficult 
and  poorly  known  and  investigated  field,  her  attempt 
to  bring  some  understanding  into  a  heretofore  ex- 
isting chaos  brings  credit  to  the  author  and  the 
book.  The  language  here,  as  well  as  in  the  previous 
volume,  is  quite  psychoanalytically  oriented.  How- 
ever, general  biological  principles  are  not  neglected. 
The  book  is  well  organized  and  contains  an  exten- 
sive bibliography.  It  serves  a  very  definite  need  of 
our  time. 

This  volume  can  be  recommended  especially  to 
obstetricians,  gynecologists,  and  psychiatrists.  To 
pediatricians  who  are  interested  in  the  factors  be- 
hind the  difficulties  they  encounter  in  children,  the 
book  will  be  of  service.  All  general  practitioners, 
nurses,  and  social  workers  will  profit  from  time 
invested  in  reading  this  book. 


350 


NORTH  CAROLINA  MEDICAL  JOURNAL 


July,  1945 


3n  iftemnrtam 


HARRY    MAURICE    MONTGOMERY.    M.D. 

Inasmuch  as  death  has  removed  from  our  midst 
our  highly  esteemed  and  much  beloved  brother, 
Harry  Maurice  Montgomery,  whose  untiring  service 
to  his  fellow  men  brought  him  an  ever-widening 
circle  of  friends  and  the  deep  appreciation  of  his 
patients,  therefore  be  it 

Resolved,  That  we  have  lost  one  whom  we  shall 
ever  be  proud  to  recall  as  a  faithful,  though  retired 
member  of  this  Association,  an  honor  to  its  medical 
status,  and  an  example  to  its  associates  of  pure 
friendship,  noble  generosity,  and  true  manliness. 

Resolved,  That  the  medical  profession  at  large 
has  sustained  in  his  death  the  loss  of  a  hard-work- 
ing, sympathetic,  skillful,  and  gentlemanly  phy- 
sician. 

Resolved,  That  the  community  in  which  he  lived 
has  reason  to  bow  in  sorrow  at  the  loss  of  a  noble 
and  exemplary  citizen,  a  faithful  friend,  a  respected 
physician,  an  ornament  to  the  church,  and  a  fit  ex- 
ample of  morality. 

Resolved,  That  we  deeply  sympathize  with  the 
grief-stricken  wife  of  our  deceased  friend,  and  as- 
sure her  of  the  sincere  fellow-feeling  of  all  who 
know  of  her  great  affliction. 

Resolved,  That  in  the  presence  of  death  we  realize 
keenly  the  shortness  and  uncertainty  of  life,  and 
would  learn  afresh  the  lesson  that  we,  like  him, 
should  so  live  that  we  may  not  be  afraid  to  die. 

Resolved,    That    a    copy    of    these    resolutions    be 


sent  to  the  wife  of  the  deceased,  and  also  to  the 
medical  periodicals  of  the  Alamance-Caswell  Asso- 
ciation for  publication. 

The  Committee  on  Resolutions 
Alamance-Caswell   Medical   Association 

Dr.  C.  A.  Anderson,  Chairman 
Dr.   Graham  Harden 
Dr.  Ralph  Brooks. 

OPPORTUNITY 

Owing  to  death  of  owner  there  is  avail- 
able in  one  of  North  Carolina's  largest 
cities  a  well  equipped  seven-bed  clinic  and 
fully  equipped  office  for  the  practice  of  eye, 
ear,  nose  and  throat  treatment.  Gross  in- 
come last  year  between  S20,000  and  $25,000. 
Well  furnished  apartment  for  living  quart- 
ers in  same  building.  For  complete  informa- 
tion address  Box  "A"  care  N.  C.  Medical 
Journal,  P.  O.  Box  456,  Winston-Salem, 
N.  C. 


PHYSICIAN     WANTED 

Physician  for  industrial  dispensary  in  the 
South.  Must  be  graduate  Class  A  school. 
Please  write  details  and  give  references  in 
first  letter.  Expenses  of  interview  will  be 
arranged  for  satisfactory  applicants.  Write 
to  Medical  Director,  Box  590,  Knoxville  5, 
Tennessee. 
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METAMUCIL 

provides  Smoothage  in  the  treatment  of 

constipation,  protects  the  intestinal  mucosa, 

induces  a  gentle,  physiologic  action. 


Metamucil  is  the  highly  refined,  non- irritating  extract  of  a  seed  of  the 

psyllium  group,  Plantago ovata  (50%),  combined  with  dextrose  (50%).  Metamucil 

is  the  registered  trademark  of  G.  D.  Searle  &  Co.,  Chicago  80,  Illinois. 

SEARLE 

RESEARCH       IN       THE       SERVICE       OF       MEDICINE 
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A  Problem  in  Multiplication     5j 


X  26,000,000 


lake  the  case  of  John  Smith,  average 
American: 

For  over  three  years  now,  he's  been 
buying  War  Bonds.  Putting  away  a  good 
chunk  of  his  earnings,  regularly. 
He's  accumulating  money. 

Now  suppose  everybody  in  the  Payroll 
Plan  does  what  John  Smith  is  doing. 
Suppose  you  multiply  John  Smith  by 
26  million. 

What  do  you  get? 

Why — you  get  a  whole  country  that's 
just  like  John  Smith!  A  solid,  strong, 
healthy,  prosperous  America  where  every- 


body can  work  and  earn  and  live  in  peace 
and  comfort  when  this  war  is  done. 

For  a  country  can't  help  being,  as  a 
whole,  just  what  its  people  are  individu- 
ally! 

If  enough  John  Smiths  are  sound— 
their  country's  got  to  be! 

The  kind  of  future  that  America  will 
have — that  you  and  your  family  will 
have — is  in  your  hands. 

Right  now,  you  have  a  grip  on  a  won- 
derful future.  Don't  let  loose  of  it  for  a 
second. 

Hang  onto  your  War  Bonds! 


St/yALLTHB  BONOS  YOU  CAN..* 
KBBP  ALLTHB  BONOS  YOU  BUY 


This  is  an  official  U.S    Treasury  advertisement— prepared  under  auspices  of  Treasury  Department 
and  War  Advertising  Council 
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RETRACTION  AND  CONSTRICTION  RINGS 

Pierce  Rucker,  M.D. 
Richmond,  Virginia 


Hist o )  ica I  Considerations 

In  May,  1870,  a  35  year  old  woman  in 
labor  drowned  herself.  Her  body,  still  in 
rigor  mortis,  was  taken  to  the  anatomical 
laboratory  of  the  University  of  Leipzig, 
where  it  was  immediately  put  in  a  freezing 
mixture.  Eight  days  later  Professor  Braune 
sawed  it  in  two  longitudinally.  Thus  a  poor 
German  outcast  posed  a  question  that  has 
vexed  anatomists  and  obstetricians  to  this 
day.  For  inside  the  uterus  was  a  ring,  cold 
and  as  hard  as  marble.  Before  the  ring  was 
allowed  to  thaw,  Braune  measured  it  ac- 
curately and  had  his  famous  lithographs 
made.  He  called  this  ring,  which  was  11  cm. 
cephalad  to  the  external  os,  the  os  internum. 

Before  this  discovery,  it  was  known  that 
the  upper  part  of  the  uterus  was  thicker  than 
that  near  the  cervix.  The  illustrations  in 
William  Hunter's  beautiful  Atlas  of  the  Hu- 
man Gravid  Uterus  (1774)  show  this  point 
very  definitely.  Hunter  states  that  the  first 
subject  he  dissected  was  a  woman  who  died 
at  term.  Since  the  weather  was  favorable 
for  preserving  the  body,  he  leisurely  dis- 
sected it,  having  accurate  drawings  made  as 
the  dissection  progressed.  This  leisurely  dis- 
section probably  accounts  for  the  fact  that 
no  rings  on  the  interior  of  the  uterus  were 
seen.  However,  Hunter  not  only  depicted  but 
described  that  portion  of  the  cervix  uteri  we 
now  call  the  isthmus.  His  Plate  XXV  (fig. 
1)  is  from  a  subject  who  died  in  the  fifth 
month  of  pregnancy.  I  quote  from  his  de- 
scription :  "G,  the  upper,  narrower,  and 
smaller  part  of  the  passage  in  the  cervix 
uteri,  where  the  decidua  was  evidently  con- 
tinued down  into  the  inner  membrane  of  that 
passage." 

Read    before    the    Fourth    District    Medical    Society,    Rocky 
Mount,  November  8.   11)14. 


So  far  as  I  know,  Braune11 >  was  the  first 
to  use  the  frozen  section  technique  in  study- 
ing the  human  pregnant  uterus.  Certainly 
he  was  the  first  to  describe  a  ring.  To  Bandl, 
however,  goes  the  credit  for  raising  the  ques- 
tion as  to  what  enters  into  the  formation  of 
the  structure  caudad  to  this  ring'-1.  Braune 
misnamed  it,  but  Bandle  misinterpreted  it. 
Braune,  who  saw  it  first,  was  content  to  let 
the  matter  rest,  but  Bandl  persisted  in  his 
misconception  and  contended  for  it,  with 
varying  explanations,  at  three  important 
German  gynecological  meetings.  Hence  his 
is  the  best  known  of  all  the  names  connected 
with  this  ring.  He  taught  that  the  upper 
part  of  the  cervical  canal  dilated  into  a 
funnel-shaped  cavity,  and  that  all  the  struc- 
ture below  Braune's  ring  was  formed  from 
the  cervix  uteri.  Histological  studies,  how- 
ever, did  not  support  this  view.  Most  ob- 
servers showed  that  the  upper  part  of  this 
structure  was  lined  by  mucosa  similar  to  that 
of  the  uterine  body.  To  meet  these  criticisms 
Bandl  advanced  various  ideas :  ( 1 )  that 
muscle  layers  of  the  cervix  grew  and  ex- 
tended without  a  corresponding  growth  of 
the  cervical  mucosa,  or  (2)  that  the  mucosa 
of  the  fundus  slid  down  to  cover  the  upper 
part  of  the  cervical  canal,  or  else  (3)  that 
the  upper  part  of  the  cervical  mucosa  was 
destroyed  in  the  first  pregnancy  and  was  re- 
placed by  decidua.  And  so  the  battle  raged 
for  a  number  of  years — Kustner,  Marchand, 
Bayer  and  Zweifel  for  the  most  part  siding 
with  Bandl ;  and  Ruge,  von  Franque,  Dittel, 

1.    (a)   Braune.    Wilhelm:    The    Position    of    the    Uterus    and 
Foetus   at    the    End   of   Pregnancy.    Illustrated    by   sec- 
tions through  frozen  bodies,  Leipzig,  Veit  &  Co.,   1872. 
(b)   Braune,    W.    and    Zweifel,    P.:    Gefrierdurchschnitte    in 
systeniaticher     Anordung     durch     den     Koerper    einer 
Hochschwangeren  gefuehrt.   Leipzig,   1800. 
•2.    Bandl.    I..:    Ueher   das    Verhalten    des    Uterus   und    Cervix 
in   der   Sehwungerschaft   und   waenrend   der  Geburt,   Stutt- 
gart,  F.   Enke,    1876. 
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Fig.  1.  Plate  XXV  of  William  Hunter's  Atlas, 
showing  an  excellent  illustration  of  the  isthmus 
uteri. 

Veit,  Schroeder,  Langhans,  Mueller,  Mc- 
Donald, Leopold,  Martin  and  Saenger  op- 
posing him.  In  1886  Schroeder13'  named 
Bandl's  ring  the  contraction  ring.  This  choice 
of  a  name  was  unfortunate,  for  as  Barbour"1 
and  Lusk151  have  pointed  out,  the  term  re- 
traction ring  more  accurately  describes  this 
structure. 

The  problem  that  confronted  these  early 
investigators  was  indeed  a  difficult  one.  They 
were  not  dealing  with  a  static  organ,  but 
with  one  that  was  growing,  and  one  whose 
function  was  changing  from  that  of  nurtur- 
ing the  fetus  to  that  of  expelling  the  prod- 
ucts of  conception.  To  interpret  these  new 
structures  in  terms  of  the  non-pregnant  uter- 

3.  Schroeder.  K.  L.  E.:  LehrbUCb  de  Geburtshuelfe,  Bonn. 
M.  Cohen    &  Sohn,    L880,    ]).    155. 

1.  Barbour,  A.  II.  F. :  (a)  Some  Recent  Results'  from  the 
Study  of  Labour  by  Menus  of  Frozen  Seetions  and  Casts, 
Brit.  M.  3.  2:1002;  1(153.  1890;  (b)  The  Anatomy  of  Labour 
as  Studied  In  Frozen  Seetions,  Edinburgh,  1889;  (c)  On 
the  Frozen  Sections  by  lluinm  and  Blumreich  and  by 
Zangemelster.  Is  There  a  Lower  Uterine  Segment?  .1.  Obst. 
and  Gtynaec.  Brit.  Finn.  i:!::'i;7.  315.  1908;  fd)  Discussion 
mi  tiie  Lower  Uterine  Segment  in  Labour,  Tr.  Edinburgh 

ObSt.    SOC.     :is:JJ7,     1012  1 ::. 

3.  Lusk,  W.  T.:  The  Etiology  and  Indications  for  Treatment 
of  Irregular  Uterine  tctlon  during  I.ahor.  New  York  M.  J. 
17:561-577,  1873;   (abstr)   Med.  Rec.  8:321,  1873. 


Fig.  2.   A  cut  from  Schroeder1",  adapted  to  show 
synonyms  for  the  various  rings. 

us  at  a  time  when  the  histology  of  the  uterus 
was  not  fully  understood,  and  especially 
when  the  response  of  the  various  parts  of 
the  uterus  to  hormonal  stimulation  was  un- 
known, was  well  nigh  impossible.  Such  land- 
marks as  the  upper  border  of  the  symphysis 
pubis,  the  point  of  reflection  of  the  peri- 
toneum, branches  of  the  uterine  blood  ves- 
sels, the  lower  limit  of  decidual  reaction,  and 
the  location  of  the  fetal  membranes  were  of 
little  help.  Within  three  years  Bandl  changed 
his  explanation  of  the  ring  three  times.  In 
a  paper  read  before  the  American  Gynecolog- 
ical Society  in  1884,  Lusk""  described  the 
confusion  that  prevailed  at  this  time  and  re- 
ported the  findings  in  three  autopsies  per- 
formed on  women  dying  in  the  last  months 
of  pregnancy.  One  woman  was  evidently  a 
primigravida.  Two  of  the  autopsies  were 
done  by  Dr.  W.  H.  Welch  and  the  third  was 
performed  by  Dr.  Janeway.  In  each  subject 
the  cervix  was  4'o  cm.  long,  the  internal 
orifice  was  closed,  the  mucous  plug  ended  at 
the  termination  of  the  cervical  canal,  and  the 
membranes  were  adherent  to  the  borders  of 
the  internal  orifice.  None  showed  the  funnel- 
like cavity  described  by  Bandl  between  the 
ring  of  Mueller  and  the  adherent  mem- 
branes. Lusk  concluded  that  the  terms, 
"ring  of  Bandl"  and  "ring  of  Mueller,"  in- 
troduced into  obstetrical  nomenclature  an 
unnecessary  element  of  confusion  and  should 
be  abandoned. 


Lusk,  W.  T. :  A   Note  on  the  Rin 
Sol-.   9:291-208,    1884. 
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Anatomical  Rings 

It  was  not  until  1906,  when  Aschoff'7'  de- 
scribed the  isthmus  uteri,  that  the  anatom- 
ical and  physiological  significance  of  these 
structures  began  to  be  fully  understood.  The 
narrow,  lowermost  portion  of  the  uterine 
canal  (or  the  upper  part  of  the  cervical  canal 
according  to  Frankl)  is  lined  for  some  7  to 
10  mm.  by  a  thin  mucosa  that  is  similar  in 
structure  to  the  endometrium.  Its  decidual 
reaction,  however,  is  less  marked  than  that 
of  the  body  of  the  uterus.  At  the  upper  mar- 
gin of  this  structure  is  what  Aschoff  called 
the  anatomical  internal  os,  and  at  its  lower 
margin  is  what  he  called  the  histological  in- 
ternal os,  because  it  marks  the  upper  limit 
of  the  cervical  mucosa.  The  former  structure 
corresponds  to  Bandl's  or  Braune's  ring,  the 
latter  to  Mueller's  ring.  Early  in  pregnancy 
(fourth  month)  the  isthmus  hypertrophies 
and  begins  to  widen  out  to  form  the  lower 
uterine  segment.  Thus  we  have  normally 
three  rings.  First,  and  most  caudad,  is  the 
external  os.  Second,  at  the  upper  end  of  the 
cervix,  is  the  histological  internal  os,  or  the 
ring  of  Mueller.  It  corresponds  to  the  in- 
ternal os  as  described  by  Lusk  or,  in  the  par- 
lance of  the  Nomenclature  Committee  of  the 
Anatomical  Society,  the  orificium  isthmi  ex- 
ternum. The  third,  and  most  cephalad,  is  the 
anatomical  internal  os  of  Aschoff,  Bandl's 
ring,  the  orificium  internum  of  Braune,  the 
physiological  retraction  ring  of  Rudolph,  the 
corpus  sphincter,  the  contraction  ring  of 
Schroeder,  or  the  orificium  isthmi  internum. 
So  much  for  the  anatomical  rings. 

Contraction  Rings 
Classification 

There  is  another  type  of  ring  which  has 
no  definite  anatomical  location,  commonly 
called  the  contraction  ring.  It  may  occur  at 
any  level.  Instead  of  rising  or  retracting  as 
labor  progresses,  it  contracts  about  some  de- 
pression of  the  fetus  and  remains  fixed.  Clif- 
ford White'6'  in  1912  clearly  pointed  out  the 
clinical  differences  between  the  two  types  of 
rings.  When  there  is  no  mechanical  obstruc- 
tion to  labor,  there  should  be  no  confusion. 
When,  however,  there  is  a  contracted  pelvis 
or  other  obstruction  to  labor,  it  is  sometimes 

7.  Aschoff.  L. :  Das  untere  Uterinsegment,  Ztschr.  I.  Geburtsh, 
u.  Gynaek.  58:328-382,   1906. 

8.  White,  Clifford:  (a)  Proc,  Roy.  Soc.  Med.  0:70,  1912-13; 
(h)  Five  Cases  of  Labor  Obstructed  by  a  Contraction  Ring, 
Brit.  M.  .1.  2:752  (Dec.  2)  1916:  (c)  Contraction  and  Re- 
traction Rings,  Am.  J.  Obst.  &  Oynec.  11:361-307  (March) 
1926. 


difficult  to  say  whether  the  dystocia  is  due  to 
the  ring  or  to  the  disproportion. 

Rudolph'9',  who  has  made  an  intensive 
study  of  uterine  contractions  both  in  the  hu- 
man being  and  in  the  monkey,  has  recently 
collected  all  the  cases  of  contraction  rings 
that  have  been  reported.  He  endorses  White's 
classification,  and  in  addition  he  divides  re- 
traction rings  into  the  physiological  and  the 
pathological,  and  contraction  rings,  which 
he  prefers  to  call  constriction  rings  for  the 
sake  of  clearness,  into  the  reversible  and  the 
irreversible.  In  the  presence  of  mechanical 
obstruction  the  physiological  retraction  ring 
rises  to  higher  levels,  and  simultaneously  the 
lower  uterine  segment  becomes  thin.  The  re- 
traction ring  then  becomes  pathological,  and 
the  process  may  end  in  rupture  of  the  uterus. 
No  such  termination  is  associated  with  con- 
striction rings.  According  to  Rudolph,  there 
have  been  only  ten  ruptures  of  the  uterus  in 
patients  with  constriction  rings.  Nine  of 
these  were  due  to  operative  procedures.  The 
tenth  was  in  one  of  Rudolph's  own  cases — a 
patient  with  a  Naegele  pelvis  and  a  ring  that 
was  palpable  just  below  the  navel.  After 
several  hours  of  expectant  treatment  there 
was  a  spontanous  rupture  through  the  lower 
uterine  seerment.  It  is  not  clear  upon  what 
grounds  the  diagnosis  of  constriction  ring 
was  made.  The  description  fits  that  of  a 
pathological  retraction  ring. 

Rudolph  is  to  be  commended  in  the  first 
place  for  insisting  on  the  term  constriction 
ring,  a  name  that  was  used  bv  Reynolds'10' 
more  than  forty  years  ago.  So  far,  except 
possibly  in  Rudolph's  own  case,  it  has  not 
been  confused  with  retraction  ring.  He  is  to 
be  commended  in  the  second  place  for  em- 
phasizing; the  fact  that  most  constriction 
rine-s  will  relax  spontaneously.  This  obser- 
vation confirms  that  of  Jacquemier'11',  who 
in  1846  said  that  unequal  spastic  contraction 
of  the  uterus  varies  in  intensity  and  may 
cease  spontaneously.  Rudolph  is  to  be  fur- 
ther commended  for  outlining  a  treatment 
that  will  prevent  acidosis  and  dehydration 
in  these  protracted  cases. 

Clinically,  the  physiologic  retraction  ring 
needs  no  consideration.  Since  the  pathologic 
retraction  ring  makes  its  appearance  only  in 

9.  Rudolph.  Louis:  Constriction  Rinsr  Dystocia,  (a)  J.  Obst. 
&  Gynee.  Brit.  Emp.  42:992-1020  (Dec.)  1935;  (b)  J. A.M. A. 
108:532538    (Feb.   13)    1987. 

10.  Reynolds,  Edward  and  Newell,   F.  S. :  Practical  Obstetrics, 
Philadelphia,    Lea  Bros.   &   Co..    1902,   p.    184. 

11.  Jacquemier,  Jean-Marie:  Manuel  des  Accouchements, 
Paris,  Germer-Balliere,  1846,  v.  2,  p.  57. 
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obstructed  labor,  it  is  the  cause  of  the  ob- 
struction and  the  means  of  meeting  the  me- 
chanical difficulty  which  are  important  clin- 
ically. The  retraction  ring  itself  offers  no 
impediment  to  the  birth  of  the  baby.  It  does 
explain  the  occurrence  of  rupture  of  the 
uterus  in  neglected  cases. 

Constriction  rings,  on  the  other  hand,  pre- 
sent serious  clinical  problems  in  themselves. 
They  may  occur  in  any  stage  of  labor  and 
are  entirely  unpredictable  (unless  the  obser- 
vations of  Miles  Phillips'12'  are  confirmed). 
The  constriction  ring  contracts  so  firmly 
about  the  fetus  that  for  all  practical  pur- 
poses the  uterus  and  the  baby  are  one  struc- 
ture. As  long  as  it  persists,  there  is  no 
change  in  the  position  of  either  the  ring  or 
the  infant.  For  that  reason,  there  is  no  risk 
of  spontaneous  rupture  of  the  uterus.  On 
the  other  hand,  there  is  no  chance  of  the 
baby's  being  born.  Nevertheless,  painful 
uterine  contractions  continue.  In  fact,  the 
pain  incident  to  the  contractions  seems  out 
of  all  proportion  to  their  strength,  and  cer- 
tainly to  their  effectiveness.  Miles  Phillips 
says  that  this  characteristic  type  of  pain 
makes  its  appearance  early  in  labor.  The 
contractions  of  ordinary  labor  are  painful 
only  at  their  peak.  The  pains  that  Phillips 
describes  as  "colicky"  and  that  Maubray""' 
in  sturdy  Elizabethan  English  called  "bas- 
tard pains"  begin  as  soon  as  the  contraction 
can  be  felt  by  the  palpating  hand,  and  con- 
tinue until  the  uterus  relaxes.  Mead'ui  in 
the  eighteenth  century  recognized  the  ad- 
vantages of  morphine  in  treating  these 
pains.  When  colicky  pains  occur,  according 
to  Phillips,  a  constriction  ring  may  be  ex- 
pected to  develop. 

Cause 

Various  explanations  for  constriction  rings 
have  been  advanced  from  time  to  time.  Rig- 
by'lr"  mentions  cold  forceps.  Cheron1"" 
thought  they  were  caused  by  anything  that 
induced  hyperactivity  of  the  uterus,  such  as 
ergot,  bags,  bougies,  or  obstruction  to  the 
progress  of  labor.  White  said  they  were  due 
to  premature  rupture  of  the  membranes  and 

12.  Phillips.  M.  H.:  (a)  Contraction  Ring  in  the  First  Stase 
of  Lahor.  J.  Ohst.  &  Gvnaec.  Brit.  Enip.  41:107.  19(4;  (In 
The  Prophylaxis  of  Constriction  Ring  Dystocia,  .1.  ohst.  fj 
Gynaec.  Brit.  Bmp.  15:088 048  (Aug.)  mis :  (c)  Discussion 
of  Pendleton's  paper,  Abnormal  Bandl  King,  Am,  J.  Obst, 
fc  r.yiiiv.  Bi:iM-as6  (Feb.)  ids'. 

18,  Mauiirav.  John:  The  Female  Physician,  London.  J.  Hol- 
land,   1721.   p.    211. 

II.  Mead,  Richard:  Medical  Works.  Etllnhurtfh.  A.  Donaldson 
A:  C.  Elliott,    1775.   p.    182. 

n.  Richy.  E.l  System  of  Midwifery.  Philadelphia.  Lea  & 
Blanchard.  1841,  p.  sao. 

16,  Cheron,  Henri:  Des  difflcultes  de  la  version  enusees  par 
la    retraction    de    I'nnneau    dc    Bandl,    Paris.    These,    1  MOP. 


intrauterine  manipulation.  Rudolph,  from 
an  analysis  of  his  own  cases  and  of  those 
reported  in  the  literature,  is  convinced  that 
the  premature  rupture  of  the  membranes  is 
not  a  causative  factor,  since  it  was  not  pres- 
ent in  45  per  cent  of  the  cases.  He  is  also 
convinced  that  malpositions  play  little  part 
in  the  etiology.  He  believes  that  a  "disturb- 
ance of  the  physiology  of  the  uterus,  or  a 
localized  increased  irritability  of  the  uterus 
is  probably  the  cause  of  the  (inco-ordina- 
tion)  annular  spasm  of  the  circular  muscle 
fibres  at  different  levels  and  an  inhibition  of 
the  longitudinal  muscle  fibres."  In  1927  I 
reported  on  the  use  of  adrenalin  in  the  treat- 
ment of  constriction  rings"71.  At  that  time 
I  thought  of  the  condition  as  being  due  to  a 
faulty  nerve  action,  or  an  imbalance  between 
the  sympathetic  and  the  parasympathetic 
system  which  was  temporarily  restored  to 
normal  by  adrenalin.  Clinically,  it  would 
seem  that  this  imbalance  is  based  on  fatigue 
— a  phenomenon  comparable  to  that  of  inter- 
mittent claudication.  Pride"81  and  Rein- 
berger"1"  have  found  in  such  cases  an  acido- 
sis or  low  carbon  dioxide  combining  power 
due  to  the  accumulation  of  lactic  acid  in  the 
blood. 

Incidence 

The  frequency  with  which  this  condition 
is  encountered  depends  upon  the  care  with 
which  it  is  looked  for.  Johnson12"'  reported 
105  cases  in  7339  private  cases.  In  6979  pri- 
vate patients  delivered  since  November, 
1932,  I  have  found  105  constriction  rings,  or 
one  in  every  66  cases.  Many  reversible  con- 
striction rings  are  overlooked  entirely,  the 
case  being  labeled  merely  prolonged  labor 
without  a  determination  of  the  cause.  Many 
difficult  forceps  operations  in  patients  with 
normal  pelves  are  due  to  constriction  rings 
which  are  not  recognized. 

Diagnosis 

The  presence  of  a  constriction  ring  should 
be  suspected  whenever  there  is  a  delay  in 
labor  without  apparent  cause.  The  suspicion 
is  heightened  if  the  uterine  contractions  are 

17.  Rucker,  M.  P.:  The  Treatment  of  Contraction  Ring  Dys- 
tocia with  Adrenalin.  Am.  .1.  Obst.  *  Gvncc.  [4:008-815 
(Nov.!    11127. 

is.    Pride,  W.  T. :   (a)   Retraction   Bins  and   Difficult   Deliver 

ics.    South.    M.    J.    10:212-21:.    (March)     1020  :     (1.1     Retraction 

Ring  Dystocia:  Its  Cause  and  Correction,  Surg..  Gynec.  \ 
Ohst.   86:1047-1058   (June)    lo:is. 

lo,  Relnberger,  James  R.:  Etiology  and  Management  of  Con- 
traction Ring  Dystocia.  J.  Oklahoma  M.  A.  84:875-378 
(Sept.)    1841. 

20.  Johnson,  H.  \V. :  Delay  In  Labor  Caused  by  Mild  Degrees 
Of  Bandl'--  Bins.  Texas  State  J.  Med.  87:588-540  (Dec.) 
ion. 
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painful  out  of  proportion  to  their  effective- 
ness. When  labor  comes  to  a  standstill  in 
spite  of  the  fact  that  the  patient  continues 
to  suffer,  a  constriction  ring  is  frequently 
found  to  be  the  cause.  Vaginal  examination 
discloses  the  presenting  part  to  be  loose  in 
the  pelvis ;  about  it  the  cervix  hangs  as  loose- 
ly as  a  coat  sleeve.  The  diagnosis  is  con- 
firmed by  feeling  the  ring  with  the  hand 
within  the  uterus.  The  constriction  is  dif- 
ferentiated from  the  pathological  retraction 
ring  (there  would  be  no  occasion  to  intro- 
duce the  hand  into  the  uterus  to  feel  a  physi- 
ological retraction  ring)  by  the  tightness  of 
the  ring  about  the  child.  In  the  case  of  con- 
striction ring  the  presenting  part  is  freely 
movable  within  the  pelvis,  but  not  within  the 
uterus.  With  a  retraction  ring  the  reverse 
is  the  case:  the  presenting  part  is  driven 
tightly  into  the  pelvis,  but  if  disengaged  can 
be  moved  freely  within  the  uterus.  Gilliatt 
described  a  sign  which  he  says  is  pathogno- 
monic of  a  constriction  ring:  "If  on  vaginal 
examination,  either  with  or  without  anes- 
thesia, the  head  of  the  child  can  be  pressed 
into  the  pelvis  in  the  interval  between  con- 
tractions, but  when  the  manoeuver  is  re- 
peated during  contraction,  the  head  cannot 
be  made  to  descend,  then  this  obstruction  de- 
pends for  its  action  upon  the  rigidity  of  the 
contracting  uterus."  I  have  noticed  the  same 
phenomenon  when  I  have  applied  forceps.  If 
an  attempt  is  made  to  rotate  the  head,  it  will 
return  to  its  original  position  when  the  for- 
ceps are  released ;  or  if  traction  is  put  on  the 
head,  it  will  descend  for  a  certain  distance 
only  to  regress  when  the  traction  is  stopped. 
When  this  phenomenon  has  occurred,  I  have 
always  found  a  constriction  ring  upon  ex- 
amination with  the  whole  hand  within  the 
uterus. 

Prognosis 

The  prognosis  in  cases  of  constriction  ring 
dystocia  depends  upon  a  correct  diagnosis 
and  the  institution  of  proper  treatment.  The 
earlier  writers  reported  extremely  bad  re- 
sults: White,  an  infant  mortality  of  72  per 
cent,  a  maternal  mortality  of  31.5  per  cent; 
Michael'-11,  a  fetal  mortality  of  from  40  to 
86  per  cent  and  a  maternal  mortality  of  from 
20  to  33  per  cent.  As  late  as  1941  McGill1221 
reported  a  fetal  mortality  of  46  per  cent  and 

21.  Michael,  W.  A.:  Bandl's  Ring  as  a  Cause  of  Dystocia  with 
a  Report  of  4  Cases,  Am.  J.  Obs't.  &  Gynec.  10:111-119 
(July)    !•>". 

22.  McGill.  J.  W.:  Contraction  King  Dystocia,  Wisconsin  M.J. 
10:105-108   (Feb.)    1941. 


a  maternal  mortality  of  15  per  cent.  Harp- 
er123', who  recommended  delivery  from  be- 
low after  the  ring  was  relaxed  with  deep 
ether  anesthesia,  said  that  the  fetal  and  ma- 
ternal mortality  in  his  cases  was  negligible. 
Herman  Johnson,  who  had  105  cases  in  pri- 
vate practice,  had  no  maternal  mortality  and 
a  fetal  mortality  of  only  5  per  cent. 

Treatment 

The  constriction  ring  may  appear  at  any 
time  in  the  three  stages  of  labor.  When  it 
occurs  early  in  the  first  stage,  treatment 
should  be  expectant.  Rudolph  has  shown  that 
most  constriction  rings  belong  to  the  revers- 
ible type.  The  patient  should  be  given  mor- 
phine or  demerol  and  encouraged  to  sleep. 
If  the  patient  is  not  allowed  to  become  de- 
hydrated, there  is  no  reason  to  worry  about 
the  length  of  labor.  After  a  good  rest,  labor 
is  apt  to  progress  in  a  more  normal  manner. 

When  the  constriction  ring  appears  late 
in  the  first  stage  or  after  the  cervix  is  fully 
dilated,  two  lines  of  treatment  are  possible. 
One  is  to  rest  the  patient  with  morphine  and 
keep  up  the  fluid  intake  and  the  electrolyte 
balance.  Rudolph  reports  excellent  results 
from  this  method  of  treatment.  On  the  other 
hand,  if  the  constriction  ring  can  be  relaxed, 
the  baby  can  be  safely  delivered  from  below 
much  sooner.  Dragging  the  baby  through  a 
ring  that  is  not  relaxed  has  no  place  in  good 
obstetrical  practice,  and  cesarean  section 
after  intrauterine  examination  and  manipu- 
lation is  dangerous. 

The  constriction  ring  can  be  made  to  relax 
in  various  ways.  Beeson'24'  was  able  to  relax 
the  ring  in  his  case  with  chloroform  and  de- 
liver the  baby  by  version  and  extraction. 
Both  mother  and  baby  did  well.  Harper  was 
able  to  relax  the  rings  with  deep  ether  anes- 
thesia in  all  his  cases  save  one,  a  patient  he 
had  previously  treated  with  pituitrin.  On  the 
other  hand,  cases  have  been  reported  in 
which  deep  anesthesia  had  no  effect  upon  the 
ring.  Souter'2'""  reported  excellent  results 
from  the  use  of  amyl  nitrite.  Barnes1215'  and 
Croft127'  reported  success  with  this  method 
in  some  cases  and  failure  in  others. 

23.  Harper.  P.  T. :  (a)  Contraction  King  Dystocia.  Am.  J. 
Obst.  68:040-641),  1913;  (b)  Contraction  Ring  Dystocia,  Am. 
J.  Obst.  73:15-22  (Jan.)  191(i:  (c)  Bandl's  Rins  and  Diffi- 
cult Labor,  Surg..  Gynec.  (fe  Obst.  35:198-208   (Aug.)    1922. 

21.  Beeson,  C.  F. :  Hour-Glass  Contraction  of  Uterus,  Am. 
Med.   7:315.    1901. 

25.    Souter.  C.  H.:   Australian    M.   Gaz.   25:568,    1900. 

2fi.  Barnes.  Fancourt:  Hour-Glass  Contraction  of  the  Uterus 
Treated   with   Nitrite  of   Amyl.   Brit.   M.  J.   1:377.    1xk2. 

27.  Croft.  C.  R. :  Two  Cases  of  "Contraction  Ring"  with 
Observations  on  Treatment.  Especially  by  Amyl  Nitrite. 
Lancet  2:160-168   (July  28)   1828. 
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Some  twenty  years  ago,  when  I  was  study- 
ing the  effect  of  caudal  anesthesia  upon 
uterine  contractions,  I  noticed  that  the  kym- 
ographic  records  showed  cessation  of  uterine 
contractions  whenever  adrenalin  was  added 
to  the  novocaine  solution.  I  checked  this  ob- 
servation by  giving  adrenalin  subcutaneous- 
ly,  and  obtained  the  same  sort  of  tracings. 
When  I  reported  these  findings  before  the 
obstetrical  section  of  the  Southern  Medical 
Association'--',  it  was  suggested  that  adren- 
alin should  be  a  valuable  remedy  for  constric- 
tion ring  dystocia.  With  the  hand  within  the 
uterus,  one  can  feel  the  ring  relax  when  5  to 
7  minims  of  a  1 : 1,000  solution  of  adrenalin 
are  given  hypodermically.  When  the  ring 
relaxes,  the  baby  can  be  delivered  by  ap- 
propriate means — version  and  extraction  or 
forceps.  It  has  been  argued  that  the  relax- 
ation which  I  and  others  have  thought  to  be 
due  to  adrenalin  was  in  reality  due  to  the 
anesthetic;  that  no  one  has  observed  a  ring 
to  relax  in  a  patient  who  was  not  under  an 
anesthetic.  Recently,  Thorp1291  has  seen  a 
ring  relax  under  his  eye  in  a  patient  who  was 
operated  on  under  a  single  injection  of  spinal 
anesthesia.  The  ring  was  quite  evident  when 
the  uterus  was  opened,  but  faded  quickly 
after  adrenalin  was  given  hypodermically.  I 
do  not  see  how  the  disappearance  of  the  ring 
in  his  case  can  be  attributed  to  "deepening" 
of  the  anesthesia. 

A  constriction  ring  occurring  in  the  third 
stage  is  usually  treated  with  anesthesia  plus 
expression  or  manual  removal  of  the  pla- 
centa. Here,  too,  adrenalin  is  useful  and  will 
often  obviate  the  administration  of  more 
anesthetic  and  save  the  patient  from  the 
dangers  of  manual  removal  of  the  placenta. 

Analysis  of  Cases 

Since  November,  1932,  there  have  been 
6,979  deliveries  by  the  staff  of  the  Johnston- 
Willis  Hospital  and  by  me  personally  at  sev- 
eral other  hospitals.  In  this  number  there 
were  105  constriction  rings.  Eighty-one  of 
these  105  patients  were  primiparas;  16  had 
had  one  child  previously;  4,  two  previous 
children;  1,  three  previous  children;  1,  four; 
and  1  was  a  grande  multipara,  having  had 
more  than  nine  previous  children.  The  aver- 
age age  of  these  patients  was  29  years.  The 
youngest  was  18  and  the  oldest  was  42  years. 
There  were  only  4  in  their  teens;  57  were 

■_'-  Kucker,  If.  P.:  Action  of  Adrenalin  on  Pregnant  Human 
Uterus,   South.   M.  J.    18:112-41*    (June)    1925. 

29.  Thorp.  Adam  T. :  Relaxation  of  Bandl's  Contraction  Ring 
with  Adrenalin  Chloride.  Correspondence.  Am.  J.  Obst.  & 
i.ynec.  46:772   (Nov.)    19)3. 


between  20  and  30  years  of  age.   Thirty-nine 
were  between  30  and  40,  and  5  were  over 
40.   The  average  age  for  the  6,979  patients 
was  26.1  years.    There  was  nothing  signifi- 
cant in  the  family  history  of  the  105  patients 
nor  in  their  past  history.    One  had  a  2  plus 
Wassermann  reaction,  and  one  was  married 
to  a  man  who  was  known  to  have  had  syphi- 
lis. In  39  there  was  a  history  of  normal  men- 
struation.   Eleven  had  irregular  menstrua- 
tion.   Four  menstruated  at  shorter  intervals 
than  twenty-six  days  and  10  at  longer  inter- 
vals than  thirty  days.    Twenty-six  began  to 
menstruate  at  an  earlier  age  than  13  years, 
and  14  at  a  later  age  than  14  years.   Thirty 
gave    a    history    of    painful    menstruation. 
Forty-five  patients  had  normal  pelves;    12, 
justo  minor  pelves;  14,  funnel  pelves;  and  2, 
fiat  pelves;  the  remainder  were  unclassified. 
Most  of  these  patients  were  in  advanced  la- 
bor when  they  were  first  seen.  Four  patients 
gave  the  history    of  a  threatened    abortion 
early  in  their  pregnancy.  Labor  was  induced 
in  63  instances,  or  60  per  cent  of  the  cases; 
this  percentage  is  somewhat  higher  than  that 
in  the  whole  series,  which  is  531  2  per  cent. 
Seven  patients  had  dry  labors,  their  mem- 
branes having  ruptured  at  or  before  the  be- 
ginning of  labor.   In  18,  small  doses  of  pitui- 
trin  were  used  to  hasten  the  onset  of  labor, 
and  in  4  instances  pituitrin  was  used  in  the 
second  stage  of  labor.   There  was  one  set  of 
twins  in  the  series.   The  presentations  of  the 
106  infants  were  as  follows:  right  occiput 
anterior,  8;  left  occiput  anterior,  16;  right 
occiput  posterior,  37;  left  occiput  posterior, 
34;  face,  1;  brow,  3;  breech,  6;  shoulder,  1. 
Seventy-two  were  delivered  by  version  and 
extraction;   6  by  breech  extraction:   14  by 
mid  forceps  operation,  8  by  low  forceps,  and 
1  by  craniotomy.    A  Voorhees  bag  was  used 
once   and  the  cervix  was    dilated    manually 
eight  times.    Ether  anesthesia  was  used  85 
times,     intravenous    pentothal    sodium     16 
times,  caudal  twice,  spinal  once.    In  1  case 
the  anesthetic  agent  was  not  recorded.    The 
average  duration  of  labor  was  32.5  hours,  the 
extremes  being  4  hours  and  99  hours.    The 
average  duration  of  labor  in  the  whole  series 
was  13%  hours.    Not  all  cases  of  prolonged 
labor  by  any  means  are  due  to  constriction 
rings.    Of  163  cases  of  more  than  50  hours' 
duration,  20  or  12  per  cent  had  constriction 
rings.  Of  317  cases  of  30  to  49  hours'  dura- 
tion, 26  (8  per  cent)  had  constriction  rings. 
Perhaps  a  word  of  explanation  about  in- 
cluding the  craniotomy  case  is  in  order.  This 
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patient  was  brought  into  the  hospital  in  an 
ambulance,  having  been  in  dry  labor  for  three 
days.  The  fetal  heart  sounds  could  not  be 
heard.  Under  pentothal  sodium  anesthesia 
an  exploration  of  the  interior  of  the  uterus 
was  done.  A  tight  ring  was  found  about  the 
baby's  neck.  The  cord  was  not  pulsating. 
The  ring  relaxed  under  adrenalin,  but  it  was 
felt  that  the  baby  was  too  big  and  the  outlet 
of  the  pelvis  was  too  small  to  attempt  a  ver- 
sion and  extraction.  After  the  patient  had 
been  under  observation  for  two  days  the  cer- 
vix was  completely  dilated.  Forceps  delivery 
was  unsuccessfully  attempted,  and  a  cranio- 
tomy was  accordingly  done.  The  ring  is 
classed  as  a  constriction  ring  because  of  its 
tightness  about  the  baby's  neck  and  because 
it  did  not  ascend  during  labor. 

Results 

There  was  no  maternal  mortality.  Eleven 
babies  were  stillborn ;  2  of  these  were  macer- 
ated and  one  other  was  dead  before  the 
mother  was  admitted  to  the  hospital.  Four 
babies  died  in  the  first  two  weeks  of  life,  mak- 
ing a  total  of  15  babies  lost  or  a  gross  fetal 
mortality  of  14  per  cent.  This  is  four  times 
the  fetal  mortality  of  the  entire  series.  One 
baby  had  an  imperforate  anus ;  another  had 
atresia  of  the  jejunum ;  a  third  had  spina 
bifida ;  and  two  had  hemorrhagic  disease  of 
the  newborn.  One  had  a  transitory  Erbs 
paralysis. 

The  maternal  complications  were  as  fol- 
lows :  febrile  puerperium,  12  cases ;  eclamp- 
sia, 2 ;  pre-eclampsia,  1 ;  ablatio  placentae,  1 ; 
primary  uterine  inertia,  1 ;  prolapsed  cord, 
1 ;  mastitis,  1 ;  pyelitis,  1 ;  sacro-iliac  strain, 
1 ;  pruritus,  1 ;  edema  of  the  cervix,  1.  At 
least  4  of  the  12  febrile  patients  had  amniotic 
sac  infection.  In  these  105  patients  there  had 
been  a  scattering  of  intercurrent  infections 
in  pregnancy,  as  follows :  enteritis,  2 ;  influ- 
enza, 1 ;  bronchitis,  2  ;  tonsillitis,  1 ;  infantile 
paralysis,  1 ;  Bell's  paralysis,  1.  Two  pa- 
tients had  diabetes,  and  3  were  markedly 
overweight. 

Summary 

One  hundred  and  five  cases  complicated  by 
constriction  rings  in  a  series  of  6,979  deliv- 
eries have  been  analyzed.  The  group  with 
constriction  rings  contained  a  higher  per- 
centage of  primiparas  and  were  a  little  older 
than  the  group  as  a  whole.  There  was  a  sig- 
nificantly larger  number  of  malpositions  in 
the    constriction    ring    cases.    The    average 


duration  of  labor  was  increased.  While  con- 
striction rings  should  always  be  thought  of 
when  labor  is  prolonged,  they  are  not  the 
only  nor  the  most  frequent  cause  of  pro- 
longed labor.  If  we  think  of  constriction 
ring  as  being  a  fatigue  phenomenon,  then  the 
significance  of  primiparity,  of  increased  age, 
and  especially  of  malposition  of  the  fetus 
becomes  apparent. 

Under  the  administration  of  adrenalin  the 
ring  disappeared  for  a  sufficient  length  of 
time  to  permit  a  safe  delivery  in  all  these 
cases. 


PNEUMOCOCCIC  MENINGITIS 

IN  CHILDREN 

With  Report  of  Four  Cases 

Dan  P.  Boyette,  M.D. 

and 

William  L.  Venning,  M.D. 

Winston-Salem 

Prior  to  the  advent  of  chemotherapy, 
pneumococcic  meningitis  was  almost  invari- 
ably fatal ;  the  mortality  was  greater  than 
99  per  cent.  A  review  of  the  literature  in 
1927  revealed  only  150  recoveries  from  this 
disease11'.  Antipneumococcic  horse  serum 
was  introduced  in  1930,  and  this  offered  the 
first  therapeutic  hope.  Only  30  more  cures, 
however,  were  reported  up  to  1939'1'.  The 
first  real  forward  step  was  made  in  1937, 
with  the  introduction  of  sulfonamides  and 
type-specific  antipneumococcic  rabbit  serum. 
The  mortality  figures  dropped  dramatically 
from  almost  100  per  cent  to  an  average  of 
50  per  cent,  some  writers  reporting  rates  as 
low  as  35  per  cent. 

Even  then,  the  majority  of  recoveries 
were  in  adults ;  fatality  rates  in  children  less 
than  2  years  of  age  still  ranged  over  80  per 
cent.  It  has  been  shown  that  pneumococcic 
antibodies  are  not  produced  during  the  first 
2  years  of  life'11.  Eighty  per  cent  of  all  cases 
of  pneumococcic  meningitis  occur  in  children 
in  this  age  group;  the  peak  incidence  is 
reached  at  six  months,  and  falls  off  abruptly 
after  that'21.  Thus,  the  highest  fatality  rate 
unfortunately  occurs  in  the  age  group  with 
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the  highest  incidence  of  cases.  Special  effort 
should  therefore  be  directed  toward  the 
treatment  of  pneumococcic  meningitis  in  in- 
fants. 

With  the  advent  of  penicillin,  the  outlook 
for  the  youthful  patient  with  pneumococcic 
meningitis  is  considerably  better  than  it  was 
only  a  few  years  ago. 

The  purpose  of  this  paper  is  to  present  4 
case  reports  showing  our  experience  with 
various  forms  of  therapy  in  children  with 
pneumococcic  meningitis. 

Case  Reports 

Case.  1 

G.  S.,  a  4  months  old  white  male  infant  weighing 
14  pounds,  was  admitted  February  13,  1944,  acutely 
ill.  His  present  illness  had  begun  five  days  previ- 
ously as  a  common  cold  with  cough,  but  accom- 
panied by  high  fever  and  convulsions.  He  was  seen 
for  the  first  time  three  days  before  admission  by 
his  local  physician,  who  made  a  diagnosis  of 
bronchopneumonia  and  began  giving  the  child  sulfa- 
merazine.  Twelve  hours  before  admission  it  was 
noticed  that  the  patient's  neck  was  stiff,  and  he 
was  referred  to  this  hospital. 

When  first  seen  here  the  child  was  fretful;  the 
neck  was  definitely  rigid,  and  the  fontanel  was  bulg- 
ing and  tense.  The  chest  was  clear.  Babinski  and 
Kernig  signs  were  positive.  A  lumbar  puncture  was 
done  immediately,  and  spinal  fluid  under  only  mod- 
erately increased  pressure  was  obtained.  The  cell 
count  was  1,000,  with  a  predominance  of  polymor- 
phonuclears, and  the  Pandy  reaction  was  4  plus. 
Cultures  of  the  spinal  fluid  revealed  type  XIV  pneu- 
mococci.  A  blood  culture  made  at  the  same  time 
was  positive  for  the  same  organism. 

Sulfamerazine  was  continued  in  a  dosage  of  0.2 
Gin.  per  kilogram  of  body  weight  every  twenty-four 
hours,  and  supportive  treatment,  including  trans- 
fusions, was  given.  A  second  lumbar  puncture  on 
the  fourth  day  revealed  1,450  cells,  predominantly 
polymorphonuclears.  The  blood  sulfamerazine  level 
at  this  time  was  7.5  mg.  per  hundred  cubic  centi- 
meters1,11. The  dose  was  increased  to  0.5  Gm.  per 
kilogram,  and  two  days  later  the  blood  sulfamera- 
zine level  was  5.5  mg.  A  lumbar  puncture  done  on 
this  day  revealed  GOO  cells,  predominantly  polymor- 
phonuclears. 

Because  clinical  improvement  was  not  satisfac- 
tory, and  because  cultures  of  the  blood  and  spinal 
fluid  were  still  positive  for  pneumococci,  the  drug 
was  changed  to  sulfapyrazine,  0.4  Gm.  per  kilogram 
every  twenty-four  hours.  Another  lumbar  puncture 
done  the  next  day  revealed  450  cells,  and  the  level  of 
sulfapyrazine  in  the  blood  was  12  mg.  per  100  cc. 
The  following  day  (sixth  hospital  day)  the  spinal 
fluid  contained  1,050  cells,  and  the  child  seemed  to 
be  getting  worse.  Fifty  thousand  units  of  type  XIV 
antipneumococcic  rabbit  serum  were  given  subcu- 
taneously  in  100  cc.  of  saline  solution.  On  the 
seventh  day  another  50,000  units  were  given  intra- 
venously. 

Two  days  later  lumbar  puncture  revealed  only 
300  cells;  3  cc.  of  fresh  complement  (using  patient's 
serum  plus  donor  serum)  were  given  intrathecally. 
The  next  day  the  patient's  temperature  was  normal 
for  the  first  time,  but  by  the  twelfth  day  it  had 
risen  again.  Another  lumbar  puncture  was  done  and 

■t.    All  sulfonamide  levels  mentioned  herein  are  reported  as 
the  level  of  free  sulfonamide  ill  the  blood, 


25,000  units  of  antipneumococcic  serum  plus  3  cc. 
of  fresh  complement  were  injected  intrathecally;  an- 
other 25,000  units  of  antipneumococcic  serum  were 
given  intravenously.  The  patient's  temperature 
again  returned  to  normal  and  remained  so  through- 
out the  rest  of  his  hospital  stay.  The  Quellung  test 
for  the  patient's  serum  (diluted  1:10)  against  his 
own  organism  was  positive  for  the  first  time  after 
this. 

Because  of  difficulty  in  maintaining  a  therapeutic 
level  with  sulfapyrazine,  the  drug  was  changed  to 
sulfadiazine.  A  lumbar  puncture  done  one  week 
after  the  intrathecal  injection  of  serum  revealed 
only  48  cells;  it  was  sterile  for  the  first  time,  and 
the  child  was  clinically  well.  Sulfadiazine  therapy 
was  discontinued  on  the  twenty-first  hospital  day, 
and  the  child  remained  free  of  symptoms  and  fever. 
The  last  lumbar  puncture,  done  a  few  days  before 
discharge,  revealed  only  14  cells  (6  polymorphonu- 
clears and  8  monocytes),  and  the  culture  was  sterile. 
The  patient  was  discharged  on  the  thirty-second  day 
(March  15,  1944)   as  cured. 

A  follow-up  examination  six  months  later  re- 
vealed no  evidence  of  residual  damage  to  the  central 
nervous  system. 

Case  2. 

B.  T.,  a  9  year  old  boy,  was  admitted  on  October 
22,  1944,  after  an  illness  of  two  days,  characterized 
by  headache,  vomiting  and  stupor.  When  admitted 
to  the  hospital  he  was  comatose  and  was  thrashing 
wildly.  Opisthotonos  was  present  and  the  Brudzin- 
ski  and  Kernig  signs  were  positive.  Left  facial 
paralysis,  left  carpopedal  spasm,  and  left  ankle 
clonus  were  noted.  Lumbar  puncture  revealed  cloudy 
fluid  under  pressure;  there  were  8,000  cells,  with  96 
per  cent  polymorphonuclears.  Only  two  colonies  of 
pneumococci,  which  could  not  be  typed,  were  grown 
from  the  spinal  fluid  on  culture.  Blood  culture  was 
negative.  The  patient  was  started  on  sulfadiazine, 
0.2  Gm.  per  kilogram  of  body  weight  every  twenty- 
four  hours.  Gross  hematuria  appeared  the  next  day, 
however,  and  the  drug  was  discontinued.  In  its  place 
were  given  sulfamerazine,  0.1  Gm.  per  kilogram 
every  twenty-four  hours,  and  penicillin,  7,000  units 
intramuscularly  every  two  hours  and  10,000  units 
intrathecally  daily  for  three  days.  Lumbar  puncture 
on  the  second  day  revealed  2,450  cells;  on  the  fourth 
day,  1,600  cells.  Culture  of  the  spinal  fluid  was  con- 
sistently negative  after  the  first  day. 

The  patient's  temperature  returned  to  normal  on 
the  fourth  day;  he  was  rational  and  appeared  much 
improved.  The  intramuscular  doses  of  penicillin  were 
reduced  to  5,000  units  every  two  hours  and  continued 
for  six  more  days.  Sulfamerazine  was  continued 
until  three  days  before  discharge.  Lumbar  puncture 
on  the  thirteenth  day  (after  penicillin  had  been  dis- 
continued) revealed  only  36  cells,  chiefly  lympho- 
cytes. A  lumbar  puncture  done  just  before  the  pa- 
tient's discharge  on  November  12  (the  twenty-second 
hospital  day)  showed  only  2  cells.  The  neurological 
signs  had  disappeared. 

A  follow-up  examination  disclosed  no  evidence  of 
residual  central  nervous  system  damage. 

Case  3. 

R.  W.,  a  10  months  old,  20  pound  female  infant, 
was  admitted  on  December  18,  1944,  in  extremis.  She 
was  brought  to  the  hospital  because  of  a  generalized 
convulsion  following  suppurative  otitis  media  of  two 
weeks'  duration  and  stiffness  of  the  neck  for  one 
week.  When  admitted,  the  child  was  semi-comatose; 
both  ears  were  draining,  the  neck  was  rigid,  and  the 
fontanel  was  tense  and  bulging.  Lumbar  puncture 
revealed  cloudy  fluid  under  increased  pressure; 
there   were   32,500  leukocytes,   predominantly   poly- 
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morphonuclears,  and  the  Pandy  test  was  4  plus. 
Direct  typing  and  culture  of  the  spinal  fluid  revealed 
type  XXIII  pneumococci.  Blood  culture  was  nega- 
tive. 

Therapy  with  sulfadiazine  and  penicillin  was  in- 
stituted immediately.  The  patient  received  1.6  Gm. 
'  of  sodium  sulfadiazine  in  240  cc.  of  sixth  molar 
sodium  lactate  suhcutaneously,  and  5,000  units  of 
penicillin  were  given  intramuscularly  every  two 
hours.  Ten  thousand  units  of  penicillin  were  given 
intrathecally. 

The  patient  died  in  convulsions  ten  hours  after 
admission.  Postmortem  examination  revealed  left 
otitis  media  and  purulent  meningitis  with  fibrinous 
exudate  around  the  base  of  the  brain. 

Case  4. 

C.  B.,  a  9  year  old  girl,  was  admitted  on  February 
11,  1945.  She  had  been  sick  for  three  days,  with 
fever,  headache,  and  vomiting,  and  had  become  de- 
lirious a  few  hours  before  admission.  Her  tempera- 
ture on  admission  was  105  F. ;  she  was  delirious, 
and  her  neck  was  stiff.  A  sedative  was  administered 
and  5  Gm.  of  sodium  sulfadiazine  were  given  intra- 
venously. Five  hours  after  admission  a  lumbar 
puncture  was  done,  revealing  cloudy  fluid  under  in- 
creased pressure;  there  were  40,000  leukocytes, 
chiefly  polymorphonuclears;  and  the  Pandy  reaction 
was  4  plus.  Type  III  pneumococci  were  demon- 
strated by  direct  typing  of  the  spinal  fluid  and  by 
culture.  Blood  culture  was  positive  for  the  same  or- 
ganism. 

The  next  morning  the  patient  was  given  20,000 
units  of  penicillin  intrathecally,  and  intramuscular 
injections  of  penicillin,  8,000  units  every  two  hours, 
were  started.  Fifty  thousand  units  of  type-specific 
antipneumococcie  rabbit  serum,  followed  by  2.5  Gm. 
of  sodium  sulfadiazine  and  500  cc.  of  plasma,  were 
given  intravenously.  Later  during  the  same  day 
more  sodium  sulfadiazine  (2.5  Gm.)  and  antipneu- 
mococcie serum  (10,000  units)  were  given  intra- 
venously. The  fluid  intake  was  maintained  by  intra- 
venous fluids.  The  Quellung  test,  using  the  patient's 
serum,  was  negative.  On  the  evening  of  the  second 
day  20.000  units  of  penicillin  were  again  given  intra- 
thecally. The  spinal  fluid  cell  count  at  that  time  was 
12,000. 

On  the  third  day  lumbar  puncture  was  done  morn- 
ing and  night,  and  20,000  units  of  penicillin  were  in- 
stilled each  time.  Another  10,000  units  of  antipneu- 
mococcie serum  were  given  intravenously.  Blood  and 
spinal  fluid  cultures  were  now  sterile.  Spinal  fluid 
cell  count  was  7,000.  Two  lumbar  punctures  were 
done  on  the  fourth  day,  20,000  units  of  penicillin 
being  instilled  each  time;  and  30,000  units  of  anti- 
pneumococcie serum  were  given  intravenously,  since 
the  Quellung  test  was  still  negative.  Cultures  of  the 
blood  and  spinal  fluid  were  sterile.  It  was  noted  at 
the  time  of  the  last  lumbar  puncture  that  the  fluid 
ran  very  poorly,  showing  evidence  of  blockage.  The 
child  expired  a  few  hours  after  the  last  (seventh) 
lumbar  puncture. 

Postmortem  examination  revealed  a  thick,  puru- 
lent exudate  over  the  entire  surface  of  the  brain, 
with  fibrous  adhesions  around  the  base.  There  was 
also  a  chronic  otitis  media  on  the  right  with  an  ac- 
companying petrositis. 

Comment 

These  4  cases  serve  to  illustrate  various 
types  of  pneumococcic  meningitis  and  the 
methods  of  treatment  most  commonly  used. 

Case  1  exemplifies  the  treatment  employed 


in  the  pre-penicillin  era.  Sulfonamides  and 
specific  antiserum  were  used,  and  finally,  in 
desperation,  intrathecal  serum  and  comple- 
ment were  tried.  The  recovery  of  infants  re- 
ceiving this  type  of  treatment  is  not  com- 
mon. Case  2  illustrates  the  milder  form  of 
the  disease.  Either  drug  alone  (sulfonamide 
or  penicillin)  might  have  effected  a  cure. 
Both  were  used  together  because  of  the 
known  seriousness  of  the  disease  and  its 
tendency  to  recur. 

Case  3  serves  to  illustrate  the  type  of  case 
in  which  the  infection  begins  elsewhere,  and 
the  meningitis  is  not  recognized  until  it  is 
too  late.  It  has  been  shown  that  about  60  per 
cent  of  all  cases  of  pneumococcic  meningitis 
are  secondary  to  pneumococcic  infections 
elsewhere  in  the  body,  usually  otitis  media, 
mastoiditis,  or  pneumonia141.  Approximately 
10  per  cent  of  the  cases  follow  operations  or 
injuries  involving  the  accessory  nasal  si- 
nuses1"'1, and  in  the  remaining  30  per  cent  no 
foci  of  infection  are  found. 

Case  U  illustrates  the  severe,  fulminating 
type  of  pneumococcic  meningitis.  The  illness 
was  of  short  duration,  but  the  spinal  fluid 
contained  large  numbers  of  pneumococci  and 
there  were  no  demonstrable  circulating  anti- 
bodies in  the  blood.  All  forms  of  therapy 
combined  were  ineffective  in  bringing  about 
a  cure.  This  is  the  type  more  commonly  seen 
in  infancy,  since  there  is  no  demonstrable 
antibody  production  at  that  age.  In  this 
case,  adhesive  arachnoiditis  about  the  base 
of  the  brain  blocked  the  flow  of  the  cerebro- 
spinal fluid  in  only  a  few  days — a  develop- 
ment characteristic  of  the  pneumococcic 
form  of  meningitis.  It  has  been  suggested 
that  heparin  (or  air  alone)  given  intra- 
spinally  may  prevent  the  formation  of  these 
adhesions'61. 

Prognosis 

The  earlier  adequate  treatment  is  begun 
and  the  fewer  the  number  of  organisms  pres- 
ent in  the  spinal  fluid,  the  better  the  progno- 
sis. Regardless  of  therapy,  the  most  impor- 
tant factor  in  the  prognosis  is  the  presence 
of  adequate  circulating  antibodies. 

The  significance  of  blood  stream  invasion 
during  meningitis  is  a  controversial  subject. 
Many  writers  feel  that  the  positive  blood  cul- 

4.  Dowling,  Hany  F„  Dauer,  Carl  C,  Feldman,  Harry  A., 
and  Hartman,  Clarence  R.:  Pneumococcic  Meningitis,  New 
England  J.  Med.  220:1015-1018   (June  25)    1942. 

5.  Richards,  G.  Gill,  and  Moench,  Louis  G. :  Pneumococcus 
Meningitis,  Rocky  Mountain  M.  J.  39:201-201  (March)  1942. 

6.  Alexander,  Hattie  E. :  Treatment  of  Type  B  Hemophilus 
Influenzae  Meningitis,  J.  Pediat.  25:517-532   (Dec.)   1914. 
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ture  is  of  no  significance'7, .  whereas  others 
think  that  it  is  a  poor  prognostic  sign.  In  the 
cases  presented  here,  one  out  of  the  two  pa- 
tients who  recovered  and  one  out  of  the  two 
who  died  had  invasion  of  the  blood  stream. 

As  was  pointed  out  previously,  the  age  of 
the  patient  is  an  important  factor  in  deter- 
mining the  outcome.  The  older  the  child,  the 
better  the  prognosis.  Pneumococcic  menin- 
gitis has  been  reported  in  the  newborn,  but 
there  are  references  to  only  three  recoveries 
occurring  at  that  age  s . 

The  type  of  pneumococcus  causing  the  in- 
fection apparently  has  no  bearing  on  the  out- 
come. All  are  of  approximately  the  same 
virulence  and  respond  equally  well  to  ther- 
apy. The  most  common  types  are  the  ones 
that  were  found  in  the  cases  reported  here: 
types  III,  XIV.  and  XXIII.  It  should  be 
noted  that  frequently  it  is  impossible,  after 
only  a  brief  period  of  chemotherapy,  to  type 
the  organisms  found.  If  serotherapy  is  an- 
ticipated— as  it  should  be  in  all  infants — 
the  organisms  should  be  typed  and  cultured 
for  future  use  in  the  Quellung  test,  before 
therapy  of  any  sort  is  instituted. 

Treatment 

As  soon  as  the  diagnosis  of  pneumococcic 
meningitis  is  confirmed  and  the  organisms 
are  typed,  therapy  is  directed  along  the  fol- 
lowing lines. 
Sulfonamides 

All  patients  receive  a  sulfonamide,  alone 
or  in  conjunction  with  serum  or  penicillin. 
or  both.  Sulfadiazine,  sulfamerazine,  and 
sulfapyrazine  are  the  drugs  of  choice,  and 
none  has  any  particular  advantage  over  the 
others.  //<  vitro  studies  should  be  made  to 
determine  which  one  is  more  effective 
against  the  infecting  organism  in  each  case. 
Sulfathiazole  does  not  reach  sufficient  con- 
centrations in  the  spinal  fluid  to  make  it 
satisfactory  for  treating  meningitis0'. 

In  most  instances  the  initial  dose  is  given 
intravenously  in  the  form  of  the  sodium  salt 
— 0.1  Gm.  per  kilogram  of  body  weight.  This 

7.  (a)  Neal.   Josephine   B..    Appelbaum.    Emanuel,   and    Jack- 

son. Henry  W. :  Sulfapyridine  and  Its  Sodium  Salt 
in  the  Treatment  of  Meningitis  Due  to  Pneumococcus 
and  Haemophilus  Influenzae.  JAMA.  115:2»v  - 
(Dec.  Hi  1941. 
(b)  Hodes.  Horace  L..  Smith.  Margaret  H.  D..  and  Ickes. 
Howard  J.:  Sixty  Cases  of  Pneumococcic  Meningitis 
Treated  with  Sulfonamides.  J.  A.  M.  A.  121:1334-1337 
(Apr.  24)   194J. 

8.  Hogg.  Paul,  and  Bradley.  Chester  D. :  Pneumococcus  Men- 
ingitis in   the  Newborn.   J.   Pediat.   26:406-410    (April)  1945. 

9.  Woolley.  Paul  V..  Jr.:  Sulfathiazole  in  the  Treatment  of 
Pneumococcic  Pneumonia  In  Infants.  J.  Pediat.  20:165-186 
(Feb.)    1  h  i^ 


intravenous  dose  is  repeated  at  intervals  as 
necessary  until  the  patient  is  able  to  retain 
the  drug  by  mouth;  then  0.2-0.4  Gm.  per 
kilogram,  divided  into  four  or  six  doses,  are 
given  orally  during  the  twenty-four  hour 
period.  Parenteral  fluids  are  usually  neces- 
sary to  maintain  adequate  urinary  output. 
Blood  levels  of  the  drug  are  determined 
daily,  and  the  doses  are  regulated  so  as  to 
obtain  a  blood  concentration  of  12  to  15  mg. 
per  hundred  cubic  centimeters.  It  has  been 
shown  that  the  spinal  fluid  level  obtained 
with  sulfadiazine,  sulfamerazine,  and  sulfa- 
pyrazine is  50  to  70  per  cent  of  the  level  in 
the  blood'"". 

Goldring  and  Hartmann'11,  have  suggested 
the  following  method  of  giving  sulfonamide 
drugs  to  children  with  severe  infections :  A 
0.5  per  cent  solution  of  the  sodium  salt  is 
given  subcutaneously  in  one-half  "fortified 
lactate  Ringer's  solution."*  An  initial  dose 
of  60  cc.  per  kilogram  of  body  weight  is  fol- 
lowed by  30  cc.  per  kilogram  (20  cc.  per 
kilogram  when  sulfamerazine  is  used)  every 
eight  hours  for  the  first  twenty-four  to  forty- 
eight  hours.  When  the  child  is  able,  he  takes 
the  drug  by  mouth,  and  the  lactate  is  given 
in  fruit  juices.  The  advantages  of  this  meth- 
od for  the  critically  ill  infant  are  that  it  is 
easy  to  administer,  that  enough  alkali  is 
given  to  produce  urine  pH  of  7.0  or  above, 
that  the  child  receives  sufficient  fluids  and 
electrolytes,  and  that  sulfonamide  levels  of 
20  to  40  mg.  per  hundred  cubic  centimeters 
of  blood  can  be  obtained  quickly.  It  prob- 
ably is  not  necessary  to  obtain  blood  levels 
this  high,  however'2 .«■«.»*». 

The  sulfonamides  should  never  be  injected 
intraspinally. 

Penicillin 

The  administration  of  penicillin  is  begun 
as  soon  as  the  causative  organism  is  identi- 
fied. It  is  given  both  intrathecally  and  intra- 
muscularly. The  dosage  of  penicillin  is  not 
yet  standardized,  but  experience  has  shown 
the  following  amounts  to  be  satisfactory: 

*  Sodium    lactate  made   up  to   1  /20   molar   in    Ringer's  solu- 
tion, 
in.    (a)   Van  Horn.   K.  I...  and  Woofter.   A.   C. :  Pneumococcus 
Tvpe   XXXI    Meningitis   with   Recovery.   West   Virginia 
M.    J.    3«:34S-350    (Sept.)    1942. 

\  nnlegrift.  Harvey  \\:  Experience  with  Sulfnpyra- 
zine  in  Children.  North  Carolina  M.  J.  5:531-535  (Nor.) 
1944. 

11.  Goldring.  David,  and  Hartmann.  Alexis  F. :  Diagnosis  and 
Management  of  Severe  Infections  in  Infants  and  Chil- 
dren: A  Review  of  Experiences  Since  the  Introduction  of 
Sulfonamide  Therapy.  J.   Pediat.   26:1-31    (Jan.)    19*5. 

12.  Alexander.  Hattie  E. :  Treatment  of  Haemophilus  Influ- 
enzae Infections  and  of  Meningococcic  and  Pneumococcic 
Meningitis.    Am.   J.    Dis.   Child.    66:172187    (Aug.)    1943. 
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Infants  and  small  children 

Intramuscular:  30,000   to  40,000   units 

daily,  in  doses  of  2500  to  5000  units 

every  2  to  3  hours. 
Intrathecal :  5000  to  10,000  units  twice 

daily  for  2  or  3  days,  then   once 

daily  for  2  or  3  days. 
Older  children 

Intramuscular:  60,000  to  100,000  units 

daily,    in   doses   of  5000  to    10,000 

units  every  2  to  3  hours. 
Intrathecal :  10,000  to  20,000  units  twice 

daily    for    2  or  3  days,    then  once 

daily  for  2  or  3  days. 
It  has  been  shown  that  penicillin  given 
intramuscularly  or  intravenously  cannot  be 
recovered  in  the  spinal  fluid  of  normal  sub- 
jects'1", but  that  it  passes  into  the  spinal 
fluid  of  patients  suffering  from  meningitis 
in  effective  concentrations11"".  The  concen- 
tration varies  considerably  in  different  pa- 
tients, however,  and  evidence  is  accumulat- 
ing that  in  the  treatment  of  meningitis  peni- 
cillin should  be  administered  directly  into 
the  subarachnoid  space'-'15'. 

When  penicillin  is  to  be  injected  intra- 
spinally,  it  is  dissolved  in  5  to  10  cc.  of 
sterile  isotonic  saline  solution.  After  the 
spinal  fluid  has  been  allowed  to  drain  until 
it  barely  drops  from  the  needle,  the  penicillin 
solution  is  injected  slowly  and  without  force 
into  the  spinal  canal.  Complete  surgical 
asepsis  must  be  observed  in  performing  the 
lumbar  punctures.  The  third,  fourth,  and 
fifth  lumbar  spaces  are  used  in  rotation,  and 
puncture  of  the  same  space  twice  in  succes- 
sion is  avoided. 

It  has  been  shown  that  when  penicillin  is 
injected  intrathecally  a  good  therapeutic 
level  is  maintained  for  approximately 
twenty-four  hours;  toxic  effects,  though  oc- 
curring occasionally,  are  not  common*13'.  The 
intrathecal  route  of  administration  is  not 
discontinued  until  at  least  two  or  three  suc- 
cessive negative  cultures  of  the  spinal  fluid 
have  been   obtained.    Cisternal  administra- 

I8>    Kammelkainp.    Charles    H.,    and    Keefer,    Chester    S. :    The 
Absorption,    Excretion    and    Toxicity    of    Penicillin    Admin- 
istered by  Intrathecal  Injection,  Am.  J.  M.  Sc.   205:842-850 
(March)   1913. 
II.    (a)   Rosenberg,  1).   H..  and  Sylvester.  J.  C:  The  Excretion 
of  Penicillin  in  the  Spinal  Fluid  in  Meningitis,  Science 
10(1:132-133    (Aug.    11)    1944. 
(h)   Price.   A.   H.  and  Hodges.   G.   H.:   Treatment   of   Men- 
ingitis    with     Penicillin     Injected     Intravenously     and 
Intramuscularly,    New    York    State    J.    M.    44:2012-8014 
(Sept.)    1911. 
15.     (a)   Herrell.  Wallace  E.,  and  Kennedy.  Roger  L.  .1.:   Peni- 
cillin:    Its    Use    in    Pediatrics,     J.    Pediat.    25:505-510 
(Dec.)    1941. 
(b)    l.itvak.      Abraham    M..      Appelbauiu.      Emanuel,     and 

G* Morton:  Pneumucoceic  Meningitis,  Am.  J.  Dis. 

Child.   67:185-186    (June)    1914. 


tion  of  penicillin  is  attempted  only  if  there 
is  evidence  that  blockage  is  complete. 

Intramuscular  administration  of  penicillin 
is  continued,  together  with  the  sulfonamide, 
until  the  patient  is  clinically  well ;  then  peni- 
cillin is  stopped  altogether  and  the  sulfona- 
mide is  used  alone  for  another  week.  If  no 
signs  of  infection  recur,  all  therapy  is  dis- 
continued and  the  patient  is  kept  in  the  hos- 
pital for  another  week  to  make  certain  that 
he  does  not  have  a  relapse. 

Serum 

Type-specific  antipneumococcic  rabbit  se- 
rum is  a  valuable  adjunct  in  the  treatment 
of  pneumocoecic  meningitis,  and  should  be 
employed  in  all  cases  occurring  in  children 
less  than  2  years  of  age.  It  should  be  used 
without  hesitation  in  older  children  who  do 
not  respond  to  adequate  sulfonamide  and 
penicillin  therapy.  The  total  amount  given 
is  determined  by  the  Quellung  reaction111". 
Daily  determinations  of  this  reaction  are 
made,  and  antiserum  is  given  until  the  pa- 
tient's serum  in  a  dilution  of  1:10  causes 
capsular  swelling  of  his  own  organism'6'12'10'" 

1  Tl 

Serum  is  best  administered  intravenously, 
diluted  in  100  to  200  cc.  of  isotonic  saline 
solution  and  allowed  to  drip  in  over  a  period 
of  about  two  hours.  About  50,000  units 
should  be  given  the  first  day  and  smaller 
doses  daily  thereafter  until  the  Quellung  re- 
action becomes  positive.  The  subcutaneous 
or  intramuscular  route  may  be  used  satis- 
factorily if  a  vein  suitable  for  use  cannot  be 
found. 

The  intrathecal  administration  of  serum 
is  to  be  discouraged,  but  if  no  antiserum  can 
be  demonstrated  in  the  spinal  fluid,  after  a 
sufficient  level  is  obtained  in  the  blood,  anti- 
serum plus  complement  may  be  given  intra- 
thecally as  a  last  resort.  The  amount  of  anti- 
serum should  be  small  (1  or  2  cc),  and  the 
complement  (3  or  4  cc.)  should  be  fresh  se- 
rum (less  than  one  hour  old)  obtained  from 
the  patient  plus  fresh  serum  from  a  donor. 
It  must  be  remembered  that  the  intraspinal 
administration  of  serum  may  be  accom- 
panied by  severe  reactions,  and  it  should  be 
carried  out  with  extreme  caution. 

16.  Alexander.  Hattie  E.:  Experimental  Basis  for  Treatment 
of  Haemophilus  Influenzae  Infections,  Am.  J.  Dis.  Child. 
06:100-171    (Aug.)    1943. 

17.  Alexander.  Hattie  E.,  Ellis,  Catherine,  and  Leidy,  Grace: 
Treatment  of  Tvpe-Specilic  Haemophilus  Influenzae  Infec- 
tions in  Infancy  and  Childhood,  J.  Pediat.  20:673-698 
(June)    1942. 
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Supportive  Treatment 

The  most  important  supportive  measure 
is  the  maintenance  of  the  fluid  balance  and 
of  adequate  nutrition.  If  the  patient  is  un- 
able to  take  feedings,  this  must  be  accom- 
plished by  gavage  and  parenteral  fluids. 
Whole  blood  and  plasma  may  be  indicated 
to  combat  anemia  and  undernourishment, 
and  to  provide  the  patient  with  more  anti- 
bodies. 

The  question  of  mastoidectomy  arises  fre- 
quently in  cases  of  meningitis  associated 
with  otitis,  but  surgery  in  the  majority  of 
cases  should  be  deferred  until  the  acute 
phase  of  the  illness  has  passed12'. 

Summary 

Four  cases  of  pneumococcic  meningitis  in 
children,  with  two  recoveries,  are  presented, 
and  the  prognosis  and  treatment  of  the  dis- 
ease are  discussed. 

Pneumococcic  meningitis  is  best  treated 
with:  (1)  sulfonamides  in  a  dosage  suffici- 
ent to  obtain  blood  concentrations  of  12  to 
15  mg.  per  hundred  cubic  centimeters;  (2) 
penicillin  both  intramuscularly  and  intra- 
thecal^; (3)  type-specific  antipneumococcic 
rabbit  serum  in  infants  and  in  older  patients 
who  do  not  respond  readily  to  combined  sul- 
fonamide-penicillin  therapy;  and  (4)  free 
and  vigorous  use  of  all  general  supportive 
measures. 


THE  MANAGEMENT  OF  PROSTATIC 
CONDITIONS  IN  THE  AGING 

Louis  H.  Baretz,  M.D.,  F.A.C.S. 
Brooklyn,  New  York 

In  a  discussion  of  diseases  of  the  aging, 
disorders  of  the  prostate  gland  must  assume 
a  position  of  great  importance.  It  is  said  that 
four  out  of  ten  men  beyond  the  age  of  50 
have  benign  prostatic  hypertrophy.  Accord- 
ing to  some  reports,  20  per  cent  of  the  cases 
of  enlargement  of  the  prostate  gland  are  car- 
cinomatous. Infections  of  the  prostate  are 
also  common  in  the  older  age  group.  Some 
clinicians  believe  that  75  per  cent  of  all  men 
past  40  have  some  type  of  prostatic  disorder. 

It  is  the  purpose  of  this  paper  to  evaluate 
prostatic  diseases  as  they  occur  in  the  aging 
patient  and  to  discuss  the  management  of 
such  diseases  which  will  give  the  patient  the 
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greatest  degree  of  comfort  compatible  with 
safety. 

The  following  types  of  prostatic  disorders 
will  be  considered : 

1.  Prostatic  infections. 

2.  Prostatic  fibrosis  or  median  bar. 

3.  Benign  prostatic  hypertrophy. 

4.  Prostatic  malignancy. 

Prostatic  Infections 

Prostatitis  or  chronic  prostatic  infection 
is  no  longer  considered  a  disease  of  youth, 
or  the  direct  result  of  venereal  infection. 
Prostatitis  is  common  in  middle  life  and  in 
old  age,  and  is  frequently  unrecognized  or 
overlooked.  It  is  a  nonspecific  focal  infection, 
usually  spread  by  the  hematogenous  route 
from  infectious  foci  elsewhere  in  the  body, 
particularly  abscesses  of  the  teeth,  infected 
gum  pockets,  and  diseased  tonsils.  It  may  ' 
develop  as  a  result  of  upper  urinary  tract  in- 
fection, gallbladder  disease,  influenza  and 
other  infections.  It  sometimes  manifests  it- 
self by  a  clinical  picture  of  arthritis.  It  is 
diagnosed  by  examination  of  the  prostatic 
secretion  expressed  by  massage. 

The  sulfonamide  drugs  appear  to  have  no 
effect  upon  prostatic  infection,  and  massage 
of  the  prostate  is  still  the  indicated  method 
of  treatment.  This  procedure  should  be 
undertaken  with  caution  in  the  presence  of 
acute  arthritis,  as  it  may  produce  a  severe 
exacerbation.  If  there  is  any  suspicion  of 
malignancy  or  tuberculosis,  massage  is  con- 
traindicated  because  of  the  danger  of  spread- 
ing the  disease. 

The  source  of  the  prostatic  infection  must, 
of  course,  be  eradicated.  Gentle  massage, 
however,  will  often  relieve  the  feeling  of  full- 
ness in  the  urethra  or  rectum,  the  urgency 
of  urination  and  the  lower  back  pain,  and 
may  restore  a  feeling  of  well-being  with  re- 
markable rapidity.  Rough  massage  should 
be  avoided. 

Prostatic  Fibrosis 

Known  also  as  median  bar,  or  contracture 
of  the  vesical  neck,  prostatic  fibrosis  usually 
results  from  long  standing  infection.  The 
fibrous  shrinking  of  the  prostate  produces 
obstruction  to  the  vesical  outlet,  so  that  the 
same  symptoms  of  frequency,  urgency,  and 
weak  or  hesitant  stream  may  develop  as  in 
the  patient  with  an  enlarged  prostate.  Acute 
retention  is  rare  in  this  type  of  obstruction. 
The  amount  of  residual  urine  is  small,  but 
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symptoms  are  constant  and  annoying.  Rectal 
palpation  reveals  a  small,  firm  gland,  and 
the  diagnosis  is  made  by  cystoscopy. 

The  treatment  of  this  condition  is  definite : 
transurethral  resection  through  the  cysto- 
scope  can  give  these  patients  certain  relief, 
by  the  removal  with  the  cutting  current  of 
obstructing  tissue  at  the  vesical  neck.  A  free 
urinary  channel  is  thus  provided,  and  the 
patient's  symptoms  may  be  entirely  relieved. 
The  shock  associated  with  this  procedure  is 
small,  and  bleeding  is  minimal.  Age  is  no 
contraindication. 

Dilatation  of  the  vesical  neck  by  steel 
sounds  may  give  temporary  relief,  but  should 
be  resorted  to  only  where  resection  is  contra- 
indicated.  It  must  be  borne  in  mind  that  the 
frequent  passage  of  sounds  may  be  a  danger- 
ous procedure,  sometimes  producing  infec- 
tion and  toxemia  sufficient  to  overwhelm  the 
aged  patient. 

Benign  Prostatic  Hypertrophy 

The  etiology  of  this  extremely  common 
condition  is  still  unknown.  The  theoretical 
causes  which  have  been  suggested  range 
from  infection  to  sex  hormones.  Today  it  is 
generally  believed  that  hormone  imbalance 
is  a  definite  factor,  and  that  there  is  a  dis- 
turbance between  the  androgenic  and  estro- 
genic ratio  in  the  elderly  male  sufficient  to 
produce  prostatic  changes. 

Some  patients  in  whom  rectal  examination 
reveals  considerable  enlargement  of  the 
prostate  may  have  minimal  symptoms,  and 
on  the  other  hand  a  prostate  which  feels 
small  to  the  examining  finger  may  cause 
marked  frequency  and  discomfort.  The  intra- 
urethral  and  intravesical  encroachment  is 
the  important  factor,  and  frequently  this 
cannot  be  determined  without  the  aid  of  cys- 
toscopy. I  seldom  use  the  cystoscope  in  pa- 
tients with  large  prostates.  The  passage  of 
the  instrument  in  these  cases  may  produce 
bleeding,  infection,  complete  retention,  and 
even  sepsis.  An  intravenous  urogram  is  of 
great  diagnostic  aid:  it  shows  evidence  of 
good  or  bad  renal  function,  and  of  upper 
urinary  tract  changes ;  intravesical  prostatic 
encroachment  is  often  conclusively  demon- 
strated, and  bladder  diverticula  may  be  re- 
vealed. The  constant  presence  of  large  quan- 
tities of  residual  urine  is  indicative  of  defi- 
nite obstruction,  if  the  neurogenic  factor  has 
been  ruled  out.  Such  a  case  obviously  re- 
quires radical  treatment,  or  eventual  dam- 


age to  the  upper  urinary  tract  by  back  pres- 
sure is  inevitable. 

The  present-day  operative  treatment  of 
benign  prostatic  hypertrophy,  whether  by  a 
complete  prostatectomy  or  by  a  transure- 
thral resection,  has  resulted  in  a  remarkably 
decreased  morbidity  and  mortality.  Preoper- 
ative study,  proper  drainage,  improved  anes- 
thesia, and  the  sulfonamide  drugs  have  all 
been  factors  in  our  good  results.  Prostatec- 
tomy is  no  longer  the  bugaboo  that  it  once 
was,  except  in  those  patients  who  are  oper- 
ative risks  because  of  a  multitude  of  compli- 
cating factors. 

In  cases  of  mild  prostatic  hypertrophy 
with  a  superimposed  congestion  gentle  mas- 
sage may  be  beneficial.  Hormonal  treatment 
has  been  far  from  satisfactory ;  good  results 
as  well  as  completely  negative  results  have 
been  reported  from  the  use  of  male  hor- 
mones, female  hormones,  and  no  hormones. 
In  view  of  our  knowledge  that  the  male  hor- 
mone is  carcinogenic  and  may  be  a  major 
factor  in  the  production  of  prostatic  carci- 
noma, the  use  of  testosterone  in  large  doses 
is  unwise.  However,  I  am  hopeful  that  a 
successful  hormone  treatment  may  be  devel- 
oped in  the  future. 

Many  patients  remain  fairly  comfortable 
with  a  small  amount  of  residual  urine  and 
nocturia  one  or  two  times  nightly.  Their  gen- 
eral health  should  be  improved  by  fresh  air, 
mild  exercise,  laxatives,  a  balanced  diet,  vita- 
mins, the  removal  of  foci  of  infection,  and 
urinary  antiseptics  if  infection  of  the  urin- 
ary tract  is  present.  Short  wave  diathermy 
and  hydrotherapy  may  be  of  value.  High 
voltage  x-ray  has  given  no  results. 

Acute  retention  resulting  from  over-indul- 
gence in  alcohol  may  subside  after  a  few 
days  of  drainage  with  the  indwelling  cathet- 
er and  require  no  surgical  intervention.  This 
condition  appears  to  be  an  acute  congestion 
superimposed  upon  a  moderate  hypertrophy. 

Prostatic  Carcinoma 

Since  Huggins  and  others  published  their 
studies  on  the  relationship  of  the  androgenic 
hormones  to  prostatic  malignancy,  a  new 
phase  in  the  treatment  of  this  most  devastat- 
ing disease  has  been  developed.  Our  past  ef- 
forts in  the  treatment  of  prostatic  carcinoma 
met  with  little  success.  Radical  operations, 
removing  the  entire  gland,  have  given  good 
results  in  the  hands  of  some  operators,  in 
cases  where  the  diagnosis  was  made  early; 
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unfortunately,  however,  early  diagnosis  is 
not  the  rule.  Large  closes  of  x-ray  and  ra- 
dium seed  implantation  have  been  without 
value. 

Huggins  showed  that  after  castration  or 
removal  of  the  androgenic  factor  the  pri- 
mary prostatic  tumor  becomes  smaller  in 
size,  symptoms  decrease  or  clear  up  en- 
tirely, and  even  those  cases  with  extensive 
bone  metastases  show  a  definite  slowing 
down  of  the  process.  Administration  of  the 
estrogenic  hormone  by  mouth,  alone  or  in 
conjunction  with  orchidectomy,  has  been  of 
great  value.  The  terrific  pain  associated 
with  the  malignancy  and  its  metastases  dis- 
appears completely,  the  patient  gains  weight, 
his  appetite  improves,  the  gland  itself 
shrinks  in  size,  and  even  residual  urine  de- 
creases. Some  patients  leave  a  sick  bed  to 
return  to  their  former  occupations.  X-ray 
evidence  of  osseous  metastases  may  decrease 
remarkably.  The  serum  acid  phosphatase, 
often  high  in  prostatic  carcinoma,  frequently 
drops  to  normal  figures.  After  a  variable 
period,  unfortunately,  relapses  occur,  and 
death  ensues.  There  is  no  doubt,  however, 
that  such  treatment  makes  these  patients 
more  comfortable  for  their  remaining  days. 

Many  patients  cannot  take  even  small 
doses  of  stilbestrol  without  experiencing  ab- 
dominal cramps  and  nausea.  Others  can  take 
2  to  5  mg.  daily  without  apparent  difficulty. 
The  improvement  that  follows  administra- 
tion of  the  drug  is  usually  gradual,  and  less 
phenomenal  than  that  resulting  from  orchi- 
dectomy. 

The  operation  of  orchidectomy  is  rapid 
and  without  shock  to  the  average  patient. 
For  those  patients  who  may  react  unfavor- 
ably to  the  suggestion  of  this  procedure,  a 
method  has  been  devised  which  leaves  in 
place  the  epididymis  and  tunica  albuginea 
of  the  testis,  and  removes  only  the  testicular 
substance.  The  scrotum  is  not  completely 
emptied  of  its  contents,  and  the  psychological 
effect  is  favorable.  Libido  and  potency  are 
not  affected  by  the  operation. 

The  phenomenal  results  obtained  in  pros- 
tatic carcinoma  by  these  methods  of  treat- 
ment indicate  that  this  malignancy  may 
eventually  be  cured  by  hormonal  therapy, 
and  opens  up  for  investigation  new  possibili- 
ties in  the  etiology  of  carcinoma  in  general. 

Conclusion 


present  management  of  the  various  prostatic 
disorders  which  afflict  the  aging  patient.  I 
am  happy  to  state  that  we  are  making  defi- 
nite advances  in  methods  of  treating  these 
disorders,  and  I  hope  that  the  next  decade 
will  see  even  more  striking  progress,  es- 
pecially with  regard  to  hormonal  treatment. 

25    Eastern    Parkway 


MAINTENANCE   OF   EMPLOYEE 

HEALTH  AT  THE  NORTH  CAROLINA 

SHIPBUILDING  COMPANY 

C.  B.  Davis,  M.D.* 
Raleigh 

The  desirability  of  maintaining  the  health 
of  industrial  employees  at  a  maximum  level 
is  even  more  obvious  in  wartime  than  in 
peacetime.  A  sick  man,  whether  his  illness 
is  acute  and  disabling  or  chronic  and  non- 
disabling,  cannot  be  expected  to  deliver  the 
amount  of  work  that  a  well  man  is  capable 
of  doing.  The  chronic  and  slowly  progres- 
sive diseases  are  difficult  to  diagnose,  and 
medical  care  is  often  not  voluntarily  sought 
until  actual  incapacitation  occurs.  When  a 
condition  has  progressed  this  far,  the 
amount  of  time  lost  and  the  expense  of  treat- 
ment are  much  increased. 

Maintenance  of  manpower  health,  beyond 
the  treatment  of  actual  industrial  injuries, 
is  not  required  in  industry.  Progressive 
management,  however,  has  recognized  how 
it  may  contribute  to  industrial  efficiency  and 
employee  morale  by  a  health  program  prose- 
cuted as  earnestly  as  its  maintenance  of  ma- 
chinery and  conservation  of  raw  materials. 

The  preplacement  examination  is  an  essen- 
tial phase  of  health  maintenance ;  it  offers 
management  some  of  the  opportunity  of  se- 
lection which  it  exercises  in  buying  its  ma- 
chinery. The  employee,  who  will  become  a 
cog  in  the  organizational  set-up,  is  expected 
to  have  certain  physical  capacities  for  work, 
just  as  machinery  must  meet  certain  speci- 
fications. If  defects  are  present  in  an  accept- 
able employee,  records  of  such  defects  are 
valuable  for  future  reference,  and  in  eval- 
uating his  suitability  for  a  particular  job. 

Occasional  check-ups — a  sound  principle 
in  physiology  as  well  as  in  engineering — 
after  employment  may,  and  often  do,  reveal 
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the  presence  of  actual  or  incipient  defects  or 
disease;  if  the  employee  is  advised  in  the 
right  manner,  he  will  appreciate  being  given 
such  information  and  will  almost  invariably 
cooperate  in  treatment. 

Preventive  medicine  finds  its  best  field  of 
practical  application  in  industry.  Here  we 
not  only  have  an  opportunity  for  keeping 
the  individual  under  a  degree  of  surveillance, 
but  we  have  a  certain  amount  of  control  over 
important  environmental  factors. 

Our  health  program,  confined  entirely  to 
non-surgical  conditions,  has  been  in  prog- 
ress (with  the  exception  of  pre-placement 
examinations,  which  have  been  done  since 
the  establishment  of  the  yard)  for  a  little 
more  than  a  year.  There  has  been  a  certain 
amount  of  trial  and  error,  in  finding  the 
angles  most  important  to  our  particular  in- 
dustry of  shipbuilding.  In  general,  however, 
we  now  have  a  concrete,  workable,  and  effec- 
tive industrial  health  set-up. 

Venereal  Diseases 

Serological  tests  for  syphilis,  using  the 
facilities  of  our  own  laboratory,  are  done  on 
all  employees  at  the  time  of  employment,  and 
are  repeated  after  an  interval  of  a  year.  Ap- 
proximately 2500  cases  of  syphilis,  most  of 
which  were  previously  undiagnosed,  have 
been  discovered  and  the  employees  placed 
under  treatment.  Invariably  the  general 
health  of  these  individuals  improves  as  treat- 
ment progresses ;  the  changes  are  noticeable, 
both  subjectively  and  objectively.  There  is 
usually  a  gain  in  weight  and  an  increase  in 
energy  and  in  capacity  for  work.  Many  in- 
dividuals who  have  completed  their  course 
of  treatment  wish  to  take  more  and  not  in- 
frequently come  back  with  such  requests. 
The  U.  S.  Public  Health  Service  holds  a 
treatment  clinic  here  once  a  week  for  indi- 
viduals unable,  because  of  difficulties  of 
transportation,  to  secure  treatment  from  pri- 
vate physicians  or  in  the  usual  public  health 
clinics.  Approximately  100  men  are  regis- 
tered for  this  special  clinic,  from  a  total  of 
around  600  employees  with  syphilis.  More 
than  15,000  copies  of  a  pamphlet  on  venereal 
disease  and  prophylaxis  have  been  distrib- 
uted. A  certificate,  an  important  looking 
document  stamped  with  the  Shipyard  Seal, 
is  awarded  to  all  employees  who  may  wish 
it,  upon  completion  of  their  course  of  treat- 
ment. This  states  our  appreciation  of  their 
cooperation,  and  their  contribution  to  com- 
munity health. 


Gonorrhea,  very  common  among  Negroes, 
has  been  found  in  numerous  instances  be- 
fore and  during  employment.  A  complaint 
of  a  strained  or  wrenched  back,  presumably 
incurred  at  work,  has  often  led  to  the  dis- 
covery of  gonorrhea  and  prostatitis.  An  ex- 
planation of  cause  and  effect  often  fails  to 
convince  these  patients ;  they  honestly  think 
that  a  urethral  discharge  means  only  that 
they  have  been  lifting  something  too  heavy. 

Periodic  Examinations 

Periodic  examinations  of  employees  who 
are  in  jobs  requiring  particular  alertness 
and  skill — for  example,  crane  operators  and 
locomotive  operators — have  in  at  least  5 
cases  probably  prevented  serious  accidents. 
Visual  failure,  a  toxic  goiter,  impaired  co- 
ordination, and  cardiac  conditions  have  been 
discovered,  and  the  employees  placed  in  less 
hazardous  jobs. 

Blood  smears  are  done  periodically  on 
painters  and  certain  welders  working  around 
lead  paints.  In  only  5  cases,  thus  far,  have 
signs  of  lead  absorption  been  discovered ; 
these  patients  were  treated  before  clinical 
symptoms — and  compensation  questions  — > 
arose.  A  short  note  giving  the  result  of  the 
test  and  expressing  appreciation  for  the  em- 
ployee's cooperation  has  helped  the  morale 
of  these  men. 

X-ray  examinations  on  all  employees,  with 
miniature  4  by  5  inch  films,  have  proven  of 
much  value.  Our  type  of  examination,  done 
with  our  own  equipment,  differs  somewhat 
from  the  chest  surveys  done  by  public  health 
agencies  for  many  industries.  In  the  latter, 
cases  of  tuberculosis  are  discovered  and 
treatment  is  recommended.  It  is  our  experi- 
ence, however,  that  the  greatest  value  of  our 
system,  in  addition  to  the  recognition  of 
cases  requiring  treatment  and  the  screening 
of  all  new  employees,  is  the  fact  that  we  re- 
tain the  x-rays  on  file  and  are  able  to  repeat 
the  pictures  at  regular  intervals.  In  this 
way  we  have  been  able  to  continue  the  em- 
ployment of  nearly  200  individuals  with  in- 
active tuberculosis.  The  assurance  given  by 
the  knowledge  that  we  are  able  to  repeat  the 
films  any  time  an  apprehensive  individual 
wishes  has  meant  much  to  morale,  especially 
among  welders.  Approximately  35  individ- 
uals have  been  found  to  have  tuberculosis  of 
such  extent  and  infectivity  as  to  require  im- 
mediate sanatorium  care;  most  of  these  had 
positive  sputums.  Numerous  other  patho- 
logic lesions  of  the  chest  have  been  found, 
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including  several  cases  of  sarcoidosis,  3  cases 
of  Hodgkin's  disease,  lung  abscesses,  mycotic 
infections,  cardiac  hypertrophies,  aortic 
aneurysms,  and  numerous  bird  and  buck 
shot.  Since  beginning  the  x-ray  program, 
we  have  done  an  average  of  71  chest  films  a 
day,  the  maximum  being  400  in  one  day.  The 
total  number  done  exceeds  20,000. 

Routine  urinalyses  made  upon  employment 
and  during  periodic  examinations  have  re- 
vealed 16  definite  and  previously  undiag- 
nosed cases  of  diabetes.  Two  employees,  who 
apparently  developed  diabetes  after  employ- 
ment, had  attacks  of  diabetic  coma  which 
closely  simulated  simple  syncope.  Blood 
typing  is  done  on  all  new  employees  along 
with  the  serological  test,  and  has  enabled  us 
to  provide  donors  quickly  for  urgently 
needed  transfusions. 

Prevention  of  Accidents 

Accident-prone  individuals  are  seen  in  co- 
operation with  the  Safety  Department.  Cum- 
ulative records,  compiled  by  the  Safety  De- 
partment, on  individuals  with  repeated  mi- 
nor accidents  are  sent  to  us :  calling  those 
employees  in,  we  review  their  records  with 
them.  The  most  frequent  factor,  of  course, 
has  been  failure  to  use  safety  equipment, 
but  many  other  important  factors — ranging 
from  physical  impairment  and  chronic  dis- 
ease of  various  types  to  psychic  disturbances, 
have  been  found.  Domestic  and  marital 
troubles  have  been  the  causes  of  many  re- 
peated minor  accidents,  which  not  infre- 
quently follow  a  certain  rhythm  of  occur- 
rence. Talking  seems  to  release  much  pent-up 
emotion  in  such  employees,  and  their  sub- 
sequent records  almost  invariably  show- 
marked  trends  for  the  better. 

Absenteeism 

Our  method  of  attack  on  the  problem  of 
absenteeism  is  to  gather  cumulative  atten- 
dance records.  These  data  go  back  as  far 
as  July,  1943.  When  they  are  transferred  to 
a  calendar-like  form,  with  a  large  blue  circle 
blotting  out  the  day  of  an  unexcused  ab- 
sence and  a  red  one  indicating  a  day  missed 
because  of  sickness,  a  very  graphic  record 
results.  When  such  a  record  shows  an  un- 
toward amount  of  time  lost  because  of  ill- 
ness or  without  excuse,  the  department  is 
asked  to  send  the  man  over  for  an  interview. 
In  the  interview,  we  attempt  to  discover  the 
factors  responsible  for  the  employee's  ab- 
senteeism.  Approximately  95  per  cent  of  in- 


dividuals give  sickness  as  their  first  and 
most  important  excuse,  and  for  this  reason 
we  have  tackled  the  situation  from  the  med- 
ical point  of  view.  An  evaluation  of  symp- 
toms, often  with  a  physical  examination, 
usually  refutes  the  story.  Appropriate  ad- 
vice and  warnings  are  given.  In  several 
cases  disease  has  been  found,  for  which  the 
patient  almost  invariably  had  received  in- 
adequate medical  treatment,  or  none  at  all. 
We  gather  as  much  information  as  possible 
with  our  diagnostic  facilities,  and  give  the 
individual  a  report  to  be  taken  to  his  phy- 
sician. 

During  a  thirteen-month  period,  the  712 
individuals  thus  far  interviewed  have  lost  a 
total  of  31,563  days;  11,549  days  lost  have 
been  attributed  (by  the  department)  to  sick- 
ness, while  20,014  days  have  been  tabulated 
as  unexcused.  The  individuals  interviewed, 
of  course,  had  the  worst  attendance  records 
in  the  yard.  Fifty-six  per  cent  of  these  in- 
dividuals were  Negroes;  41  per  cent  lived 
out  of  town.  Of  the  712  interviewed,  152 
have  been  discharged,  18  placed  on  an  in- 
active list :  of  the  505  continuing  to  work, 
86  per  cent  have  shown  a  definite  improve- 
ment in  their  attendance  records,  and  14  per 
cent  have  not  improved.  A  social  worker  is 
interviewing  the  14  per  cent  who  have  not 
improved  and  is  attempting  to  help  them  in 
the  solution  of  domestic  and  housing  difficul- 
ties. 

Women  Employees 

Women  employees  receive  a  physical 
check-up  after  more  than  six  months'  work 
in  the  yard.  The  data  thus  far,  gathered 
among  women  welders  who  have  worked  this 
long,  indicate  a  definite  improvement  in  the 
general  health  of  these  employees.  In  30 
cases  selected  at  random,  a  comparison  of 
preplacement  records  with  subsequent  ex- 
aminations shows  a  gain  in  weight  in  all  ex- 
cept three  women ;  two  of  these  were  obese 
upon  employment  and  the  third  was  attempt- 
ing to  carry  on  full-scale  housekeeping 
duties.  In  21  of  the  30  employees,  the  hemo- 
globin was  the  same  (and  was  within  nor- 
mal limits)  on  both  examinations;  in  3  indi- 
dividuals  it  had  regressed  slightly  (though 
still  within  normal  limits),  and  6  individuals 
showed  improvement  in  the  hemoglobin 
since  employment.  The  ages  of  the  women 
in  this  group  ranged  from  18  to  30,  and  the 
majority  were  married.  The  weight  gain 
was  most  marked  in  the  18-24  age  group. 
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General  muscle  tonus  was  improved  in  every 
case,  and  there  had  been  a  minimal  number 
of  respiratory  complaints  since  employment. 
Repeat  x-rays  showed  no  lung  changes  at- 
tributable to  welding  smoke  or  fumes. 

Miscellaneous  Services 

During  a  period  of  eight  months  (since 
January  1)  more  than  2000  individuals  have 
come  to  the  medical  department  for  miscel- 
laneous reasons.  Approximately  20  per  cent 
have  been  sent  in  by  foremen  for  an  evalu- 
ation of  their  physical  ability  for  a  particu- 
lar job.  All  employees  requesting  termina- 
tions or  transfers  for  physical  reasons  have 
been  seen  by  us,  and  in  most  cases  our  opin- 
ion has  been  accepted.  The  majority  of  these 
individuals,  however,  have  been  in  for  gen- 
eral medical  advice,  with  every  conceivable 
complaint  and  symptom,  and  some  which  we 
are  sure  had  never  been  conceived  before. 
Many  had  not  sought  medical  treatment  else- 
where ;  others  had  failed  to  respond  to  treat- 
ment. Here  again  our  facilities  have  proven 
of  value;  urinalyses  have  revealed  a  number 
of  unsuspected  renal  conditions;  blood 
studies  have  shown  anemias  of  various  de- 
grees ;  and  in  17  of  93  employees  recently 
examined  for  vague  and  indeterminate  symp- 
toms, malaria  was  found.  Stool  examinations 
have  shown  hookworm  ova,  explaining  ab- 
dominal discomfort  that  individuals  were  at- 
tributing to  welding  smoke  and  paint  fumes. 
In  many  cases  where  the  patient  believed  he 
was  spitting  blood,  sputum  examinations 
have  shown  iron  rust.  Chest  x-rays  have 
been  lent  to  individuals  to  show  their  family 
doctors.  Electrocardiographic  tracings,  taken 
in  selected  cases — especially  key  personnel 
— upon  employment  and  in  periodic  examina- 
tions, are  providing  valuable  information 
about  incipient  heart  disease.  Allergy  tests 
(scratch  tests)  on  individuals  suffering  with 
hay  fever  and  asthma  have  enabled  us  to 
give  advice  as  to  treatment. 

Our  relationship  with  private  medical 
practitioners  has  been  good.  No  attempt  is 
made  to  treat  non-industrial  illness.  We 
gather  what  data  we  can  from  the  history, 
physical  examination  and  laboratory  studies 
and  refer  the  patient,  with  this  information, 
to  the  physician  of  his  choice. 

Conclusion 

Many  medical  care  plans  are  appearing  in 
current  literature.  Most  of  the  more  elab- 
orate   plans,    stressing   hospitalization    and 


complete  medical  care  by  industry,  have  run 
into  difficulties.  A  more  widely  publicized 
shipyard  on  the  West  Coast  has  blown  its 
horn  with  the  volume  of  Gabriel;  yet  inves- 
tigation has  shown  that  its  program  is  lack- 
ing completely  in  the  basic  principles  of  pre- 
ventive medicine,  since  no  type  of  examina- 
tion is  systematically  given  the  employees. 
Only  when  they  become  actually  ill  do  the 
employees  reap  the  benefits  of  their  system 
of  medical  care. 

We  feel  that  the  adoption  of  an  in-plant 
industrial  health  program  yields  dividends 
in  increased  production  and  better  employee 
morale.  Such  a  program  can  act,  too,  as  a 
liaison  between  the  private  practice  of  medi- 
cine and  the  public  health  agencies,  with  re- 
sulting benefit  to  community  health.  Many 
of  the  problems  precipitating  the  current  de- 
mand for  socialized  medicine  may  be  solved 
in  an  adequate  industrial  medical  program. 
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On  March  13,  1945,  the  General  Assembly 
of  North  Carolina  completed  its  action  on 
H.  B.  316,  making  immunization  against 
whooping  cough  compulsory  for  children 
under  1  year  of  age. 

In  view  of  this  development  it  would  ap- 
pear advisable  to  review  briefly  the  morbid- 
ity and  mortality  statistics  for  this  disease 
in  North  Carolina,  in  order  to  determine 
what  immunization  policy  might  be  most 
effective  in  bringing  about  a  prompt  reduc- 
tion in  the  number  of  pertussis  deaths. 

The  importance  of  the  whooping  cough 
problem  in  this  state  is  clearly  shown  in 
table  1.  Since  practically  all  of  the  prevent- 
able communicable  diseases  of  major  impor- 
tance are  included  in  the  recently  revised  list 
of  North  Carolina's  reportable  diseases*1', 
table  1  gives  an  accurate  comparison  of  the 
importance  of  the  various  communicable  dis- 
eases. Pneumonia,  although  it  causes  more 
deaths  than  any  of  the  diseases  listed  in 
table  1,  is  not  ordinarily  classified  as  pre- 
ventable and  is  therefore  not  included  in  the 
group  of  reportable  diseases. 

1.    Reynolds.   Carl   V.:   Letter  to  the   Editor.    North   Carolina 
M.  J.  6:50   (Jan.)   1945. 
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TABLE   1 
Mortality   from   Reportable   Communicable   Diseases 

in  North  Carolina — 1944  (provisional  figures) 
RanX:  Disease  Deaths  per  loo.noo  pop. 

1  Tuberculosis    36.5 

2  Syphilis    6.4 

3  Whooping  cough   3.7 

4  Measles    1.6 

5  Meningococcus  meningitis  1.3 

6  Poliomyelitis  1.2 

7  Diphtheria  1.0* 

8  Malaria    0.7 

9  Rocky  Mountain  spotted  fever...       0.45 
9         Dysentery,  bacillary  0.45 

10         Paratyphoid  and  typhoid  fever..       0.3 

10  Endemic  typhus  fever 0.3 

11  Scarlet  fever  0.2 

11  Septic  sore  throat  0.2 

12  Encephalitis  0.1 

13  Dvsentery,  amebic  0.08 

14  Undulant  fever   0.05 

15  Granuloma  inguinale  and 

lymphogranuloma   venereum  ..       0.04 

16  Gonorrhea   0.02 

16         Rabies    0.02 

16         Smallpox    0.02 

16         Trachoma     0.02 

16  Tularemia    0.02 

17  Anthrax  0.0 

17         Chancroid    0.0 

17         Cholera  0.0 

17         Dengue  0.0 

17         Glanders    0.0 

17         Leprosy    0.0 

17         Plague    0.0 

17         Psittacosis  0.0 

17         European   typhus  fever 0.0 

17         Yellow  fever  0.0 

*  The  North  Carolina  diphtheria  death  rate  has  fallen  from 
4.9  per  100,000  in  1989,  at  which  time  the  state-wide  diph- 
theria immunization  law  was  passed,  to  1.0  in  1944.  This  is 
a  decrease  of  8.9  for  this  period,  as  compared  with  a  de- 
crease of  only  1.4  for  the  corresponding  sis-year  period  im- 
mediately prior  to  the  passage  of  the  immunization   law. 

Because  syphilis  does  not  ordinarily  cause 
death  until  ten  to  thirty  years  after  it  is  ac- 
quired, the  present  mortality  rate  is  a  meas- 
ure of  morbidity  ten  to  thirty  years  ago. 
At  the  present  rate  of  decline  in  syphi- 
lis deaths  (from  421  in  1940  to  241  in  1944), 
the  disease  will  undoubtedly  appear  as  a 
minor  cause  of  death  ten  years  from  now. 
That  would  be  approximately  the  earliest 
date  that  the  death  rate  would  reflect  the 
true  situation  in  regard  to  today's  syphilis 
morbidity.  For  all  practical  purposes,  then, 
syphilis  can  be  disregarded  as  an  important 
cause  of  death  among  the  reportable  com- 
municable diseases  at  this  time,  leaving  to 
whooping  cough  the  doubtful  distinction  of 
being  second  only  to  tuberculosis  in  the  en- 
tire group  of  thirty-five  diseases. 

Tuberculosis  control  has  recently  received 
renewed  emphasis.  The  prevention  of  whoop- 
ing cough,  however,  has  not,  up  to  the  pres- 
ent time,  received  adequate  emphasis  on  a 
state-wide  basis.  The  absence  of  any  decline 
in  the  death  rate  over  the  past  five  years  is 
shown  in  table  2. 


TABLE   2 

Mortality  from  Whooping  Cough  in  North  Carolina 
1940  - 1944   (provisional  figures) 

Year  Tulnl    Deaths  Deaths  per  lOO.onn  pop. 

1940  90  2.5 

1941  199  5.5 

1942  109  2.7 

1943  112  2.9 

1944  141  3.7 

The  age  distribution  of  the  cases  and 
deaths  is  important  in  planning  a  whooping 
cough  control  program.   Tables  3  and  4  give 

this  information. 

TABLE  3 
Age  Distribution  of  Pertussis  Cases  in  North 
Carolina    for   the    Period    1934  -  1943 
(Total  cases:  87,134) 
Age  Group  Per  Cent  of  Total 

Under  1  year  9.5 

1-4  years  41.3 

5-9  years  41.8 

10  - 14  years  6.3 

15  -  19  years  0.7 

20-24  years  0.1 

25-29  years  0.1 

Over  30  years  0.2 


100.0% 

TABLE  4 

Age  Distribution  of  Pertussis  Deaths  in  North 

Carolina    for   the    Period    1931  -  1940 

(Total  deaths:  2,174) 

Aoe   Group  per  Cent  of  Total 

Under  1  year  63.2 

1-4  years  33.1 
9  years  2.9 

14  years  0.4 

19  years  0.2 

24  years  0.05 

29  years  0.05 


5 
In 
15 
20 
25 
Over  30  years 


0.1 


100.0' 


Since  the  majority  of  deaths  from  whoop- 
ing cough  occur  in  children  under  1  year,  a 
further  study  of  this  group  is  shown  in  table 
5. 

TABLE  5 

Whooping  Cough  Deaths  in  Children   under   1    Year 

in  North   Carolina 

Age  Distribution  by  Months 


Ane  in 
Months 

mn 

JSS! 

1 

3 

4 

2 

9 

12 

3 

8 

8 

4 

9 

11 

5 

3 

2 

6 

6 

9 

Total  first 





six  months 

38 

46 

7 

1 

5 

8 

0 

4 

9 

1 

4 

10 

5 

6 

11 

4 

1 

12 

3 

8 

Total  second 

— 



six  months 

14 

28 

1913 

Total 

5 

12 

13 

34 

11 

27 

12 

32 

2 

7 

10 

25 

53 

137 

2 

8 

4 

8 

6 

11 

11 

22 

3 

8 

4 

15 

TOTAL 


52 


74 


30 


83 


72 


209 
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It  will  be  observed  that  for  the  three-year 
period  represented  in  table  5  more  than  half 
of  the  209  deaths  reported  in  children  under 
1  year  of  age  occurred  in  the  first  six  months 
of  life.  This  group  constitutes  approximately 
40  per  cent  of  all  whooping  cough  deaths  in 
this  state,  regardless  of  age,  and  should  be 
given  due  consideration  in  the  control  pro- 
gram. 

Evaluations  of  the  effectiveness  of  pertus- 
sis vaccine  have  been  almost  exclusively  con- 
fined to  children  over  6  months  of  age.  The 
recent  favorable  report  on  pertussis  vaccine 
by  the  Council  on  Pharmacy  and  Chemistry 
of  the  American  Medical  Association'2'  was 
based  on  the  use  of  the  vaccine  "after  6 
months  of  age." 

Immunization  of  this  older  group  of  chil- 
dren by  physicians  and  public  health  clinics 
on  a  state-wide  basis  would  in  the  long  run 
be  very  effective  in  preventing  deaths  from 
whooping  cough.  Since  approximately  83 
per  cent  of  the  cases  occur  in  children  be- 
tween the  ages  of  1  and  9  years,  the  elimi- 
nation of  this  large  group  would  greatly  re- 
duce the  chances  of  exposure  for  infants 
under  6  months  of  age. 

However,  since  five  years  will  probably 
pass  before  approximately  50  per  cent  of  the 

1  to  9  year  group  will  be  immunized  under 
the  requirements  of  the  new  state-wide  per- 
tussis immunization  law,  some  additional 
protection  of  young  infants  should  be  con- 
sidered for  that  period.  It  is  entirely  pos- 
sible, also,  that  future  events  will  demon- 
strate the  necessity  of  protecting  young  in- 
fants routinely,  even  after  the  1  to  9  year 
group  has  been  immunized,  in  order  to  elimi- 
nate a  few  deaths  occurring  in  infants  ac- 
cidentally exposed  to  the  disease  in  members 
of  the  population  who  have  escaped  vacci- 
nation. 

Immunization  of  infants  under  3  months 
of  age  was  found  by  Sauer'3'  in  1941  to  be 
effective  in  preventing  pertussis  deaths. 
Sako,  Treuting,  and  others'4'  recently  re- 
ported that  immunization  of  infants  under 

2  months  of  age  provided  effective  protec- 
tion against  death  from  whooping  cough.  In 
the  discussion  of  his  paper,  Sako  said :  "The 
State  of  Louisiana  since  1942  has  adopted  the 
routine  outlined  as  a  regular  program  in  the 

2.  Fclton,  Harriet  M.  and  Willard.  Cecilia  Y.:  Current  Status 
of  Prophylaxis  by  Hemophilus  Pertussis  Vaccine.  J. A.M. A. 
126:294-299    (Sept.    39)    1941. 

3.  Sauer,  L.  W.:  The  Age  Factor  in  Active  Immunization 
against  Whooping  Cough.  Am.  J.  Path.  17:719-723  (Sept.) 
1941. 

1.  Sako.  Wallace,  and  others:  Early  Immunization  against 
Pertussis  with  Alum  Precipitated  Vaccine,  J. A.M. A.  127: 
379-384    (Feb.)    1945. 


well-baby  clinics  conducted  throughout  the 
state.  To  date  more  than  16,000  infants  be- 
low the  age  of  two  months  have  been  so  im- 
munized. It  is  significant,  also,  that  the  mor- 
tality figures  for  Louisiana  since  1942 
showed  no  deaths  reported  from  the  immun- 
ized group." 

Immunization  against  pertussis  of  the 
group  under  6  months  of  age  cannot  be  car- 
ried out  with  the  combined  diphtheria  and 
pertussis  antigens  now  becoming  popular. 
Furthermore,  Sauer's  study'3'  showed  that 
immunity  acquired  at  this  early  age,  al- 
though it  is  effective  in  preventing  deaths 
from  whooping  cough  during  the  first  year 
of  life,  diminishes  in  effectiveness  during  the 
age  period  of  1  to  9  years,  when  the  inci- 
dence of  the  disease  is  highest. 

A  practical  solution  to  this  problem  would 
be  the  use  of  plain  or  alum-precipitated  per- 
tussis vaccine  in  infants  under  6  months — 
preferably  under  2  months — ,  followed  by 
administration  of  the  combined  diphtheria 
and  pertussis  antigens  at  9  months.  Reinjec- 
tion  of  pertussis  vaccine  is  capable  of  pro- 
ducing a  considerable  rise  in  a  low-titer  im- 
munity previously  established'5'. 

The  use  of  early  whooping  cough  immuni- 
zation on  a  state-wide  basis  should,  there- 
fore, make  possible  in  the  next  two  years  a 
reduction  in  deaths  among  the  group  of  in- 
fants under  6  months  of  age,  while  revacci- 
nation  at  9  months  would  provide  sufficient 
immunity  to  bring  about  an  extensive  reduc- 
tion during  the  next  five  years  in  the  number 
of  cases  occurring  in  the  1  to  9  year  group. 
Further  study  of  the  incidence  of  the  disease 
after  the  control  program  has  made  definite 
progress  may  show  that  booster  doses  for 
children  in  the  upper  half  of  this  1  to  9  year 
group  will  be  necessary  in  order  to  insure 
continued  immunity  and  prevent  cases  that 
might  be  a  source  of  infection  for  infants. 

Summary 

1.  Pertussis  immunization  of  children  be- 
fore the  age  of  1  year  is  now  required  by 
state  law. 

2.  Whooping  cough  is  the  third,  or  prob- 
ably the  second,  leading  cause  of  death 
among  the  reportable  communicable  diseases 
in  North  Carolina. 

3.  On  the  basis  of  morbidity  and  mortality 
data  it  would  appear  that  the  immunization 

5.    (a)   Mishulow.  Lucy,  and  others:  Stimulation  of  Pertussis- 
Protective    Antibodies    by    Vaccination,    Am.    J.    Dis. 
Child.   62:1295-1216    (Dec.)    1941. 
(b)  Rambar.    Alvin    C.    and   others:    Studies    in    Immunity 
to  Pertussis,  Am.  J.  Dis.  Child.  65:730-732   (May)    1943. 
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of  children  after  the  age  of  6  months  would 
probably  result  in  a  definite  reduction  in 
pertussis  deaths  in  North  Carolina  within 
the  next  five  years,  while  immunization  of 
children  under  6  months — preferably  under 
2  months — would  probably  result  in  a  defi- 
nite reduction  in  deaths  within  the  next  two 
years. 


4.  The  routine  immunization  of  small  in- 
fants with  plain  or  alum-precipitated  vac- 
cine, followed  by  the  administration  of  com- 
bined diphtheria  and  pertussis  antigens  at  9 
months  of  age,  is  suggested  as  a  practical 
pertussis  immunization  program  for  this 
state  for  the  next  five  years,  and  possibly 
longer. 


THUMBNAIL  SKETCHES  OF  EMINENT  PHYSICIANS 
Josiah  C.  Trent,  M.D.,  Editor 


Ann  Arbor,  Michigan 


THE   EVOLUTION  OF  THE   ASEPTIC 
PRINCIPLE  IN  SURGERY 

VIII 

LOUIS  PASTEUR   (1822-1895)* 

Rarely  in  the  annals  of  science  do  we  find 
a  man  who  satisfies  our  propensity  to  hero 
worship :  if  he  is  a  genius  in  the  laboratory, 
his  private  life  is  disappointing ;  if  he  makes 
some  remarkable  discovery,  the  remainder 
of  his  work  is  frequently  mediocre  or  ob- 
scured by  bitter  controversies  and  recrimina- 
tions. Louis  Pasteur  was  one  of  those  excep- 
tional men  who  failed  us  in  nothing.  In  the 
laboratory  his  reasoning  was  faultless  and 
his  work  truly  magnificent.  In  private  life 
he  was  an  exemplary  son,  a  perfect  husband, 
and  the  best  of  fathers.  The  many  excellent 
appreciations  and  critiques  of  this  great  man 
which  have  already  been  written  preclude 
any  similar  attempt  here.  Rather  we  shall 
of  necessity  present  only  that  part  of  Pas- 
teur's life  and  work  which  has  a  direct  bear- 
ing on  our  subject. 

Until  the  middle  of  the  nineteenth  century 
chemical  thought  was  dominated  by  the 
great  Liebig,  who  believed  that  fermentation 
was  a  disintegration,  the  breaking-up  of  a 
molecule  by  decay.  Schwann  and  Cagniard- 
Latour  had  failed  to  impress  the  world  with 
the  idea  that  fermentation  is  due  to  living 
organisms,  and  Liebig  had  silenced  all  oppo- 
sition with  arm-chair  logic :  "If  you  admit 
that  yeast  lives,  then  you  admit  that  it  dies. 
Now  it  is  in  dying  that  it  acts,  as  a  result  of 
the  decomposition  which  it  undergoes  at  that 
moment." 

'The  following  facts  were  taken  from  two  excellent  bio- 
graphies: Rene  Vallery-Radot,  The  Life  of  Pasteur,  translated 
by  Mrs.  R.  L.  Devonshire,  London.  Constable.  19(12:  Etnile 
Duclaux,  Pasteur:  The  History  of  a  Mind,  translated  by  E.  F. 
Smith   and    F.    Hedges, .  Philadelphia,    W.   B.    Saunders,    1920. 


It  was  at  this  time  that  Louis  Pasteur,  an 
obscure  French  chemist  whose  work  had 
dealt  chiefly  with  crystalloids  and  their 
polarizing  properties,  began  to  encounter  in 
certain  industrial  fermentations  exceptions 
to  the  laws  of  correlation  between  crystals 
and  rotary  power — laws  which  he  had  previ- 
ously found  invariable.  He  had  observed 
also  that  life  alone  is  capable  of  creating  full- 
fledged  new  dissymmetries.  To  the  trained 
scientist,  therefore,  it  logically  followed  that 
fermentation  is  a  vital  act.  To  prove  this 
hypothesis,  Pasteur  resorted  to  experiment 
and,  fortunately  for  the  world,  deserted  pure 
chemistry  for  biology. 

In  1857,  after  careful  researches  on  the 
problem  of  lactic  fermentation,  Pasteur  read 
before  the  Lille  Scientific  Society  a  paper, 
Memoir e  sur  la  fermentation  appelee  lac- 
tique,  in  which  he  completely  demolished  Lie- 
big's  theory.  He  concluded :  "It  is  now  my 
opinion  as  the  result  of  the  knowledge  I  have 
gained  on  this  subject  that  whoever  will 
judge  impartially  the  results  of  this  work 
and  those  which  I  shall  publish  in  the  near 
future111  will  recognize  with  me  that  fermen- 
tation is  correlative  with  life,  with  the  or- 
ganization of  globules,  not  the  death  or  pu- 
trefaction of  those  globules." 

To  Pasteur,  studying  the  role  of  micro- 
organisms in  fermentation,  it  was  inevitable 
that  he  should  question  the  origin  of  these 
minute  bodies.  In  January,  1860,  when  the 
Academie  des  Sciences  conferred  on  him  the 
Prize  for  Experimental  Physiology,  he  wrote 
to  a  friend :  "I  am  pursuing  as  best  I  can 
these  studies  on  fermentation  which  are  of 
great  interest,  connected  as  they  are  with 
the  impenetrable  mystery  of  Life  and  Death. 
I  am  hoping  to  mark  a  decisive  step  very 

1.    Memoir    On     Alcoholic    Fermentation,    presented    to    the 
Academic  des  Sciences  in  December,  1857. 
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Fig.  1.  The  half-title  of  the  second  edition  of 
Pasteur's  Etudes  sur  le  vin,  Paris,  1875,  show- 
ing a  presentation  inscription  by  the  author  to 
an  old  friend  and  schoolfellow. 

soon  by  solving,  without  the  least  confusion, 
the  celebrated  question  of  spontaneous  gen- 
eration." This  question  was  intimately  tied 
up  with  Pasteur's  expressed  desire  to  "arrive 
at  a  knowledge  of  the  causes  of  putrid  and 
contagious  diseases." 

In  spite  of  his  preoccupation  with  the 
problem  of  spontaneous  generation,  Pasteur 
found  time  to  carry  on  his  experiments  on 
the  fermentation  and  diseases  of  wine  (see 
fig.  1 ) ,  work  which  led  to  the  use  of  heat  for 
the  arrest  of  the  fermentative  process  (pas- 
teurization)(2). 

In  April,  1864,  before  an  impressive  audi- 
ence at  the  Sorbonne,  Pasteur  delivered  a 
final  blow  to  the  theory  of  spontaneous  gen- 
eration':!l.  He  remarked:  "And  therefore, 
gentlemen,  I  could  point  to  that  liquid  and 
say  to  you,  I  have  taken  a  drop  of  water 
from  the  immensity  of  creation,  and  I  have 
taken  it  full  of  the  elements  appropriate  to 

2.  We  have  seen  in  a  previous  sketch  that  Appert  was  actual- 
ly  the  first  to  use  this  method  in  preserving  foods. 

3.  A  field  pioneered  by  Francesco  Redi    (see  Sketch  III). 


the  development  of  inferior  beings.  And  I 
wait,  I  watch,  I  question  it,  begging  it  to 
recommence  for  me  the  beautiful  spectacle 
of  the  first  creation.  But  it  is  dumb,  dumb 
since  these  experiments  were  begun  several 
years  ago ;  it  is  dumb  because  I  have  kept  it 
from  the  only  thing  man  cannot  produce, 
from  germs  which  float  in  the  air,  from  life, 
for  life  is  a  germ  and  a  germ  is  life.  Never 
will  the  doctrine  of  spontaneous  generation 
recover  from  the  mortal  blow  of  this  simple 
experiment." 

In  1865,  a  young  Glasgow  surgeon,  Joseph 
Lister,  who  had  been  absorbed  in  the  prob- 
lem of  sepsis  and  wound  infection,  discovered 
in  reading  Pasteur's  works,  particularly 
those  dealing  with  spontaneous  generation, 
the  following  facts'4': 

"(1)  Putrefaction  is  a  species  of  fermentation. 

"(2)  It  is  caused  by  the  growth  of  micro-organ- 
isms and  does  not  occur  independently  of  their 
presence. 

"(3)  The  micro-organisms  are  carried  by  the  air 
on  the  dust  that  floats  in  it.  They  also  occur  on  and 
in  solid  and  liquid  substances. 

"(4)  These  micro-organisms  can  be  destroyed  by 
heat  and  other  agencies  or  separated  from  the  air 
by  filtration. 

"(5)  Certain  recognizable  organisms  produce  defi- 
nite and  distinct  fermentative  processes. 

"(6)  All  of  these  organisms  require  oxygen.  Some 
of  them  flourish  only  in  the  presence  of  free  oxygen 
(aerobic),  others  only  in  its  absence  (anaerobic). 
The  latter  acquire  their  oxygen  from  the  bodies 
which  by  their  growth  they  are  causing  to  ferment 
and  putrefy. 

"(7)  Many  natural  animal  and  vegetable  products 
have  no  tendency  to  ferment  or  putrefy  even  in  the 
presence  of  oxygen  if  collected  with  proper  precau- 
tions and  kept  in  sterilized  vessels. 

"(8)  Spontaneous  generation  has  never  been  ob- 
served to  occur  and  thus  may  be  regarded  as  a 
chimera." 

Pasteur's  ideas,  as  applied  by  Lister,  cul- 
minated in  one  of  mankind's  most  beneficial 
discoveries,  the  antiseptic  principle  in  surg- 
ery. 

J.  C.  T. 

4.    Sir  Ricknlan  Godlee:  Lord  Lister,  London,  Macmillan  and 
Co.,  1917,  p.  176. 


No  person  need  be  told  that  he  has  "a  spot  on  the 
lung."  If  the  condition  is  as  clinically  insignificant 
as  the  term  suggests,  the  patient  should  be  told  that 
he  has  a  scar  from  a  previous  tuberculous  infection 
— one  that  needs  an  occasional  check-up  or  one  that 
needs  no  further  observation.  Or  when  the  diagnosis 
is  certain,  the  patient  should  be  told  that  his  lungs 
are  normal.  For,  while  "a  spot  on  the  lung"  is  often 
the  obscured  beginning  of  destructive  disease,  it  is, 
in  other  cases,  the  starting  point  for  tuberculophobia 
and  anxiety  neuroses,  conditions  that  are  no  less 
crippling  and  hardly  more  easily  curable  than  tuber- 
culosis itself.  Max  Pinner,  M.D.,  NTA  Bull.,  Jan. 
1945. 
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COLLIER'S  EDITORIAL 
SCHIZOPHRENIA 

In  Collier's  for  July  27,  the  irrepressible 
Miss  Amy  Porter  contributes  an  article  on 
the  Emergency  Maternity  and  Infancy  Care 
Program,  in  which  she  naively  states  that 
"EMIC  is  having  a  salutary  effect  on  hos- 
pitals, as  they  make  improvements  in  order 
to  qualify  for  EMIC  cases."  Doubtless  the 
Council  on  Medical  Education  and  Hospitals 
of  the  American  Medical  Association,  the 
American  Hospital  Association,  and  the 
American  College  of  Surgeons — among  other 
standardizing  agencies — will  rejoice  to  have 
their  prolonged  efforts  to  raise  hospital 
standards  given  such  powerful  assistance. 
Miss  Porter  also  gives  to  EMIC — which  be- 
came effective  in  March,  1943 — credit  for  the 


fact  that  "Incomplete  figures  for  1943  show 
that  the  infant  mortality  rate  was  the  low- 
est on  record" — although  this  decline  is  but 
"continuing  the  sharp  drop  in  infant  deaths 
observed  during  the  last  eight  years."  Evi- 
dently the  beneficial  effect  of  EMIC  has  been 
retroactive. 

Miss  Porter  concludes  her  article  by  stat- 
ing that  "the  mother  who  had  good  care 
under  EMIC  is  going  to  want  the  same  kind 
of  care  when  later  children  are  born  .  .  .  The 
Wagner  bill,  in  its  health  provisions,  tackles 
these  problems  on  a  nation  wide  scale." 

The  same  issue  of  Collier's  has  an  editorial 
entitled  "German  Doctors  under  Nazism," 
which  tells  of  an  inspection  tour  made  in 
Germany  by  Colonel  Edward  D.  Churchill, 
surgical  consultant  to  the  Allied  Mediter- 
ranean forces.  "His  over-all  conclusion  after 
inspecting  six  German  hospital  areas  was 
that  German  handling  of  wounded  was  about 
20  years  behind  the  American  procedure  .  .  . 
By  and  large,  they  (German  doctors)  were 
victims  of  an  apathy  and  a  lack  of  ambition 
which  would  enrage  a  typical  American  doc- 
tor." (Incidentally,  these  words  are  strange- 
ly reminiscent  of  some  recent  comments  upon 
our  own  federally  controlled  Veterans  Ad- 
ministration hospitals.) 

After  a  scathing  denunciation  of  politic- 
ally controlled  German  medicine,  the  edi- 
torial concludes: 

"The  lesson  in  the  German  experience  seems 
clear  enough.  It  is  that  there  is  no  substitute  for 
a  free,  bold  and  inquisitive  medical  profession,  or 
for  generously  financed  and  expertly  staffed  med- 
ical research,  carried  on  year  in  and  year  out.  It 
is  devoutly  to  be  hoped  that  the  lesson  of  the 
German  medical  collapse  will  not  be  lost  on  us." 

Since  Miss  Porter's  name  is  listed  as  one 
of  the  editors  of  Collier's,  the  wide  diver- 
gence between  the  viewpoint  of  her  article 
and  that  of  the  unsigned  editorial  suggests 
that  the  collective  editorial  staff  of  Collier's 
might  be  suffering  from  schizophrenia  — 
which  means,  literally,  a  divided  mind.  Could 
Miss  Joan  Lane,  who  is  probably  connected 
with  the  circulation  department,  have  sus- 
pected this  condition  and  desired  profes- 
sional advice  when  she  sent  copies  of  the 
two  contributions  to  editors  of  medical 
journals?  If  so,  this  Journal  would  suggest 
that  Miss  Porter  abstain  from  Berlin  bro- 
mide and  Moscow  marihuana  long  enough  to 
digest  the  profound  truth  contained  in  the 
last  paragraph  of  Collier's  editorial. 
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A  JOB  WELL  DONE 

Someone  once  said  something  to  the  effect 
that  the  reward  for  a  job  well  done  is  the 
opportunity  for  greater  service.  This  oppor- 
tunity has  been  justly  awarded  to  our  retir- 
ing president,  Dr.  Paul  Whitaker.  Our  so- 
ciety never  had  a  president  who  gave  more 
freely  of  his  time,  his  ability,  and  his  physi- 
cal strength.  If  restrictions  on  travel  had 
not  forced  the  cancellation  of  our  annual 
meeting  this  year,  he  might  have  been  made 
to  realize  how  greatly  his  wise  and  unselfish 
service  is  appreciated  by  the  membership. 
No  man  ever  more  deserved  the  thrill  of  re- 
ceiving the  president's  jewel  as  the  climax 
of  his  term  of  office,  and  no  man  would  have 
had  heartier  applause  on  such  an  occasion. 

Even  Dr.  Whitaker's  "President's  Mes- 
sage" had  to  be  delivered  to  the  small  group 
in  the  Executive  Committee  meeting,  though 
doubtless  it  has  been  read  by  the  great  ma- 
jority of  our  members  even  more  carefully 
than  if  they  had  heard  it  first  hand.  It  re- 
views the  achievements  of  his  administration 
in  perhaps  the  best  of  the  many  excellent  ad- 
dresses he  has  delivered  throughout  the 
state. 

The  outstanding  accomplishment  of  Dr. 
Whitaker's  administration  was  that  of  sal- 
vaging something  from  the  ambitious  pro- 
gram sponsored  by  the  Poe  Commission  on 
Hospitals  and  Medical  Care.  That  the  pro- 
gram was  not  scrapped  entirely  was  perhaps 
due  more  to  Paul  Whitaker's  efforts  than  to 
anything  else.  Now  that  Governor  Cherry 
has  wisely  appointed  him  on  the  new  Hos- 
pital and  Medical  Care  Commission,  we 
know  that  he  will  play  an  important  part  in 
improving  medical  care  in  North  Carolina. 

The  opportunity  given  Dr.  Whitaker  to 
lead  in  this  forward  movement  recalls  the 
pioneer  work  done  by  Dr.  Isaac  H.  Manning 
in  bringing  hospital  care  within  the  reach  of 
the  people.  Dr.  Manning's  reward  for  en- 
listing the  support  of  the  State  Society  for 
hospital  insurance  was  the  opportunity  to 
lead  the  Hospital  Saving  Association  of 
North  Carolina  into  the  very  forefront  of 
the  so-called  Blue  Cross  Plans.  Now  Dr. 
Whitaker  has  as  his  reward  the  opportunity 
to  make  North  Carolina  again  a  leader  in 
extending  medical  care  to  the  people  under 
the  auspices  of  the  medical  profession, 
rather  than  of  politicians.  The  doctors  of 
North  Carolina  love  and  trust  him,  just  as 
they  have  loved  and  trusted  Dr.  Manning. 


OMISSION  OF  TRANSACTIONS 
AND  ROSTER 

Conspicuous  by  their  absence  this  month 
are  the  roster  of  members  of  the  Medical 
Society  of  the  State  of  North  Carolina  and 
the  transactions  of  the  annual  meeting, 
which  have  been  published  in  the  August 
issue  ever  since  the  inception  of  the  North 
Carolina  Medical  Journal.  The  cancella- 
tion of  the  1945  meeting,  of  course,  explains 
the  non-appearance  of  the  transactions.  In 
their  place  were  published,  in  the  July  issue, 
the  minutes  of  the  Executive  Committee 
meeting,  together  with  the  president's  mes- 
sage, the  report  of  the  secretary-treasurer, 
the  inaugural  remarks  of  the  president-elect, 
and  a  few  of  the  annual  reports  which  are 
usually  presented  to  the  House  of  Delegates. 
The  roster  is  being  omitted  entirely  this 
year,  in  an  effort  to  stay  within  the  quota 
of  paper  allowed  for  printing  the  Journal. 
It  is  realized  that  this  omission  will  work  a 
hardship  on  many  doctors  who  use  the  roster 
as  a  directory  of  North  Carolina  physicians 
and  who  have  lost  or  worn  out  their  copy  of 
last  year's  August  issue.  The  decision  was 
made  necessary,  however,  by  the  exigency 
of  the  paper  situation  and  by  the  large 
amount  of  scientific  material  on  hand.  A  few 
copies  of  the  August,  1944,  issue  are  still 
available,  and  any  physician  desiring  one  of 
these  may  obtain  it  by  sending  thirty  cents 
in  stamps  or  coins  to  the  editorial  office  of 
the  Journal. 

The  officers  of  the  Auxiliary  to  the  Med- 
ical Society  have  graciously  agreed  to  coop- 
erate by  omitting  the  roster  of  Auxiliary 
members  this  year  and  by  publishing  greatly 
abbreviated  transactions  of  the  Executive 
Board  meeting.  These  appear  in  this  issue 
of  the  Journal. 

*     *     *     * 

INFANT  DEATHS  FROM  MECHANICAL 
SUFFOCATION 

The  Committee  on  Public  Health  Relations 
of  the  New  York  Academy  of  Medicine111  has 
found  that  deaths  from  mechanical  suffoca- 
tion have  increased  by  almost  60  per  cent  in 
the  past  decade,  and  that  there  were  more 
than  1500  deaths  from  this  cause  in  the 
United  States  in  1942.  By  far  the  majority 
of  these  deaths  have  been  in  children  under 
6  months  of  age.  "To  prevent  these  unneces- 
sary deaths  five  suggestions  have  been  of- 
fered for  mothers  to  follow,  as  announced  by 
the  Committee : 
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"The  first  suggestion  is — never  have  loose  materi- 
als, such  as  pillows,  blankets,  and  outer  covering 
in  the  baby's  crib  or  carriage.  The  infant  should 
sleep  on  a  firm  mattress.  His  rubber  sheets  and 
under  sheets  should  be  spread  smoothly  and  should 
be  large  enough  to  tuck  tightly  under  the  mattress 
— quilted  pads  should  be  tied  down.  Any  top  covers 
should  be  large  enough  to  tuck  firmly  under  the 
sides  and  lower  end  of  the  mattress.  Loose  objects 
such  as  pillows,  loose  blankets,  and  restraining 
straps  are  unnecessary  and  wholly  undesirable. 

"The  second  suggestion,  especially  for  babies 
under  6  months  of  age,  is — watch  the  baby's  posi- 
tion in  his  crib  or  carriage.  Observe  him  at  frequent 
intervals  when  he  lies  "face  down."  The  prone  pos- 
ture was  noticed  in  68  per  cent  of  the  babies  in  the 
New  York  City  study  who  were  found  after  acci- 
dental death,  and  many  of  these  were  discovered 
with  soft  pillows,  mattresses,  or  mattress  coverings 
occluding  their  noses  or  mouths.  Only  17  per  cent 
of  the  suffocated  babies  were  found  lying  "face  up"; 
these  also  had  pillows  or  blankets  covering  the  face. 

"Since  the  peak  of  infant  deaths  from  mechanical 
suffocation  is  reached  during  the  late  fall  and  early 
winter  months,  the  third  suggestion  is — let  the  baby 
wear  enough  clothes  to  maintain  normal  body  tem- 
perature but  allow  him  unhampered  movement  at 
all  times.  Sleeping-bag  garments  with  mechanical 
closing  and  locking  devices  which  may  catch  be- 
neath the  infant's  neck,  as  well  as  tight  caps  and 
bibs,  should  be  avoided. 

"A  fourth  suggestion  is — always  sit  up  and  hold 
the  baby  while  feeding  him.  This  suggestion  holds 
especially  for  the  early  morning  feedings.  If  the 
mother,  at  the  time  for  the  3:00  a.m.  or  6:00  a.m. 
feeding  takes  the  baby  to  her  bed  while  she  feeds 
him  from  the  breast  or  from  the  bottle  she  may 
fall  asleep  with  the  disastrous  result  that  baby 
smothers  from  having  the  mother's  breast  or  other 
parts  of  her  body  occlude  breathing.  The  parent's 
bed — next  to  the  crib  and  carriage — has  become  the 
fourth  most  frequent  site  of  infant  death  from  me- 
chanical  suffocation. 

"The  fact  that  death  takes  place  most  often  be- 
tween 3:00  a.m.  to  6:00  a.m.  and  6:00  a.m.  to  9:00 
a.m.  also  leads  to  the  fifth  suggestion — do  not  leave 
baby  unguarded  during  or  too  soon  after  feeding. 
Although  most  mothers  "bubble"  their  babies  dur- 
ing and  after  feeding,  the  early  morning  hours  are 
not  conducive  to  the  patience  which  the  job  requires. 
Many  mothers  who  have  artificially  fed  children  just 
prop  the  bottle  into  baby's  mouth  and  leave  baby 
while  he  feeds.  In  such  situations  there  is  the  danger 
of  suffocating  from  regurgitated  food. 

"These  five  simple  rules  are  easy  to  follow  and 
observe  and  should  be  made  generally  known." 

1.  Infant  Deaths  from  Mechanical  Suffocation.  Current  Edi- 
torial Comment.  New  York  State  J.  Med.  43:1529  (Julv 
15)    1915. 


INFORMATION  BULLETIN  FOR 
MEDICAL  OFFICERS 

The  Bureau  of  Information  of  the  Ameri- 
can Medical  Association  has  compiled  a 
Bulletin  for  the  information  of  physicians 
returning  from  the  armed  services.  This 
supplies  them  with  a  concise  statement  of 
facilities  now  available  to  help  them  with 
their  problems  of  licensure,  further  educa- 
tion, or  location.    The  Bureau  is  anxious  to 


make  this  material  available  to  all  medical 
officers. 

The  Bulletin  "is  designed  to  combine  and 
abstract  that  information  which  is  most  de- 
sired by  medical  officers,  and  to  point  out 
exactly  how  more  specific  and  detailed  data 
can  be  obtained."  Copies  of  the  Bulletin  may 
be  obtained  by  writing  to  the  Bureau  of  In- 
formation, American  Medical  Association, 
535  North  Dearborn  Street,  Chicago  10,  Illi- 
nois. 

*     *     * 

A  CONSTRUCTIVE  PROGRAM  FOR 
MEDICAL  CARE 

For  years  there  has  been  a  demand  that 
the  American  Medical  Association  adopt 
some  sort  of  program  for  medical  care.  This 
demand  has  come  from  various  sources. 
Some  were  sincere  in  believing  that  such  a 
program  was  needed ;  others  merely  used  this 
criticism  to  lessen  the  public's  confidence 
in  organized  medicine.  Over  and  over  the 
charge  was  made  that  the  A.M. A.  was  op- 
posed to  any  extension  of  public  health  work, 
to  any  form  of  insurance  that  would  lighten 
the  burden  of  medical  care,  and  to  the  enroll- 
ment of  enough  medical  students  to  insure  a 
steady  supply  of  doctors  for  the  population. 

True  to  medical  tradition,  the  A.M. A.  was 
not  stampeded  into  thoughtless  action  by  a 
comparatively  few  individuals  who  sought  to 
make  up  in  noise  what  they  lacked  in  num- 
bers. It  has,  however,  sought  constantly  to 
see  that  American  people  had  the  best  med- 
ical care  possible,  and  from  time  to  time, 
through  the  House  of  Delegates,  has  clarified 
its  position  by  putting  into  words  its  prin- 
ciples and  policies. 

This  year  the  O.D.T.  ruled  that  the  an- 
nual meeting  of  the  House  of  Delegates  could 
not  be  held.  On  June  22,  however,  the  Coun- 
cil on  Medical  Service  and  Public  Relations, 
jointly  with  the  Board  of  Trustees  of  the 
American  Medical  Association,  adopted  the 
most  comprehensive  platform  for  medical 
care  yet  presented  to  the  public.  This  plat- 
form first  appeared  in  the  Journal  of  the 
American  Medical  Association  for  July  21; 
but  because  of  its  importance,  it  is  repro- 
duced on  page  377  of  this  Journal.  Every 
doctor  should  study  it  carefully,  and  become 
familiar  with  its  general  principles.  It  will 
do  much  to  answer  the  oft-repeated  untruth 
that  the  American  Medical  Association  is 
purely  reactionary. 
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AMERICAN   MEDICAL  ASSOCIATION 

This   platform   was   adopted   by   the  Council  on   Medical   Service   and    Public    Relations   and    the    Board   of 
Trustees   of   the   American    Medical    Association   on    June   22,    1945. 

Preamble 

The  physicians  of  the  United  States  are  interested  in  extending  to  all  people  in  all  communities  the 
best  possible  medical  care.  The  Constitution  of  the  United  States,  the  Bill  of  Rights  and  the  "American 
Way  of  Life"  are  diametrically  opposed  to  regimentation  or  any  form  of  totalitarianism.  According  to 
available  evidence  in  surveys,  most  of  the  American  people  are  not  interested  in  testing  in  the  United 
States  experiments   in   medical   care   which   have   already  failed  in  regimented  countries. 

The  physicians  of  the  United  States,  through  the  American  Medical  Association,  have  stressed  re- 
peatedly the  necessity  for  extending  to  all  corners  of  this  great  country  the  availability  of  aids  for 
diagnosis  and  treatment,  so  that  dependency  will  be  minimized  and  independence  will  be  stimulated. 
American  private  enterprise  has  won  and  is  winning  the  greatest  war  in  the  world's  history.  Private 
enterprise  and  initiative  manifested  through  research  may  conquer  cancer,  arthritis  and  other  as  yet 
unconquered  scourges  of  humankind.  Science,  as  history  well  demonstrates,  prospers  best  when  free  and 
unshackled. 

Program 

The  physicians  represented  by  the  American  Medical  Association  propose  the  following  constructive 
program  for  the  extension  of  improved  health  and  medical  care  to  all  the  people: 

1.  Sustained  production  leading  to  better  living  conditions  with  improved  housing,  nutrition  and 
sanitation  which  are  fundamental  to  good  heaKh;  we  support  progressive  action  toward  achieving  these 
objectives: 

2.  An  extended  program  of  disease  prevention  with  the  development  or  extension  of  organizations 
for  public  health  service  so  that  every  part  of  our  country  will  have  such  service,  as  rapidly  as  adequate 
personnel  can  be  trained. 

3.  Increased  hospitalization  insurance  on  a  voluntary  basis. 

4.  The  development  in  or  extension  to  all  localities  of  voluntary  sickness  insurance  plans  and  pro- 
vision for  the  extension  of  these  plans  to  the  needy  under  the  principles  already  established  by  the 
American  Medical  Association. 

5.  The  provision  of  hospitalization  and  medical  care  to  the  indigent  by  local  authorities  under  volun- 
tary hospital  and  sickness  insurance  plans. 

6.  A  survey  of  each  state  by  qualified  individuals  and  agencies  to  establish  the  need  for  additional 
medical  care. 

7.  Federal  aid  to  states  where  definite  need  is  demonstrated,  to  be  administered  by  the  proper  local 
agencies  of  the  states  involved  with  the  help  and  advice  of  the  medical  profession. 

8.  Extension  of  information  on  these  plans  to  all  the  people  with  recognition  that  such  voluntary 
programs   need   not   involve   increased   taxation. 

9.  A  continuous  survey  of  all  voluntary  plans  for  hospitalization  and  illness  to  determine  their 
adequacy  in  meeting  needs  and  maintaining  continuous  improvement  in  quality  of  medical  service. 

10.  Discharge  of  physicians  from  the  armed  services  as  rapidly  as  is  consistent  with  the  war  effort  in 
order  to  facilitate  redistribution  and  relocation  of  physicians  in  areas  needing  physicians. 

11.  Increased  availability  of  medical  education  to  young  men  and  women  to  provide  a  greater  number 
of  physicians  for  rural  areas. 

12.  Postponement  of  consideration  of  revolutionary  changes  while  60.000  medical  men  are  in  the  serv- 
ice voluntarily  and  while  12,000,000  men  and  women  are  in  uniform  to  preserve  the  American  democratic 
system  of  government. 

13.  Adoption  of  federal  legislation  to  provide  for  adjustments  in  draft  regulation  which  will  permit 
students  to  prepare  for  and  continue  the  study  of  medicine. 

14.  Study  of  postwar  medical  personnel  requirements  with  special  reference  to  the  needs  of  the  vet- 
erans' hospitals,  the  regular  army,  navy  and  United  States  Public  Health  Service. 
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CLINICO-PATHOLOGICAL 
CONFERENCE 

Bowman  Gray  School  of  Medicine 
of  Wake  Forest  College 

This  38  year  old  white  male  factory  work- 
er was  admitted  to  the  hospital  in  a  semi- 
comatose condition  on  July  23,  1944,  with  a 
history  of  severe  headaches,  chills  and  fever. 
The  patient  had  been  well  all  of  his  life, 
except  for  occasional  headaches.  The  nature 
and  location  of  these  headaches  were  not 
stated,  but  apparently  they  were  severe 
enough  at  times  to  cause  his  physician  to 
give  him  injections  of  morphine.  These 
headaches  had  occurred  at  intervals  for 
about  ten  to  twenty  years. 

The  patient  attributed  the  onset  of  his 
present  illness  to  a  blow  on  his  head  while 
he  was  at  work  on  July  1,  1944.  He  had  been 
welding  in  a  stooped  position,  and  when  he 
raised  his  head  suddenly  he  struck  it  on  an 
iron  beam.  He  complained  about  the  pain, 
and  several  workers  and  the  foreman  felt  the 
"knot"  on  the  side  of  his  head.  From  this 
time  on,  the  pain  in  his  head  was  so  severe 
that  he  was  unable  to  carry  on  his  work  with 
the  usual  efficiency.  He  took  numerous 
aspirin  tablets,  BC's,  and  similar  remedies, 
and  refused  to  see  a  doctor  until  one  week 
following  the  accident.  An  x-ray  taken  of 
his  skull  at  this  time  was  considered  normal. 
The  physician  gave  him  medicine  to  control 
his  headache.  The  patient  then  began  to 
complain  of  fever,  which  usually  occurred 
at  night;  his  temperature  was  not  taken, 
however.  He  had  an  occasional  hard,  shak- 
ing chill.  Four  days  before  admission  to  the 
hospital  he  complained  of  blindness  and  was 
ataxic  on  returning  home  from  work.  He 
was  admitted  to  another  hospital  in  a  stupor- 
ous condition.  On  physical  examination  his 
temperature  was  104  F..  pulse  100,  respira- 
tions 28,  blood  pressure  140  systolic,  70  dia- 
stolic. He  was  stuporous,  but  responded  to 
stimulation.  Neurological  examination  was 
negative.  The  white  blood  cell  count  was 
14,000,  with  85  per  cent  polymorphonuclear 
neutrophils.  The  blood  bromide  level  was  60 
mg.  per  100  cc.  A  blood  Kahn  test  was  neg- 
ative. The  pressure  of  the  cerebrospinal 
fluid  was  510  mm.  of  water,  and  the  fluid 
contained  19  mononuclear  cells.  Neurosurgi- 
cal consultation  was  requested,  and  because 


signs  of  increased  intracranial  pressure  and 
a  suggestion  of  spasticity  on  the  right  side 
of  the  body  were  present,  an  operation  was 
advised.  The  patient  was  transferred  to  the 
Baptist  Hospital  on  July  23,  1944. 

Course  in  the  hospital:  The  patient  was 
taken  immediately  to  the  operating  room, 
where  his  head  was  shaved.  At  this  time 
the  scalp  was  noted  to  be  slightly  edematous 
over  the  left  occipitoparietal  region.  An  in- 
cision was  made  on  the  left  side  of  the  scalp 
preparatory  to  ventriculography.  The  peri- 
cranium was  noted  to  be  less  adherent  than 
usual.  When  the  plug  of  bone  was  removed 
from  the  skull,  a  thick,  yellowish,  creamy 
pus  gushed  forth.  When  the  opening  was 
enlarged,  granulation  tissue  could  be  noted 
on  the  dura.  Several  other  burr-holes  were 
made  in  an  effort  to  drain  the  purulent  ma- 
terial adequately,  but  no  other  material  was 
encountered.  The  organism  was  identified  as 
Staphylococcus  aureus.  The  patient  was 
placed  on  sulfadiazine,  but  a  spiking  temper- 
ature continued.  On  the  day  of  his  death, 
his  blood  pressure  was  70  systolic,  50  dia- 
stolic. He  became  comatose,  began  having 
Cheyne-Stokes  respirations,  and  died. 

Discussion 

Dr.  George  T.  h^rrell,  Jr.  :  In  summary, 
this  is  the  story  of  a  young  vigorous  man 
who  died  of  a  slowly  developing,  acute  intra- 
cranial process  with  symptoms  suggesting 
an  infection.  The  headaches  which  he  had 
had  for  ten  to  twenty  years  may  have  been 
due  to  disease  of  the  para-nasal  sinuses  or 
to  vascular  abnormalities,  but  the  record  Is 
inadequate.  In  any  event,  they  probably  had 
no  bearing  on  his  final  illness. 

The  patient  received  a  moderately  severe 
blow  on  the  head  which  did  not  render  him 
unconscious  but  which  left  him  with  con- 
stant headache.  Apparently  there  was  no 
bleeding  from  the  ears  or  nose  or  passage 
of  cerebrospinal  fluid  from  the  nose.  An  x- 
ray  of  the  skull  made  about  the  eighth  day 
was  said  to  be  negative.  It  would  be  inter- 
esting to  know  if  this  was  taken  in  a  lateral 
position,  with  the  affected  side  down,  or 
whether  enough  films  were  taken  to  show 
the  mastoids,  para-nasal  sinuses,  and  base 
of  the  skull.  Some  time  after  the  eighth  day 
and  before  the  eighteenth  day,  the  patient 
began  to  have  chills  and  fever.  Only  when 
blindness  and  ataxia  developed  on  approxi- 
mately the  eighteenth  day  did  he  stop  work. 
When  he  was  admitted  to  the  hospital  on  the 
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twenty-second  day,  he  was  stuporous.  Pus 
was  recovered  when  craniotomy  was  done  on 
the  twenty-third  day,  but  he  continued  to  run 
a  spiking  fever.  He  finally  became  comatose 
and  died  on  the  twenty-sixth  day.  This  his- 
tory suggests  a  slowly  progressive  infectious 
process  which  was  not  completely  relieved  at 
operation. 

The  coma,  fever,  bradycardia,  and  head- 
ache would  be  consistent  with  either  severe 
infection  or  an  intracranial  space-consuming 
lesion.  The  site  of  the  lesion  might  be  indi- 
cated by  the  local  edema  over  the  left  occi- 
pitoparietal region,  the  ataxia,  spasticity  on 
the  right  side,  and  blindness.  The  blindness 
may  have  been  caused  by  a  local  lesion  or 
by  a  general  increase  in  intracranial  pres- 
sure. It  would  be  helpful  to  know  whether 
the  ataxia  was  unilateral  and  whether  the 
blindness  was  quadrantic  or  unilateral. 

The  white  cell  count  of  14,000,  with  85 
per  cent  polymorphonuclears,  is  consistent 
with  an  infection.  With  the  organism  sub- 
sequently recovered  by  culture  (Staphylococ- 
cus aureus),  the  polymorphonuclear  percent- 
age may  be  even  higher  than  this  in  the  acute 
stage,  but  this  disease  had  been  present  for 
three  weeks.  The  fact  that  the  cerebrospinal 
fluid  was  under  increased  pressure  confirms 
the  clinical  impression  of  increased  intra- 
cranial pressure.  The  19  mononuclear  cells 
indicate  that  the  infection  had  not  extended 
into  the  subarachnoid  space  but  was  still 
walled  off  from  it. 

Anatomically,  a  lesion  of  the  left  occipito- 
parietal region  involving  the  scalp,  perios- 
teum, skull  and  dura  was  demonstrated. 

Etiologically ,  how  much  of  the  patient's 
illness  could  be  attributed  to  trauma  alone? 
Locally,  one  would  expect  edema  and  pos- 
sibly a  hematoma  following  the  compression 
of  a  soft  tissue  such  as  the  scalp  between 
two  resistant  objects — the  skull  and  an  iron 
bar.  There  may  or  may  not  have  been  a 
visible  laceration.  No  bleeding  is  described, 
but  minute  breaks  in  the  skin  are  common 
following  trauma  and  would  be  likely  to  re- 
sult from  compression  of  a  soft  part  between 
firm  objects.  Edema  and  hematoma  would 
also  occur  in  the  periosteum.  The  bone  might 
show  a  fracture  at  the  site  of  the  blow,  on 
the  opposite  side,  or  at  the  base  of  the  skull. 
No  fracture  was  seen  in  the  x-ray  eight  days 
after  the  injury,  however.  Had  a  fracture 
involved  the  base  of  the  skull,  there  should 
have  been  stiffness  of  the  neck  and  xantho- 
chromia or  an  increase  in  the  protein  con- 


tent of  the  spinal  fluid  at  the  time  of  the 
lumbar  pucture.  The  brain  might  have  re- 
ceived a  laceration  at  the  site  of  the  injury 
or  on  the  opposite  side,  by  the  so-called 
contra-coup  method.  No  localizing  neuro- 
logic signs  were  described  to  suggest  this. 

How  did  the  infection  enter  the  brain? 
Surface  organisms,  of  which  the  Staphylo- 
coccus aureus  is  the  most  common,  could 
have  entered  through  a  microscopic  break  in 
the  skin.  The  presence  of  edema,  interfer- 
ing with  the  local  blood  supply,  or  of  a  hema- 
toma would  furnish  excellent  conditions  for 
local  growth.  Infection  may  have  entered  by 
extension  from  infected  areas  such  as  the 
para-nasal  sinuses,  the  external  auditory 
canal,  or  the  mastoid  cells.  The  negative  x- 
ray  findings  do  not  confirm  such  a  mechan- 
ism. The  infection  may  have  been  blood- 
borne  ;  transient  bacteremias  are  known  to 
occur  in  healthy  individuals  following  trau- 
ma, chewing,  and  so  forth.  The  infection 
might  have  extended  from  the  local  lesion 
to  the  blood  stream,  since  there  was  a  period 
of  at  least  eight  days  without  symptoms  of 
infection. 

How  can  the  anatomic  and  the  etioloaic 
points  of  view  be  reconciled?  The  extension 
of  infection  from  an  unnoticed  break  in  the 
skin  into  an  edematous  or  hemorrhagic  area 
frequently  results  from  local  trauma.  As  the 
infection  progressed,  the  periosteum  would 
become  infected.  The  skull  would  not  be  in- 
volved until  after  the  periosteum  had  been 
damaged,  with  interference  to  the  local  blood 
supply.  Localized  osteomyelitis  resulting  from 
direct  extension  or  from  extension  through 
tiny  veins  which  communicate  with  the  skull 
would  lead  to  involvement  of  the  meninges 
as  the  infection  progressed  through  the  in- 
ner table.  If  the  progression  of  the  infection 
was  slow,  the  body  would  tend  to  wall  it  off 
and  a  localized  extradural  abscess  would 
form.  Such  an  abscess  was  found  at  opera- 
tion. 

Why,  then,  did  the  man  not  improve  when 
the  pus  was  drained?  Further  notes  on  his 
subsequent  course  would  help  to  answer  this 
question.  I  would  like  to  know  the  results  of 
a  lumbar  puncture  or  blood  culture ;  whether 
or  not  tiny  furuncles  or  hemorrhages  in  the 
skin  developed ;  and  whether  there  was  any 
change  in  neurologic  signs  or  alteration  in 
the  ventricular  pattern  of  encephalograms. 
Two  possibilities  are  evident:  (1)  The  in- 
fection may  have  extended  beyond  the  extra- 
dural abscess  into  the  brain  without  the  de- 
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velopment  of  generalized  meningitis.  Fur- 
ther descriptions  of  the  type  of  blindness  or 
ataxia  would  aid  in  localizing  the  infection 
in  the  cerebellum  or  occipital  lobe.  (2)  The 
infection  may  have  extended  not  into  the 
brain,  but  into  the  blood  stream,  to  account 
for  the  persistence  of  chills  and  fever.  Since 
no  embolic  phenomena  are  described,  how- 
ever, and  since  the  infection  has  been  shown 
to  have  walled  off  as  it  extended,  I  would 
suggest,  in  the  absence  of  definite  data,  that 
the  infection  had  extended  into  the  occipital 
lobe. 

Dr.  Elbert  A.  MacMillan:  It  would 
seem  that  this  is  a  case  of  so-called  Pott's 
puffy  tumor,  a  disorder  characterized  by  in- 
flammation and  swelling  of  the  scalp  and 
osteomyelitis  of  the  skull  at  the  site  of  trau- 
ma occurring  a  few  days  to  a  few  weeks 
previously.  Although  I  am  not  able  to  ex- 
plain satisfactorily  the  exact  sequence  of 
events  which  led  to  this  patient's  death,  I 
see  no  way  to  escape  the  connection  between 
the  trauma  and  the  subsequent  fatal  conclu- 
sion of  this  case. 

Dr.  Everett  O.  Jeffreys:  This  case  of 
"Pott's  puffy  tumor"  corresponds  in  almost 
every  detail  with  several  of  the  cases  re- 
ported in  the  original  monograph  by  Sir 
Percivall  Pott11'.  The  characteristic  findings 
at  operation  are  edema  of  the  scalp,  separa- 
tion of  the  periosteum,  and  a  lessened  vital- 
ity of  the  bone,  manifested  by  a  loss  of  its 
luster  and  a  peculiar  yellow-white  appear- 
ance characteristic  of  dead  bone.  When  the 
skull  is  trephined  an  accumulation  of  puru- 
lent exudate  is  found  outside  the  dura,  push- 
ing the  dura  away  from  the  skull.  On  the 
dura  there  are  dirty  granulations  which  may 
be  young,  or  may  be  old  and  heavy,  depend- 
ing on  the  length  of  time  that  the  pus  has 
been  in  contact  with  the  dura.  The  amount 
of  pus  varies  greatly  in  various  cases.  The 
case  in  question  showed  the  characteristic 
pathological  picture  when  the  skull  was 
trephined  and  the  pus  was  aspirated  and 
drained  without  opening  the  dura.  This  fo- 
cus of  pus  apparently  gave  rise  to  the  for- 
mation of  a  thrombus  in  the  sagittal  sinus. 
This  is  easily  explained  by  the  fact  that  the 
veins  of  the  dura  drain  into  the  sagittal 
sinus. 

A  fracture  of  the  bone  or  a  wound  of  the 
scalp,  other  than  a  microscopic  laceration  or 

1.  Pott,  Sir  Percivall:  Observations  on  the  Nature  am)  Con- 
sequence of  Wounrls  and  Contusions  of  the  Head.  Frac- 
tures of  the  Skull.  Concussions  of  the  Brain,  Etc.,  London. 
C.   Hitch  and   1..   Hawes,   1760. 


abrasion  which  will  permit  infection  to  enter 
the  superficial  veins,  is  not  necessary  to 
initiate  infection  in  the  subdural  space. 
Batson  has  injected  dye  into  the  superficial 
veins  of  the  scalp  and  found  that  it  passed 
through  the  nutrient  veins  into  the  cancel- 
lous portion  of  the  bone,  then  through  more 
nutrient  veins  to  the  extradural  space,  and 
from  there  into  the  sagittal  sinus  and  on 
down  into  the  substance  of  the  brain,  finally 
spilling  out  into  the  larger  veins  of  the  cir- 
culation. Septicemia  is  a  frequent  sequel  of 
epidural  abscess  or  osteomyelitis. 

Dr.  HarreU's  Diagnoses 

1.  Contusion  of  the  scalp  and  periosteum 

2.  Secondary  infection  with  Staphylococcus 
aureus 

3.  Osteomyelitis  of  the  occipital  and  parietal 

bones  resulting  from  direct  extension  of 
the  infection 

4.  Extradural  abscess  caused  by  direct  ex- 

tension from  the  osteomyelitis 

5.  Intracerebral  extension  to  the  occipital 
lobe  or  cerebellum 

Anatomical  Discussion 

Dr.  W.  C.  Thomas  :  The  scalp  was  mark- 
edly edematous  over  the  entire  vertex,  and 
particularly  where  incisions  for  the  burr 
holes  in  the  skull  were  made.  A  suppurative 
blood-stained  material  was  noted  on  the 
gauze  covering  the  left  parietal  incision.  No 
localized  abrasion  or  hematoma  of  a  sub- 
acute type  was  present.  The  periosteum  was 
loosened  over  the  left  parietal  region.  The 
region  from  which  the  extradural  abscess 
had  been  drained  showed  a  roughening  of 
the  inner  table  of  the  parietal  bone  and  a 
fibrous  type  of  response  in  the  dura  mater 
over  an  area  7  cm.  in  diameter  and  extend- 
ing into  the  superior  sagittal  sinus.  There 
was  a  friable  septic  thrombus  involving  the 
lateral  wall  of  the  sinus  for  a  distance  of 
about  3  cm. 

Both  lungs  were  studded  with  abscesses 
measuring  up  to  1.5  cm.  in  diameter  and 
filled  with  a  creamy,  light  yellowish  pus. 
Both  kidneys  presented  light  yellowish  pin- 
point abscesses,  in  the  cortical  portions  par- 
ticularly. Staphylococci  were  isolated  from 
the  dura  mater,  the  superior  sagittal  sinus, 
and  the  abscesses  of  the  lungs  and  kidneys. 

This  case  exemplifies  an  unusual  compli- 
cation of  an  apparently  insignificant  injury 
to  the  head.  The  edema  of  the  scalp  noted 
at  the  time  of  operation  corresponds  to  the 
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condition  described  by  Sir  Percivall  Pott11' 
and  subsequently  referred  to  as  "Pott's  puffy 
tumor."  Few  such  cases  have  been  reported'2'. 
The  interval  between  the  injury  and  the  de- 
velopment of  the  extradural  abscess  may  be 
weeks  or  months.  In  this  case,  the  infection 
spread  to  the  superior  sagittal  sinus  and 
thence  to  the  lungs  and  kidneys. 

Anatomical  Diagnoses 

1.  Edema  of  the  scalp 

2.  Osteomyelitis  of  the  parietal  bone  of  the 
skull 

3.  Extradural  abscess,  parietal  region,  left 
side,  caused  by  staphylococci 

4.  Superior   sagittal   sinusitis   with   incom- 
plete thrombosis 

5.  Pulmonary  and  renal  abscesses,  caused 
by  staphylococci 

Closing  Discussion 

Dr.  Harrell:  The  reason  for  the  persist- 
ence of  symptoms  of  infection  is  now  clear. 
The  release  of  pus  under  pressure  did  not 
abolish  the  entrance  of  foreign  protein  into 
the  blood  stream.  Bacteria  were  multiplying 
in  a  venous  thrombus.  Had  the  results  of  a 
blood  culture  been  available,  thrombophle- 
bitis might  have  been  suspected  because  of 
the  persistent  chills  and  fever.  Had  the  con- 
dition of  the  patient  permitted  adequate 
neurologic  examination  and  the  weakness  of 
the  leg  been  detected,  the  thrombus  could 
have  been  localized  in  the  superior  longitudi- 
nal (sagittal)  sinus.  The  scattered  multiple 
abscesses  in  the  lungs  and  kidneys  were  em- 
bolic, but  no  signs,  symptoms,  or  accessory 
data  were  available  to  suggest  their  pres- 
ence. 

2.  Brock.  Samuel:  Injuries  to  the  Skull,  Brain,  and  Spinal 
Cord,  ed.  2,  Baltimore,  Williams  and  Wilkins  Co.,  1948, 
p.  38. 


Atypical  Migraine.  Spells  of  vomiting,  lasting 
from  one  to  three  days,  and  not  associated  with  ab- 
dominal pain,  are  often  due  to  migraine.  The  head- 
ache may  be  so  mild  that  the  patient  does  not  men- 
tion it.  In  these  cases  it  is  helpful  to  find  that  there 
is  no  indigestion  between  the  spells.  Often  I  feel 
much  helped  toward  the  diagnosis  by  learning  that 
in  childhood  the  patient  used  to  come  home  with 
those  spells  of  bilious  vomiting  which  I  feel  sure 
are  often  equivalents  of  migraine.  I  feel  surer  of 
my  diagnosis  of  migraine  when  I  learn  that  the 
attacks  usually  follow  excitement  or  fatiguing  ex- 
periences, or  come  when  the  woman  is  going  to 
entertain  in  her  home,  and  I  am  sure  when  I  get 
the  story  of  a  preliminary  scintillating  scotoma,  or 
of  an  absence  of  the  trouble  during  pregnancies. — 
Alvarez,  Walter  C. :  Nervousness,  Indigestion,  and 
Pair.,  New  York,  Paul  B.  Hoeber,  Inc.,  1943,  p.  43. 


CASE  REPORTS  FROM  THE 
TUMOR  CLINIC 
North  Carolina  Baptist  Hospital 
Mr.  L.,  a  68  year  old  cotton-mill  worker, 
presented  a  chief  complaint  of  a  recurrent 
mass  on  the  anterior  lateral  aspect  of  his 
right  upper  arm.  The  present  illness  began 
three  years  ago,  when  a  small  mass  appeared 
at  the  site  of  the  present  tumor.  His  doctor 
thought  it  was  probably  a  wen  and  excised 
the  lesion.  No  pathological  study  was  per- 
formed on  the  specimen.  After  two  to  three 
weeks  the  lump  reappeared,  and  within  a 
year  had  attained  the  size  of  a  hen's  egg.  The 
patient  consulted  another  physician,  who 
gave  him  a  course  of  x-ray  and  then  surg- 
ically removed  the  lesion.  Pathological  study 
was  performed  on  the  tissue,  which  was  di- 
agnosed fibrosarcoma.  Amputation  of  the 
arm  was  advised,  but  the  patient  refused. 
Five  or  six  months  later  the  tumor  recurred 
for  the  third  time.  This  time  it  was  firm, 
fixed,  and  non-tender.  When  the  patient  was 
admitted  to  the  Baptist  Hospital  it  meas- 
ured 6  by  4  by  4  cm. 

The  family  history  and  past  history  were 
non-contributory.  The  review  of  systems  re- 
vealed several  interesting  facts,  however.  Six 
months  prior  to  admission  here  the  patient 
had  his  first  and  only  attack  of  epistaxis, 
and  was  in  another  hospital  for  about  a 
week.  Two  months  before  admission  he  had 
"flu,"  and  since  then  had  had  a  constant 
cough  productive  of  thick,  white,  mucoid 
sputum,  which  was  occasionally  blood 
streaked.  He  had  also  suffered  from  slight, 
intermittent  attacks  of  dyspnea  during  the 
past  year.  His  usual  weight  was  110  pounds, 
but  on  admission  he  weighed  only  90. 

On  physical  examination  the  patient  was 
found  to  be  a  fairly  well  developed,  but  very 
thin  man  who  appeared  to  be  his  stated  age. 
He  was  not  acutely  ill  or  uncomfortable.  His 
temperature  was  98.6  F.,  his  pulse  rate  78, 
his  respiratory  rate  16,  and  his  blood  pres- 
sure 130  systolic,  70  diastolic.  The  optic 
fundi  showed  arteriosclerotic  changes.  Ex- 
amination of  the  ears,  nose,  mouth,  throat, 
and  neck  revealed  nothing  unusual.  The 
chest  was  emphysematous;  expansion  was 
symmetrical  and  normal  in  degree.  Crackling 
rales  were  present  in  the  dependent  portions 
of  the  lungs.  The  heart  was  not  enlarged; 
the  sounds  were  regular  but  distant.  All  the 
peripheral  vessels  were  tortuous  and  scler- 
otic. The  abdomen  was  scaphoid.  There 
were  no  masses  or  tenderness.    The  spleen, 
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liver,  and  kidneys  were  not  palpable.  The 
genitalia  were  normal. 

On  the  anterolateral  aspect  of  the  deltoid 
region  of  the  right  arm  there  was  a  sym- 
metrical, firm,  fixed,  non-tender  mass,  meas- 
uring 6  by  4  by  4  cm.  It  seemed  to  be  at- 
tached to  the  humerus.  The  skin  covering 
the  lateral  half  of  the  tumor  was  blue,  thin, 
and  discolored  by  congested  superficial  veins. 
The  medial  half  of  the  tumor  was  covered 
by  erythematous  skin  which  was  desquamat- 
ing. At  the  inferior  medial  border  of  the 
tumor  there  was  an  oblique,  healed  scar  5  cm. 
in  length. 

This  patient  had  no  lymphadenopathy. 
The  neuromuscular  system  was  apparently 
normal. 

All  urinalyses  were  normal  except  for  oc- 
casional red  blood  cells  in  two  specimens. 
The  red  cell  count  was  4,560.000,  the  hemo- 
globin 15  Gm.,  the  color  index  1.0,  the  white 
cell  count  8480,  with  a  normal  differential. 
The  corrected  sedimentation  rate  was  12 
mm.  in  an  hour.  The  total  serum  proteins 
on  admission  were  7.2  Gm.  per  100  cc,  and 
the  blood  sugar  was  105  mg.  per  100  cc.  The 
Kahn  test  was  negative.  Two  sputum  ex- 
aminations showed  no  tubercle  bacilli. 

The  electrocardiogram  was  normal  except 
for  premature  auricular  beats. 

Tumor  Clinic  Discussion 

Radiologist:  The  film  of  this  patient's 
right  humerus  and  upper  arm  shows  an  ir- 
regular, large,  dense,  soft-tissue  mass  aris- 
ing from  the  antero-lateral  soft  tissues  near 
the  insertion  of  the  deltoid.  This  mass  is 
homogeneously  dense  and  does  not  appear  to 
arise  from  bone.  There  is  localized  decalci- 
fication of  the  cortex  of  the  bone  beneath 
the  mass. 

X-ray  reveals  the  chest  to  be  clear. 

Although  the  fibrosarcoma  is  reported  to 
be  a  relatively  rare  type  of  tumor,  we  have 
seen  four  of  these  cases  in  the  last  two 
months  in  this  clinic.  We  have  found,  not 
only  from  our  own  experience  but  also  from 
the  literature,  that  local  excision  of  this  le- 
sion is  of  no  benefit.  Amputation,  plus  x-ray 
treatment,  has  given  fair  results,  particu- 
larly where  the  tumor  is  located  well  out  on 
an  extremity. 

First  Surgeon:  Do  the  internists  think 
that  this  man  is  a  good  operative  risk? 

Internist:  Since  there  is  no  history  of 
diminished  cardiac  reserve,  except  occasional 
mild  attacks  of  dyspnea,  and  since  the  elec- 


trocardiogram is  normal,  I  see  no  reason 
why  this  patient  should  not  tolerate  the  pro- 
posed surgery. 

Second  Surgeon:  The  only  method  of 
giving  this  patient  a  chance  is  disarticula- 
tion of  the  shoulder.  The  best  plan  is  prob- 
ably to  give  extensive  x-ray  therapy  to  the 
mass  and  then  amputate  the  arm. 

Tumor  Clinic  Opinion 

Recommendation :  Deep  x-ray  therapy  to 
the  mass,  followed  by  disarticulation  at  the 
shoulder  joint. 

Prognosis:   Poor. 

Folloiv-Up  Note 

The  right  arm  was  amputated  at  the 
shoulder.  The  patient  tolerated  the  proced- 
ure well,  had  an  uneventful  course,  and  was 
discharged  from  the  hospital  on  the  eighth 
postoperative  day.  When  he  returned  to  the 
outpatient  department  one  and  a  half 
months  after  operation  he  had  gained  10 
pounds  in  weight.  The  chest  was  clear  to 
percussion  and  auscultation,  and  there  was 
no  evidence  of  local  recurrence. 

Prognosis:    Poor. 

Blame:  1.  Failure  of  first  surgeon  to  have 
tissue  examined. 

2.  Patient's  refusal  of  adequate 
treatment  advised  on  first  re- 
currence. 

3.  Type  of  malignancy. 


Health  of  Troops   Here   is   Excellent 

During  this  oast  winter  and  spring  the  health  of 
troops  stationed  in  the  United  States  has  been  excel- 
lent, surpassing  that  of  any  previous  war  year.  The 
low  hospital  admission  rate  for  all  diseases  reflects 
fewer  communicable  conditions,  as  it  is  during  this 
period  of  the  year  that  infectious  diseases  usually 
predominate. 

Relapses  in  the  United  States  of  malaria  infec- 
tions acquired  in  tropical  areas  overseas  increased 
each  month  until  March  1945,  but  have  since  de- 
clined slightly.  With  malaria  control  in  all  overseas 
areas  now  greatly  improved,  the  number  of  relapse 
cases  should  continue  to  decrease. 


"Sulfa"  in  Wounds  Discontinued 
The  Army's  accumulated  experience  in  wound 
management  does  not  justify  the  local  use  of  any 
chemical  agent  in  a  wound  as  an  anti-bacterial 
agent,  according  to  the  Office  of  The  Surgeon  Gen- 
eral. The  local  use  of  crystalline  sulfonamides  (sulfa 
powder)  has  therefore  been  discontinued  except  in 
the  case  of  serous  cavities  where  its  use,  while  per- 
missible under  the  direction  of  the  surgeon,  is  not 
recommended.  This  subject  is  covered  by  War  De- 
partment Circular  No.  160  as  amended  by  W.  D. 
Circular  No.  176,  1945. 


, 
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HENEVER  an  individual  handicapped  by  arrested  tuberculosis  seeks  employment, 
the  private  physician  finds  himself  called  upon  to  step  into  the  role  of  referee.  Only 
he  can  make  the  decision  as  to  what  will  serve  the  best  interests  of  the  patient  as  well  as 
protect  the  community  and  satisfy  the  requirements  of  industry.  The  medical  adviser's 
success  in  discharging  this  key  responsibility  will  depend  largely  upon  close  cooperation 
with  all  others  concerned. 

THE  PRIVATE  PRACTITIONER  AND  THE  INDUSTRIAL  PHYSICIAN 


The  transition  period  for  the  tuberculous 
patient  from  a  status  of  carrying  on  light 
activity  to  becoming  a  self-sustaining  wage 
earner  is  a  period  of  trial  and  error  depend- 
ing upon  developing  immunity  and  the  re- 
sults of  two  warring  processes.  Opposing  one 
another  are  the  tendency  of  the  tuberculous 
infection  to  progress  and  the  tendency  of 
healing  to  occur.  Unless  it  is  appreciated 
that  this  period  is  a  dynamic  interval,  the 
need  for  repeated  check-ups  may  be  over- 
looked. 

In  the  minds  of  both  the  private  practi- 
tioner and  the  industrial  physician  the  wel- 
fare of  the  patient  must  be  the  primary  is- 
sue, taking  second  place  to  no  other  consid- 
eration. Too  often  the  patient  feels  that  the 
primary  objective  is  to  earn  a  living.  Occa- 
sionally he  will  not  realize  that  check-ups 
are  worth  his  time  and  his  money,  and,  un- 
fortunately, but  quite  infrequently,  the  fam- 
ily physician  may  feel  similarly.  More  often, 
the  patient  is  interested  in :  first,  getting 
well;  secondly,  making  a  living;  and  thirdly, 
becoming  a  wage  earner  in  a  way  that  re- 
covers his  self-confidence,  his  respect  for 
himself,  and  his  position  as  a  working,  eco- 
nomic, and  social  constituent  of  his  com- 
munity. Of  great  importance  is  the  indoc- 
trination of  the  individual  that  check-ups 
are  not  to  be  feared.  The  patient  must  as- 
sume an  aggressive  and  participating  atti- 
tude in  the  fight  against  his  disease. 

The  objective  of  the  private  practitioner 
is  to  fulfill  the  duties  of  his  profession  in 
getting  the  patient  well.  The  physician  has 
another  interest,  and  that  is  to  demonstrate 
the  value  of  the  private  practice  of  medicine. 


This  also  has  a  financial  aspect  to  the  physi- 
cian. The  fight  against  tuberculosis  cannot 
be  won  without  the  participation  of  the  pri- 
vate practitioner  of  medicine. 

The  industrial  physician  on  his  part  has 
at  least  three  objectives:  (1)  The  protection 
of  all  employees  against  open  cases  of  tuber- 
culosis; (2)  the  protection  of  the  so-called 
arrested  tuberculous  patient  from  his  own 
over-activity  or  poor  judgment:  and  (3)  the 
protection  of  the  industry  itself  from  finan- 
cial loss  in  attempting  to  convert  the  tuber- 
culous patient  into  a  wage  earner. 

All  are  well  aware  of  the  validity  of  the 
first  two  points.  The  last  point  becomes  sig- 
nificant when  one  hears  that  by  some  courts 
"aggravation  of  tuberculosis"  is  held  com- 
pensable. 

With  due  respect  to  the  interests  of  the 
three  parties  mentioned  above,  what  is  to  be 
accepted  as  evidence  that  a  tuberculous  pa- 
tient is  employable?  (1)  First  and  foremost 
is  a  series  of  X-rays  demonstrating  that  the 
lesion  is  static  or  regressing  under  the  con- 
ditions of  living  undergone  by  the  patient 
during  that  period  of  observation.  (2)  It  is 
essential  that  this  period  of  observation  cov- 
ered by  the  serial  X-rays  include  eight  hours 
at  least  of  daily  activity,  even  though  of 
light  or  moderate  degree.  (3)  There  must 
be  an  adequate  series  of  negative  sputum  ex- 
aminations. The  author  personally  prefers  a 
minimum  of  three  consecutive  negative  spu- 
tum examinations,  or  preferably,  gastric  as- 
piration. (4)  An  obvious  increase  in  the  feel- 
ing of  well-being  of  the  patient,  such  as  com- 
plete absence  of  symptoms  and  a  satisfac- 
tory  weight   history,   is   important.    (5)    A 
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blood  sedimentation  rate  has  been  found  to 
be  worth  while,  and  hence  at  least  one  nor- 
mal sedimentation  rate  should  be  insisted 
upon.  (6)  A  daily  record  of  the  temperature 
at  4:00  p.m.  and  8:00  p.m.  for  an  immediate 
period  of  ten  days  should  be  established.  (7) 
There  must  be  developed  in  the  patient  a 
proper  attitude  toward  his  own  condition  and 
a  proper  understanding  of  just  what  this 
trial-and-error  period  means  in  the  way  of 
mutual  cooperation.  By  proper,  "humble"  or 
one  of  forfeiture  of  any  rights  is  not  meant. 
What  is  meant  is  good  insight  and  a  para- 
mount will  to  get  well.  (8)  Finally,  there 
must  be  an  available  job  which  the  applicant 
can  do  and  may  do  without  causing  real  or 
alleged  damage  to  himself,  or  creating  a 
menace  to  his  fellow  employee. 

In  order  to  achieve  this,  there  must  be  a 
system  of  restricted  placement,  and,  in  set- 
ting up  such  a  system  the  medical  status  of 
the  individual  must  be  kept  confidential  so 
that  the  employee  will  feel  reassured,  and 
thus  be  helped  to  establish  self-respect  and 
regain  confidence  in  himself. 

Xo  classification  system  can  be  followed 
blindly.  Individual  evaluation  of  each  case 
is  necessary  and  any  preformulated  proced- 
ure of  restricted  placement  is  nothing  more 
than  an  over-all  guide.  Such  a  restricted 
placement  procedure  must  be  revised  con- 
stantly and  kept  up  to  date,  and  the  health 
status  of  the  individual  must  also  be  re- 
evaluated at  regular  intervals. 

In  connection  with  this  re-evaluation,  it 
may  be  worth  while  to  discuss  the  author's 
manner  of  handling  any  one  particular  case. 
Whenever  the  routine  pre-employment  X-ray 
brings  to  light  a  lesion  about  which  there  is 
any  question  of  activity,  the  applicant  is  re- 
fused employment  until  a  thorough  survey 
by  his  family  physician  or  qualified  agency 
is  made  available.  Routinely,  the  author 
asks  for:  (1)  previous  chest  X-ray  record, 
if  any:  (2)  at  least  three  negative  sputum 
examinations  and,  where  warranted,  at  least 
one  negative  gastric  aspiration;  (3)  a  ten- 
day^  twice  a  day,  temperature  record;  (4) 
the  sedimentation  rate;  (5)  written  permis- 
sion of  the  physician  caring  for  the  case  that 
this  person  may  work:  (6)  following  this 
evaluation,  another  discussion  with  the  pa- 
tient exploring  and  improving  his  mental 
attitude;  and,  lastly,  a  re-classification,  tak- 
ing into  consideration  other  restricting  dis- 
abilities the  employee  may  have. 


Depending  upon  the  indications  of  this  re- 
evaluation,  the  employee  is  reviewed  in  one, 
two  or  three  months,  and,  according  to  the 
indications,  these  re-evaluations  are  either 
increased  or  decreased  in  time  frequency 
throughout  the  year  or  years.  This  proced- 
ure applies  to  the  white-collar  men  as  well 
as  the  group  that  wears  overalls. 

Should  a  tuberculous  patient  with  senior- 
ity displace,  or  "bump  off,"  as  they  call  it, 
another  employee  with  less  seniority  on  a 
job  where  there  is  a  possible  hazard  for  a 
tuberculous  patient,  a  difficult  problem  might 
arise.  Such  a  situation  will  demand  that, 
above  all  other  considerations,  the  health  of 
the  convalescent  or  "arrested"  tuberculous 
patient  be  in  no  way  endangered  by  com- 
promise. If  one  realizes  and  practices  the 
principles  of  health  preservation  with  abso- 
lutely no  compromise,  this  "bumping-off" 
problem  will  certainly  be  settled  in  a  med- 
ically satisfactory  manner. 

An  important  phase  of  this  problem  will 
have  been  omitted  if  attention  is  not  called 
to  the  need  of  financial  aid  to  replace  lost  in- 
come for  those  individuals  who  must  cease 
working  for  a  period  of  time.  Group  health 
insurance  is  one  such  source  of  aid.  Com- 
munity welfare  agencies  and  possibly  fed- 
eral agencies  also  may  be  able  to  help  make 
up  for  this  lost  income. 

Cooperative  Efforts  of  the  Industrial  Phy- 
sician and  the  Private  Practitioner  in  Re- 
employment of  Arrested  Tuberculosis  Pa- 
tients, J.  F.  Johnson,  M.D.,  Industrial  Medi- 
cine, January,  19J,5. 


-MEDICOLEGAL  ABSTRACT 


J.  F.  Owen.  M.D..  LL.B. 
Raleigh 

Autopsy:  The  right  of  a  coroner  to 
order  or  perform  an  autopsy  is  lim- 
ited to  such  persons  as  are  supposed 
to  have  died  from  unlawful  means. 

This  case  was  instituted  by  the  father  and 
mother  of  a  young  girl  against  the  county 
coroner,  who  was  also  a  physician,  and 
others  for  performing  an  autopsy  on  the 
child  illegally  and  without  permission  of  the 
next  of  kin. 

The  coroner  in  his  answer  alleged  that  the 
postmortem  examination  was  done  for  the 
purpose  of  determining  the  cause  of  death 
and  furnishing  the  plaintiffs  with  a  death 
certificate.    As    a    further    defense    he    also 
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alleged  that  the  child  was  thought  to  have 
died  from  neglect,  inasmuch  as  there  had 
been  only  a  chiropractor  in  attendance  dur- 
ing the  illness  of  the  deceased.  However, 
testimony  was  produced  at  the  trial  in  Su- 
perior Court  tending  to  show  that  there  had 
been  four  other  physicians  in  attendance  at 
intervals,  as  well  as  a  registered  nurse  most 
of  the  time.  Three  of  the  doctors  were  of 
the  opinion  that  the  child  suffered  from  tu- 
berculosis, while  no  opinion  as  to  the  diagno- 
sis was  expressed  by  the  fourth  physician. 

It  was  found  in  Superior  Court  that  the 
coroner  had  exceeded  his  authority  in  per- 
forming the  autopsy,  as  he  admitted  that 
it  was  done  for  the  sole  purpose  of  deter- 
mining the  cause  of  death  and  furnishing 
the  father  with  a  death  certificate.  The  evi- 
dence did  not  show  that  there  had  been  neg- 
lect or  that  the  person  died  by  unlawful 
means.  The  jury  decided  in  favor  of  the 
plaintiffs,  and  there  was  an  award  of  $1500 
damages  against  the  coroner.  A  motion  for 
a  new  trial  was  overruled,  and  the  coroner 
appealed  to  the  Supreme  Court. 

The  Supreme  Court  was  of  the  opinion 
that  the  statutes  regarding  such  matters  had 
been  violated,  and  in  part  quoted  the  law  as 
follows :  ".  .  .  the  coroner  is  authorized  to 
hold  an  inquest  (which  may  of  course  in- 
clude an  autopsy)  upon  the  dead  bodies  of 
such  persons  only  as  are  supposed  to  have 
died  by  unlawful  means."  The  court  also 
added  that  the  coroner  did  not  have  the  con- 
sent of  the  next  of  kin,  which,  in  the  absence 
of  authority  by  virtue  of  his  office,  would  be 
required.  The  judgment  of  the  lower  court 
was  affirmed. 

All  the  other  defendants  denied  that  they 
had  performed  the  autopsy  or  had  anything 
to  do  with  it.  The  court,  being  satisfied  as 
to  the  truthfulness  of  the  answer,  dismissed 
the  case  against  them. 

The  statutes  regarding  such  matters  are 
essentially  the  same  in  North  Carolina,  and 
it  becomes  the  duty  of  doctors  who  witness 
or  assist  in  any  way  in  performing  an  autop- 
sy to  satisfy  themselves  that  all  legal  re- 
quirements have  been  complied  with.  Speci- 
fically our  law  is  as  follows :  "The  right  to 
perform  an  autopsy  upon  the  dead  body  of 
a  human  being  shall  be  limited  to  cases  es- 
pecially provided  by  statute  or  by  direction 
or  will  of  the  deceased;  cases  where  a  coro- 
ner's jury  deem  it  necessary  upon  an  inquest 
to  have  such  an  autopsy;  and  cases  where 
the  husband  or  wife  or  one  of  the  next  of 


kin  or  nearest  known  relative  or  other  per- 
son charged  by  law  with  the  duty  of  burial 
in  the  order  named  and  known  shall  author- 
ize such  examination  or  autopsy."  (Supreme 
Court  of  South  Dakota,  fall  term,  1926.  V. 
210  N.W.,  p.  348.) 


July  12,  1945. 
To  the  Editor: 

I  am  writing  to  ask  if  you  will  call  the  attention 
of  your  readers  to  the  fact  that  their  malpractice 
insurance  does  not  cover  a  situation  of  the  kind  de- 
scribed, chiefly  because  the  insurance  reads  that  all 
claims  for  monetary  damage  only  will  be  defended 
by  the  insurance  company. 

The  Chicago  Medical  Society  and  probably  the 
Illinois  Medical  Society  will  take  this  matter  up  at 
their  regular  medical-legal  committee  meetings.  I 
am  under  the  impression  that  the  insurance  com- 
panies will  cover  such  actions  as  cited  below  if 
enough  pressure  is  placed  upon  them  by  physicians 
throughout  the  country.  I  am  seeking  your  cooper- 
ation in  this  endeavor. 

Dr.  Ralph  Reis  and  I  were  cited  before  the  Board 
of  Registration  and  Education  of  the  State  of  Illi- 
nois by  the  action  of  a  misguided  attorney  claiming 
that  we  were  guilty  of  malpractice  as  consultants 
in  a  case  of  fulminating  type  of  eclampsia.  The  pa- 
tient and  her  baby  expired  within  twenty-four  hours 
after  one  of  us  was  contacted  by  telephone.  The  at- 
tending physician  in  this  ease  wished  to  do  a  cesar- 
ean section.  He  was  advised  against  it  by  one  of  us 
and  about  twelve  hours  later  was  again  advised 
against  it  by  the  second  consultant. 

The  attorney  claimed  that  our  malpractice  con- 
sisted in  preventing  the  attending  physician,  who  is 
a  general  surgeon,  from  proceeding  with  a  cesarean 
section,  thus  depriving  the  patient  and  her  baby 
of  proper  medical  care. 

As  you  know,  the  Board  of  Health  of  the  City  of 
Chicago  controls  to  some  extent  the  practice  of 
obstetrics  in  Chicago  hospitals.  Dr.  Reis  and  I  were 
certified  as  consultants  and  it  was  in  this  capacity 
that  we  were  called  into  this  case.  The  attorney  felt 
that  the  Board  of  Health  and  its  consultants  were 
interfering  with  the  practice  of  medicine  in  the 
state  of  Illinois,  and  brought  the  action  after  mal- 
practice for  monetary  damage  was  outlawed  in  legal 
courts  of  this  state. 

The  insurance  companies  (Medical  Protective  of 
Fort  Wayne  and  St.  Paul  Mercury)  refused  to  ac- 
cept liability.  Dr.  Reis  and  I  had  to  hire  our  own 
attorneys  and  bear  the  expense  of  the  trial  before 
the  Board  of  Education  and  Registration.  The  ver- 
dict was  rendered  in  our  favor  and  the  private  com- 
ments of  the  physicians  who  heard  the  case  were 
such  that  you  would  not  print  them. 

The  Illinois  State  Department  of  Insurance  sees 
no  reason  why  physicians  haven't  an  insurable  risk 
in  cases  of  this  kind.  I  personally  feel  that  insurance 
companies  selling  malpractice  insurance  should 
cover  actions  of  this  type.  Surely  the  loss  of  a 
State  license  to  practice  medicine  through  the  action 
of  an  attorney  who  has  the  power  to  bring  malprac- 
tice actions  on  flimsy  excuses,  should  be  covered. 
Very  truly  yours, 

EDWARD  LYMAN  CORNELL 
122  S.  Michigan  Blvd. 
Chicago 
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News  Notes  from  the  North  Carolina 
Tuberculosis  Association 

In  North  Carolina  there  are  three  state  sanatoria 
with  a  total  of  420  beds  for  Negroes  and  720  beds 
for  white  patients.  There  are  now  open  seventeen 
county  sanatoria  with  bed  space  for  404  Negroes  and 
503  white  patients.  There  is  one  Federal  hospital  for 
veterans,  with  337  beds  for  Negroes  and  932  beds 
for  white  patients.  In  the  various  other  state  insti- 
tutions there  have  been  provided  about  300  beds  for 
the  tuberculous.  In  all  there  are  3,616  beds  for  tuber- 
culous patients  in  North  Carolina.  This  number  does 
not  include  the  beds  that  have  recently  been  placed 
on  the  porches  to  take  care  of  the  overflow  caused 
by  tuberculous  war  personnel. 

*  *     *     * 

At  a  mass  meeting  held  in  the  Warren  County 
Court  House  on  Friday  night,  June  15,  a  Warren 
County  Tuberculosis  and  Health  Association  was 
formed.  Mr.  Henry  Cohen  was  elected  president;  Mr. 
Marvin  Newsome,  vice-president;  Miss  Eleanor  Bar- 
ber, secretary;  and  Mr.  J.  H.  Daniel,  treasurer.  Dr. 
David  T.  Smith,  President  of  the  North  Carolina 
Tuberculosis  Association,  was  the  principal  speaker 
at  the  meeting.  Other  speakers  were  Mr.  Frank 
Webster,  Executive  Secretary  of  the  North  Carolina 
Tuberculosis  Association,  and  his   assistant,   Mr.   L. 

L.  Miller. 

*  *     *     * 

The  annual  meeting  of  the  executive  committee 
of  the  National  Tuberculosis  Association  was  held 
in  New  York  City  on  June  6  and  7.  At  the  same 
time,  the  executive  committees  of  the  American 
Trudeau  Society  and  the  National  Conference  of 
Tuberculosis  Secretaries  met.  Officers  elected  for  the 
National  Tuberculosis  Association  were:  Mr.  Will 
Ross,  Milwaukee,  who  succeeded  Dr.  Fred  Heise  as 
president;  Dr.  Victor  F.  Cullen,  Maryland,  presi- 
dent-elect; Dr.  H.  Stuart  Willis,  Michigan,  first  vice 
president;  Dr.  Philip  H.  Pierson,  California,  second 
vice  president;  Dr.  Charles  J.  Hatfield,  Pennsylvania, 
secretary;  and  Mr.  Livingston  Piatt,  New  York  City, 
treasurer.  Honorable  Harry  S.  Truman  and  Surgeon 
General  Thomas  Parran  were  made  honorary  vice 
presidents. 

New  officers  of  the  American  Trudeau  Society 
are:  Dr.  Ezra  Bridge,  Rochester,  president;  Dr.  John 
Alexander,  Ann  Arbor,  president-elect;  Dr.  McLeod 
Riggins,  New  York,  vice  president;  Dr.  Hugh  B. 
Campbell,   Norwich,   Connecticut,   secretary-treasur- 


Edgecombe-Nash  Counties  Society 

Dr.  Kenneth  Dickinson  of  Raleigh  was  guest 
speaker  of  the  Edgecombe-Nash  Counties  Society 
at  its  July  meeting,  held  in  the  New  Ricks  Hotel 
on  July  11. 


News  Notes 

Dr.  Sim  Mayo  Wrenn  of  Goldsboro  has  been 
elected  chief  of  surgery  at  the  Thompson  Memorial 
Hospital  in  Lumberton,  succeeding  Dr.  Stephen  Mc- 
Intyre,  who  resigned  recently  to  become  chief  sur- 
geon at  the  Baker  Sanatorium. 
*     *     *     * 

Dr.  Theodore  Antonokas  of  High  Point,  formerly 
a  major  in  the  medical  corps  of  the  Army  Ail- 
Forces,  has  accepted  a  position  as  surgeon  with  the 
Morehead  City  General  Hospital. 


Dr.  A.  L.  Ormond  has  left  the  Western  North 
Carolina  Sanatorium  to  enter  private  practice  in 
Hickory. 

*  *     *     * 

Dr.  A.  Y.  Linville,  Winston-Salem's  oldest  physi- 
cian, died  on  July  7.  Dr.  Linville  had  retired  from 
active  practice  some  years  ago. 

Dr.  J.  D.  Rudisill  of  Lenoir,  owner  and  surgeon 
of  the  Caldwell  Hospital,  died  suddenly  at  Edge- 
mont  on  July  28. 

*  *     *     * 

Dr.  Joseph  Selman  has  recently  joined  the  staff 
of  the  City  Memorial  Hospital  in  Winston-Salem. 


Dr.  Tom  A.  Williams  of  Asheville  was  guest 
speaker  at  the  July  meeting  of  the  Greenville 
County  (S.  C.)  Medical  Society.  His  subject  was 
"The  Conditioning  Principle  in  Psychiatry." 

Dr.  George  L.  Pritchard  of  La  Grange  is  at  Black 
Mountain,  recuperating  from  a  recent  illness. 
*     *     $     * 

Dr.  J.  M.  Lilly  of  Fayetteville,  and  Dr.  Vance  P. 
Peery  of  Kinston  are  ill  and  will  not  be  able  to  re- 
turn to  practice  for  an  indefinite  period. 


The  American  Red  Cross  Announces  a 
New  Policy  Governing  the  Partici- 
pation of  Red  Cross  Chapters  in 
Civilian  Blood  Donor  Services 

The  successful  use  of  plasma  and  other  blood  de- 
rivatives for  the  armed  forces  and  the  association 
of  the  American  Red  Cross  with  the  procurement  of 
blood  for  this  purpose  has  resulted  in  a  widespread 
demand  that  the  Red  Cross,  out  of  the  abundance  of 
its  experience,  render  a  similar  service  to  the  civilian 
population.  The  Medical  and  Health  Advisory  Com- 
mittee of  the  American  National  Red  Cross  recom- 
mended that  a  study  be  made  as  to  the  need  for 
continued  Red  Cross  activity  in  civilian  blood  donor 
services.  Accordingly,  the  study  was  undertaken  and 
consultation  held  with  the  United  States  Public 
Health  Service,  the  Board  of  Trustees  of  the  Ameri- 
can Medical  Association,  the  Conference  of  State 
Medical  Society  Secretaries  and  Editors  of  State 
Medical  Journals,  the  Association  of  State  and  Ter- 
ritorial Health  Officers,  the  American  Hospital  As- 
sociation, and  others.  There  was  general  agreement 
that  the  American  Red  Cross  should  authorize  its 
chapters  to  cooperate  with  state  and  local  health 
departments  and  other  reliable  medical  and  health 
agencies  in  the  procurement  of  blood  for  civilian 
use.  Following  careful  consideration  by  the  admin- 
istrative and  technical  staffs  of  the  American  Na- 
tional Red  Cross,  such  authorization  has  been 
granted  under  specified  policies,  principles  and  pro- 
cedures. 

Medical  and  health  agencies  which  now  have  or 
are  planning  a  program  to  furnish  blood  and  blood 
derivatives  for  civilian  use  and  are  interested  in 
obtaining  the  assistance  of  Red  Cross  chapters 
should  contact  their  chapter  if  the  territory  the 
program  is  to  serve  is  within  an  individual  chapter's 
jurisdiction.  If  the  program  is  to  serve  a  territory 
in  the  Southeastern  Area  involving  the  jurisdiction 
of  more  than  one  chapter,  it  is  suggested  that  con- 
tact be  made  with  Dr.  A.  E.  Hardison,  Medical  Di- 
rector, Southeastern  Area,  American  Red  Cross,  230 
Spring  Street,  N.W.,  Atlanta  3,  Georgia. 
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News  Notes  from  the  Office  of  the 
Surgeon  General 

The  Army  Medical  Department  celebrated  its 
170th  anniversary  on  27  July  of  this  year  with  the 
realization  that  it  has  grown  into  the  largest  organi- 
zation of  the  kind  ever  known  and  that  it  is  giving 
this  nation's  army  the  best  medical  care  that  sol- 
diers have  ever  received. 

From  its  inception  in  1775  shortly  after  General 
George  Washington  became  Commander-in-Chief  of 
the  Continental  Army  until  the  present  day,  the 
Army  Medical  Department  has  made  steady  prog- 
ress in  military  medicine;  it  has  made  scientific  dis- 
coveries that  have  benefited  all  of  mankind;  but 
never  has  its  progress  in  both  of  these  categories 
been  so  rapid  as  in  recent  years. 

The  Honorable  Robert  P.  Patterson,  Under  Sec- 
retary of  War,  in  a  tribute  to  the  work  being  done 
bv  the  Medical  Department  under  Major  General 
Norman  T.  Kirk,  The  Surgeon  General,  recently 
said  that  no  army  at  any  time  in  history  has 
achieved  a  record  of  recovery  from  wounds  and 
freedom  from  disease  comparable  to  that  of  the 
American  Army  in  this  war.  Mr.  Patterson  said  also 
that  the  Medical  Department  is  attaining  new 
records  in  almost  every  field  of  its  endeavor.  He 
cited  the  Army's  record  of  saving  nearly  97  of  every 
100  wounded  soldiers  who  reach  Army  Hospitals, 
the  disease  rate  of  less  than  one  in  one  thousand, 
and  similarly  startling  figures  with  reference  to  ma- 
laria, the  dysenteries,  and  other  disease,  showing 
that  the  Medical  Department  has  established  effec- 
tive control  on  all  disease  fronts. 


News  Notes  from  United  Nations  Relief 
and  Rehabilitation  Administration 

The  extensive  epidemics  of  typhus  which  swept 
North  Africa  during  the  war  have  been  followed  by 
an  epidemic  of  louse-borne  relapsing  fever.  This  is 
stated  by  Dr.  G.  Stuart.  Chief  of  the  Epidemic  Con- 
trol Section  of  the  UNRRA  European  Regional 
Office,  UNRRA  Epidemiological  Information  Bulle- 
tin No.  11  which  was  issued  recently.  More  than 
40,000  cases  were  reported  up  to  March,  1945, 
mainly  in  Tunisia,  but  in  recent  months  the  outbreak 
has  spread  also  to  Algeria  and  Morocco. 

Cholera  appears  to  be  more  widespread  than  usual 
in  China.  India  and  French  Indo-China.  By  the  end 
of  June  there  were  8,000  cases  in  Chungking.  Since 
1921,  cholera  has  remained  confined  to  Asia,  and, 
so  far,  no  case  has  appeared  west  of  Bombay. 


Disability  Held  No  Barrier  to  Job 
Success  or  Social  Life 

Wounded  veterans  are  assured  that  in  most  in- 
stances their  earning  capacity  need  not  be  impaired 
even  by  serious  disability. 

Nor  need  they  lose  out  socially,  or  with  the  girl 
back  home. 

These  assurances,  contained  in  the  pamphlet 
Straight  Talk  For  Disabled  Veterans  published  by 
the  Public  Affairs  Committee,  are  tempered  by  the 
admission  that  the  disabled  men  face  a  hard,  gruel- 
ling task  and  that  success  will  only  come  to  those 
who  work  for  it. 

Straight  Talk  For  Disabled  Veterans  by  Edna 
Yost  is  Pamphlet  No.  106  in  the  series  of  popular, 
factual,  ten-cent  pamphlets  issued  by  the  Public 
Affairs  Committee,  nonprofit  educational  organiza- 
tion at  30  Rockefeller  Plaza,  New  York  20,  New 
York. 


Medical  Books  Wanted 

The  Medical  and  Surgical  Relief  Committee  of 
America  has  received  an  appeal  for  medical  books 
from  Dr.  Severinghaus,  member  of  the  Medical  Nu- 
trition Mission  in  Italy.  The  Mission  has  set  up  a 
hospital  called  the  Polyclinica  which  is  part  of  the 
University  of  Naples.  The  books  are  for  the  use  of 
the  Mission.  Later  it  is  intended  to  donate  them  to 
the  Pediatric  Clinic  library. 

The  list  of  books  requested  is  as  follows: 

1.  R.  P.  Strong:  Stitt's  Diagnosis,  Prevention,  and 
treatment  of  Tropical  Diseases,  Seventh  edi- 
tion. 2  volumes.  Blakiston. 

2.  Conant,  Martin,  et  al.:  Manual  of  Clinical  My- 
cology. Saunders. 

3.  Saxal:  Pediatric  Dietetics.  1937.  Lea  and  Fe- 
biger. 

4.  Brennerman's  loose  leaf  Pediatrics.  Nelson,  4 
volumes. 

5.  Best  and  Taylor:  Physiological  Basis  of  Medi- 
cal Practice.  Williams  and  Wilkins. 

6.  McLester:  Clinical  Nutrition  and  Dietotherapy. 
Saunders. 

7.  Miller:  Oral  Diagnosis.  Blakiston. 

8.  Peters  and  Van  Slyke:  Quantitative  Clinical 
Chemistry.   Williams   and   Wilkins.   2   volumes. 

Books  should  be  sent  to  the  Medical  and  Surgical 
Relief  Committee,  420  Lexington  Avenue,  New  York 
17,  N.  Y. 


Basal  Temperature  Records  to  Aid 
Infertility  Treatment 

A  basal  temperature  record  to  aid  in  determining 
the  nrobable  time  of  ovulation  in  individual  women 
is  being  made  available  by  the  Medical  Committee 
of  the  Planned  Parenthood  Federation  of  America 
to  physicians  interested  in  the  treatment  of  infer- 
tility and   the   planning  of  conception. 

As  renorted  by  Dr.  Pendleton  TomDkins  in  the  is- 
sue of  March  11,  1944  of  the  Journal  of  the  Ameri- 
can Medical  Association  (Vol.  124:697-700),  it  has 
been  found  that  an  accurate  daily  record  of  basal 
temperature  is  valuable  in  estimating  the  optimum 
time  of  conception. 

There  is  a  slight  rhvthm  of  variation  in  the  nor- 
mal temperature  of  a  healthy  woman — the  tempera- 
ture being  lower  during  the  first  half  of  the  men- 
strual cycle  than  during  the  later  half.  The  trans- 
ition from  the  lower  level  to  the  higher  one  occurs 
at  about  the  time  of  ovulation.  In  many  cases  the 
temperature  will  show  a  sharp  drop  and  then  shoot 
immediately  to  the  higher  level  which  can  be  taken 
as  an  indication  that  ovulation  is  taking  place.  As 
the  variation  for  the  entire  cycle  may  be  less  than 
half  a  degree,  the  patient  must  be  provided  with 
complete  instructions  and  forms  with  which  to  plot 
her  temperature  accurately.  The  temperature  is 
taken  rectally  each  morning  immediately  upon  awak- 
ing before  the  patient  has  gotten  out  of  bed,  talked, 
eaten,  drunk  or  smoked. 

The  charts,  as  provided  by  the  Planned  Parent- 
hood Federation,  provide  for  a  six  month's  record. 
They  indicate  the  calendar  months,  the  length  of  the 
individual  cycle  and  the  number  of  days  backward 
from  the  onset  of  the  menses  at  which  ovulation  can 
be  estimated  to  occur. 

The  charts,  together  with  the  instruction  forms 
for  patient  use,  are  available  at  cost  through  the 
Medical  Department,  Planned  Parenthood  Federa- 
tion of  America,  Inc.,  501  Madison  Avenue,  New 
York  22,  N.  Y. 
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Mrs.  J.  T.  Saunders,  Asheville,  President  1944-1945 

TRANSACTIONS  OF  THE  EXECUTIVE 
BOARD 
Because  of  restrictions  on  travel  the  an- 
nual meeting  of  the  Auxiliary  was  not  held 
in  1945.  A  meeting  of  the  Executive  Board 
was  held  in  Raleigh  on  April  25.  At  the  re- 
quest of  the  editor  and  business  manager  of 
the  North  Carolina  Medical  Journal  and 
in  cooperation  with  the  government's  cur- 
tailment of  paper  to  periodicals,  the  full 
transactions  of  the  Board  will  not  be  pub- 
lished this  year.  The  minutes  of  the  meeting 
and  the  reports  of  the  president,  the  treas- 
urer, and  the  committee  on  revisions  to  the 
By-Laws,  as  well  as  the  inaugural  remarks 
of  the  president-elect,  are  printed  below. 

Officers  1944-45 

President — Mrs.  John  T.  Saunders,  Asheville 

President-Elect — Mrs.  Erick  Bell,  Wilson 

First  Vice  President  and  Chairman  of  Organization 

— Mrs.  K.  B.  Pace,  Greenville 
Second  Vice  President  and  Chairman  of  McCain  Bed 

— Mrs.  J.  C.  Knox,  Wilmington 
Third  Vice  President  and  Chairman  of  Stevens  Bed 

— Mrs.  G.  M.   Billings,  Morganton 
Fourth   Vice   President    and    Chairman    of    Student 

Loan  Fund — Mrs.  Paul  Whitaker,  Kinston 
Chairman  of  Past  Presidents — Mrs.  P.  P.  McCain, 


Recording  Secretary — Mrs.  Harry  L.  Johnson, 

Greensboro 
Treasurer — Mrs.  E.  C.  Judd,  Raleigh 
North  Carolina  Councilor  to  Southern  Medical  Auxil- 
iary—  Mrs.  Clyde  R.  Hedrick,  Lenoir 
Advisory  Board  Chairman — Dr.   Rachel   Davis, 
Kinston 

Standing  Committees  1944-45 
Program— Mrs.  M.  D.  Hill,  Raleigh 
Public  Relations — Mrs.  G.  T.  Harrell,  Winston-Salem 
Legislative — Mrs.  T.  L.  Umphlet,  Raleigh 
Press  and  Publicity — Mrs.  C.  N.  Burton,  Asheville 
Bulletin — Mrs.  Wingate  Johnson,  Winston-Salem 
Hygeia — Mrs.  John  D.   Robinson,  Wallace 
Memorial — Mrs.  Joseph  A.  Elliott,  Charlotte 
Historian — Mrs.    Elbert    MacMillan,    Winston-Salem 
Research — Mrs.  John  B.  Ray,  Leaksville 
Scrapbook — Mrs.  G.  C.  Cooke,  Winston-Salem 
Jane  Todd  Crawford  Memorial — Mrs.  Harry  Winkler, 

Charlotte 
War  Participation — Mrs.  Reuben  McBrayer,  Sana- 
torium 
Medical  Officers'  Wives — Mrs.  Reece  Berryhill, 

Chapel  Hill 
Doctor's  Day — Mrs.  R.   S.  McGeachy,  New  Bern 
Nominations — Mrs.  R.  A.  Moore,  Winston-Salem 
Revisions — Mrs.  J.  Buren   Sidbury,  Wilmington 

District    Councilors 
First  District — Mrs.  Carlton  A.  Davenport,  Hertford 
Second  District — Mrs.  C.  S.  Barker,  New  Bern 
Third  District— Mrs.  E.  P.  Walker,  Wilmington 
Fourth  District — Mrs.  George  Mitchell,  Wilson 
Fifth  District— Mrs.  A.  L.  O'Briant,  Raeford 
Sixth  District— Mrs.  A.  C.  Bulla,  Raleigh 
Seventh  District — Mrs.   W.   M.   Summerville, 

Charlotte 
Eighth  District — Mrs.  Rigdon  Dees,  Greensboro 
Ninth  District— Mrs.  W.  G.  Byerly,  Lenoir 
Tenth  District— Mrs.  S.  S.  Cooley,  Black  Mountain 
Minutes  of  the  Executive  Board  Meeting 
The  Executive  Board  of  the  Auxiliary  to  the  Med- 
ical Society  of  the  State  of  North  Carolina  met  in 
Raleigh  at  11   a.m.  on  April  25,  1945.  at  the  home 
of  Dr.  and  Mrs.  M.  D.  Hill.    Mrs.  John  T.  Saunders, 
President,  was  in  the  chair. 

After  Mrs.  Hill  had  graciously  welcomed  those 
present,  Mrs.  Joseph  Elliott  of  Charlotte  conducted 
an  impressive  Memorial  Service  for  the  members 
of  the  Auxiliary  who  had  died  since  last  year's  an- 
nual meeting: 

Mrs.  J.  M.  DeArmon  of  Charlotte 
Mrs.  J.  R.  Hester  of  Wendell 
Mrs.  J.  T.  Mann  of  High  Point 
Mrs.  Thomas  McCoy  of  Charlotte 
Mrs.  C.  E.  Moore  of  Farmville 
Mrs.  Wylie  Moore  of  Charlotte 
Mrs.  John  B.  Wright  of  Raleigh 
The  roll  call  showed  twenty-one  members  of  the 
1944-45  Board  and  quite  a  few  members  of  the  1945- 
46  Board  to  be  present.  The  secretary  then  read  the 
minutes  of  the  fall  Board   Meeting  and  these  were 
approved.     Mrs.   Saunders   then   read   her   report   as 
president  and  Mrs.  McCain,  Chairman  of  Past  Presi- 
dents, welcomed  new  members  to  the  Board. 

In  accord  with  a  motion  made  by  Mrs.  C.  N.  Bur- 
ton, seconded  by  Mrs.  E.  P.  Walker,  and  passed,  the 
reports  of  the  councilors  and  committee  chairmen 
were  not  read  in  full,  but  each  councilor  and  chair- 
man gave  the  highlights  of  her  report. 

Mis.  Erick  Bell,  chairman  of  the  bed  in  the  East- 
ern Sanatorium,  reported  that  the  bed  was  occupied 
by  a  nurse.    The  Board  voted  to  name  this  bed  for 
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Dr.  George  M.  Cooper  of  Raleigh. 
The  following  awards  were  made: 

Five  dollars  (given  by  Mrs.  J.  T.  Saunders)  to 
Hoke  County  for  being  the  first  auxiliary  to  pay 
its  dues  100  per  cent. 

Five  dollars  (given  by  Mrs.  P.  P.  McCain)  each 
to  Guilford  and  New  Hanover  county  auxiliaries 
for  the  largest  contributions  to  the  McCain  En- 
dowment Fund,  each  having  given  $100.00  to  the 
fund. 

Five  dollars  (given  by  Mrs.  C.  N.  Burton)  to 
Buncombe  County  Auxiliary  for  the  largest  con- 
tribution to  the  Stevens  Bed  Fund. 

The    Davis    Achievement    Award — a    silver    cup 
and    $25.00— went   to    the     Eighth    District,     Mrs. 
Rigdon    Dees    Councilor,   for   outstanding   accom- 
plishments.  The   Sixth  District  was  given   honor- 
able mention  for  their  good  record. 
Greetings    were    read   from    Dr.    R.    D.    McMillan, 
who  was  unable  to  attend,  and  also  from  Dr.  Rachel 
Davis,  who  was  kept  away  because  of  an  acute  ill- 
ness.  Dr.   Paul   Whitaker   of   Kinston,   President   of 
the  State  Medical   Society,  brought  greetings  from 
that  body.  He  reviewed  the  activities  of  the  Medical 
Society  during  the  past  year,  and  expressed  his  sin- 
cere personal   and  official  appreciation  for  the  con- 
structive work  of  the  Auxiliary  during  this  difficult 
period.  He  also  thanked  the  Auxiliary  for  the   in- 
spiration  which   he   felt   it   had   furnished   and   was 
continuing  to  furnish  to  the  Medical  Society  of  the 
State  of  North  Carolina. 

Mrs.  E.  C.  Judd  gave  the  treasurer's  report,  and 
recommended  that  part  of  the  Student  Loan  Fund 
be  put  into  a  "G"  Bond.  Mrs.  K.  B.  Pace  made  a 
motion,  which  was  seconded  by  Mrs.  McCain,  that 
$750.00  be  used  for  this  purpose.  The  motion  was 
carried. 

The  corresponding  secretary  was  instructed  to 
write  to  Dr.  Rachel  Davis,  expressing  regret  that 
illness  kept  her  from  attending  the  meeting,  and  to 
Dr.  George  M.  Cooper,  informing  him  that  the  bed 
supported  by  the  Auxiliary  in  the  Eastern  North 
Carolina  Sanatorium  at  Wilson  had  been  named 
"The  George  M.  Cooper  Bed"  in  his  honor. 

Mrs.  Hill  then  invited  the  Board  members  to  the 
recreation  room  for  a  delightful  turkey  dinner.  After 
a  brief  social  period  members  again  gathered  in  the 
drawing  room  for  the   afternoon   business   session. 

The  recording  secretary  asked  that  a  statement 
be  included  in  the  records  correcting  an  impression 
in  the  minutes  of  the  fall  meeting  that  Mrs.  Vernon 
Lassiter  or  Mrs.  Harry  Winkler  was  responsible  for 
the  loss  of  the  minutes  prior  to  the  present  secre- 
tary's term  of  office.  This  statement  was  to  read: 
"Following  the  mailing  of  the  transactions  of  the 
October  Board  Meeting  it  was  brought  to  the  secre- 
tary's attention  that  the  past  minutes  of  the  Auxili- 
ary were  lost  at  the  end  of  the  term  of  Mrs.  J.  D. 
Freeman,  Wilmington,  as  recording  secretary.  No 
minutes  were  turned  over  to  the  present  secretary." 
It  was  brought  out  in  discussion  that  the  minutes 
were  sent  to  the  meeting  held  in  Raleigh  in  1943, 
but  for  some  reason  did  not  reach  Mrs.  Harry  John- 
son. 

Mrs.  K.  B.  Pace  made  a  motion,  which  was  sec- 
onded by  Mrs.  George  Mitchell  and  approved,  that  a 
committee  be  appointed  to  get  as  much  of  the  ma- 
terial from  the  missing  years  as  possible,  in  order  to 
bring  the  minutes  up  to  date.  It  was  suggested  that 
the  members  of  this  committee  be  from  Winston- 
Salem,  since  most  of  the  records  are  kept  there. 

Mrs.  Umphlet  read  a  recommendation  from  the 
Wake  County  Society  that  Auxiliary  membership 
in  the  State  Legislative  Council  be  considered.  Mi-s. 
McCain  explained  the  function  of  this  council  and 
suggested  that  the   matter  be   given  consideration, 


although  any  action  could  be  taken  only  with  the 
approval  of  the  Advisory  Board  from  the  Medical 
Society.  A  motion  that  this  recommendation  be  given 
favorable  action  if  appi'oved  by  the  above  Board 
was  made  by  Mrs.  Burton,  seconded  by  Mrs.  McCain, 
and  passed. 

Mrs.  J.  Buren  Sidbury  was  unable  to  attend  but 
sent  revisions  to  the  Constitution  and  By-Laws, 
which  were  read  by  Mrs.  McCain.  These  are  pub- 
lished on  page  391.  A  motion  was  made  by  Mrs.  Mc- 
Cain and  seconded  by  Mrs.  Elliott  that  during  1945- 
46  the  Auxiliary  function  according  to  the  new  By- 
Laws,  in  so  far  as  is  feasible.    This  was  passed. 

The  following  report  from  the  nominating  com- 
mittee was  then  read: 

President — Mrs.  Eric  Bell,  Wilson 

President-Elect — Mrs.  Frederick  Taylor,  High 
Point 

First  Vice  Pres. — Mrs.  John  T.  Saunders,  Asheville 

Second  Vice  Pres. — Mrs.  J.  C.  Knox,  Wilmington 

Recording  Secretary — Mrs.  Charles  H.  Gay, 
Charlotte 

Corresponding   Secretary — Mrs.   H.   F.   Easom, 
Wilson 

Treasurer — Mrs.  E.  C.  Judd,  Raleigh 
A  motion  made  by  Mrs.  Pace  and  seconded  by  Mrs. 
Elliott  that  the  report  be  accepted  as  read  was 
passed  unanimously.  Mrs.  McCain  installed  the  new 
officers.  Mrs.  Saunders  then  turned  the  gavel  over 
to  Mrs.  Bell,  whose  impressive  inaugural  address 
may  be  read  on  page  394. 

Mrs.  McCain  invited  the  Board  to  meet  with  her 
in  the  fall.  Mrs.  Hill  was  thanked  sincerely  for  her 
hospitality,  and  the  meeting  was  declared  adjourned. 
Respectfully  submitted, 
MRS.  J.  T.  SAUNDERS,  President 
MRS.  H.  L.  JOHNSON,  Secretary 


Report  of  the  President 

It  is  a  pleasure  to  see  so  many  of  you  here  today. 
We  have  all  looked  forward  to  returning  to  Raleigh, 
and  we  have  come  together  to  strengthen  our  organ- 
ization and  to  give  happiness  to  all  in  renewed 
friendships.  We  are  grateful  to  Mrs.  Hill  for  her 
generous  hospitality  in  having  us  in  her  home  and 
for  arranging  this  meeting.  Our  thanks  go  also  to 
Mrs.  Judd,  Mrs.  Bulla  and  Mrs.  Umphlet,  local 
Board  members,  for  their  assistance  in  making  this 
meeting  a  success. 

Because  of  the  ruling  of  the  Office  of  Defense 
Transportation,  the  responsibility  of  carrying  on 
the  work  of  the  Auxiliary  has  fallen  to  an  over- 
worked Board  of  Directors.  I  am  deeply  impressed 
with  the  enthusiasm  and  interest  manifested  by 
the  officers,  chairmen  and  members  of  the  Auxili- 
ary. They  have  regarded  their  jobs  seriously;  they 
have  faith,  the  will  to  help,  and  the  courage  to  serve 
the  medical  profession  in  the  many  situations  and 
problems  which  must  be  met.  While  this  has  not 
been  a  year  of  great  achievements,  I  am  sure  that 
we  have  measured  up  to  our  responsibilities. 

As  President  of  the  Auxiliary  to  the  Medical  So- 
ciety of  the  State  of  North  Carolina,  I  wish  to  sub- 
mit the  following  report  for  the  year  1944-1945. 
Since  so  many  reports  and  problems  must  be 
crowded  into  this  one  day,  I  shall  make  my  report 
as  brief  as  possible. 

The  most  important  task  we  have  today  is  ac- 
quainting ourselves  with  pending  medical  legisla- 
tion which  will  affect  the  entire  medical  profession. 
The  Wagner-Murray-Dingell  Bill  is  still  the  most 
talked  about  bill  in  the  country  today.  Our  legisla- 
tive chairman,  Mrs.  T.  L.  Umphlet  of  Raleigh,  urged 
continued  study  of  this  bill.  I  am  glad  to  report  that 
all  auxiliaries  made  a  special  study  of  this  proposed 
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legislation.  Special  attention  has  also  been  given 
this  year  to  the  proposed  state-wide  program  of 
hospital  and  medical  care  and  to  the  Blue  Cross 
Plan. 

The  public  relations  chairman,  Mrs.  G.  T.  Harrell 
of  Winston-Salem,  outlined  the  objectives  of  her 
committee  in  the  North  Carolina  Medical  Journal. 
The  cause  of  health  education  lies  close  to  the  heart 
of  every  woman  and  man.  The  young  people  are 
committed  to  our  keeping  and  we  must  do  our  best 
in  making  them  the  best  citizens  possible. 

In  an  article  in  the  October  issue  of  the  Journal 
Mrs.  M.  D.  Hill  of  Raleigh,  program  chairman,  out- 
lined suggestions  for  the  county  auxiliaries  to  use 
in  planning  their  programs.  Juvenile  delinquency 
has  been  front  page  news  since  Pearl  Harbor. 
Special  emphasis  on  such  programs  was  urged  by 
national  and  state  program  chairmen. 

Mrs.  C.  N.  Burton  of  Asheville,  press  and  pub- 
licity chairman,  prepared  an  article  for  publication 
in  each  month's  issue  of  the  Journal.  These  articles 
were  contributed  by  various  officers  and  committer 
chairmen  of  the  state  Auxiliary.  We  wish  to  thank 
the  editors  of  the  North  Carolina  Medical  Journal 
for  their  cooperation  and  for  the  space  given  us 
each  month.  We  have  shared  our  space  with  the 
Field  Army  of  the  American  Cancer  Society  and 
with  the  State  Tuberculosis  Association. 

Our  Bulletin  chairman,  Mrs.  Wingate  Johnson  of 
Winston-Salem,  has  urged  all  Board  members  and 
officials  of  county  auxiliaries  to  subscribe  to  this 
timely  magazine  in  order  that  they  may  know  the 
nlans  and  policies  of  the  national  Auxiliary.  The 
Bulletin  also  contains  excellent  addresses  and  medi- 
cal  information. 

In  a  letter  to  all  county  auxiliaries  Mrs.  John  D. 
Robinson  of  Wallace,  Hygeia  chairman,  stressed  the 
importance  of  this  magazine.  Because  of  war  con- 
ditions one-year  subscriptions  have  been  discon- 
tinued; two  and  three-year  subscriptions  are  slow 
in  coming  in.  Knowing  the  importance  of  this  pub- 
lication of  the  American  Medical  Association  as  the 
only  authentic  health  magazine,  we  must  continue 
our  efforts  to  increase  its  circulation. 

Mrs.  Jnsenh  A.  Elliott  of  Charlotte  has  been  me- 
morial chairman  and  chaplain.  She  has  prepared 
memorial  services  in  tribute  to  our  members  who 
have  passed  away  this  year  and  for  the  families 
who  have  lost  loved  ones  in  this  war. 

The  state  historian,  Mrs.  Elbert  MacMillan  of 
Winston-Salem,  has  kept  a  faithful  record  of  the 
Auxiliary.  The  complete  chronological  history  of  the 
organization  since  its  founding  in  1923  proves  in- 
teresting and  helnful  to  all  members. 

Mrs.  John  B.  Ray  of  Leaksville,  research  chair- 
man, has  no  report  at  this  time.  A  paper  on 
"Women  Doctors  of  Our  State"  is  being  prepared. 

Mrs.  G.  C.  Cooke  of  Winston-Salem,  scrapbook 
chairman,  has  fulfilled  the  regular  duties  of  keeping 
the  scrapbook  up-to-date  with  clioDings.  bulletins, 
and  programs  concerning  the  auxiliary.  We  are  very 
grateful  to  Mrs.  Cooke  for  revising  the  old  scrap- 
books  and  for  gathering  information  to  complete 
the  history  of  her  committee. 

Mrs.  C.  R.  Hedrick  of  Lenoir,  councilor  to  the 
Southern  Medical  Auxiliary,  reports  that  the  annual 
meeting  of  that  society  was  postponed  this  year. 
However,  we  have  continued  to  cooperate  with  this 
auxiliary  in  supporting  the  Jane  Todd  Crawford 
Memorial  Fund.  Mrs.  Harry  Winkler  of  Charlotte, 
as  state  chairman,  reports  a  growing  memorial  fund. 
We  are  grateful  to  Mrs.  R.  S.  McGeachy  of  New 
Bern,  chairman  of  Doctors'  Day,  for  her  capable 
leadership  in  the  state-wide  observance  of  the  day. 
March  30.  Doctors  at  home  and  abroad  were  honored 
in  ways  most  appropriate  to  the  situation. 


Our  war  participation  chairman,  Mrs.  Reuben  Mc- 
Brayer  of  Sanatorium,  reports  that  almost  every 
doctor's  wife  is  engaged  in  some  kind  of  war  service 
cooperating  with  the  Red  Cross  and  in  the  War 
Loan  Drives. 

Mrs.  Reece  Berryhill  of  Chapel  Hill,  chairman  of 
the  medical  officers'  wives,  reports  a  successful  year. 
Many  of  these  wives  have  never  been  members  of 
an  auxiliary,  and  others  are  strangers  in  their  lo- 
cality. The  personal  service,  sincere  interest,  and 
friendliness  of  the  Auxiliary  members  uphold  the 
ideals  of  our  Auxiliary. 

To  Mrs.  J.  Buren  Sidbury  of  Wilmington,  chair- 
man of  revisions,  I  wish  to  express  my  thanks  and 
appreciation  for  her  encouragement  and  help  in  solv- 
ing my  many  problems.  She  has  worked  very  hard 
this  year  to  revise  the  By-Laws  to  meet  the  present- 
day  situations.  These  revisions  will  be  presented 
later. 

I  want  to  thank  Mrs.  R.  A.  Moore  of  Winston- 
Salem,  chairman  of  nominations,  and  her  committee. 
The  list  of  new  officers  will  be  presented  later  for 
aporoval. 

This  year  no  new  auxiliaries  have  been  formed, 
and  we  have  lost  none.  My  sincere  thanks  go  to 
Mrs.  K.  B.  Pace  of  Greenville,  organization  chair- 
man, who  has  kept  in  contact  with  the  ten  district 
councilors.  The  councilors  have  responded  gener- 
ously, and  to  them  much  credit  is  given  for  the  suc- 
cess of  the  year's  work. 

To  Mrs.  J.  C.  Knox  of  Wilmington,  chairman  of 
the  McCain  Bed.  to  Mrs.  G.  M.  Billings  of  Morgan- 
ton,  chairman  of  the  Stevens  Bed,  and  to  the  com- 
mittee of  the  Eastern  Sanatorium  Bed,  with  Mrs. 
Erick  Bell  of  Wilson  as  chairman,  I  express  my  ap- 
preciation and  congratulations  on  the  splendid  work 
done  this  vear.  Three  nurses  are  our  guests.  Their 
thanks  and  praise  bespeak  the  interest  and  friend- 
liness shown  them  by  auxiliary  members.  The  finan- 
cial report  will  be  given  later  by  Mrs.  E.  C.  Judd, 
treasurer.  We  are  very  grateful  for  Mrs.  M.  L. 
Stevens'  gift  of  $1,000  to  buy  bonds  for  the  Stevens 
Bed. 

Mrs.  Paul  Whitaker  of  Kinston,  chairman  of  the 
Student  Loan  Fund,  made  no  loans  this  year.  She 
reports  the  full  payment  on  a  loan  to  a  former  stu- 
dent. 

To  our  treasurer,  Mrs.  E.  C.  Judd  of  Raleigh  I 
wish  to  exoress  my  sincere  appreciation  for  her 
faithful  and  efficient  work.  I  am  deeply  grateful  for 
the  encouragement  she  has  given  me  this  vear  and 
for  hpr  promptness  in  answering  all  questions. 

To  Mrs.  Harry  L.  Johnson  of  Greensboro,  record- 
ing secretary,  and  Mrs.  C.  C.  Belcher  of  Asheville. 
corresponding  secretary,  I  exDress  my  gratitude  for 
their  cooperation  and  valuable  assistance. 

We  all  join  in  thanking  Dr.  Rachel  Davis  for  her 
encouragement  and  understanding  help. 

Thanks  to  all  past  presidents,  on  whose  reports 
I  have  denended.  and  especially  to  Mrs.  P.  P.  Mc- 
Cain of  Sanatorium,  chairman  of  past  presidents. 
Without  her  confidence  and  guidance  I  would  have 
been  lost. 

Our  nresident-elect,  Mrs.  Erick  Bell  of  Wilson, 
has  been  a  great  help  to  me  this  year  and  has  ac- 
quainted herself  with  the  nroblems  of  the  Auxiliary. 

Because  of  travel  difficulties  I  have  had  to  decline 
most  invitations  to  visit  countv  auxiliaries.  The 
Ninth  District  Medical  and  Auxiliary  Meeting  in 
Lenoir  was  attended.  I  have  tried  to  keep  in  close 
louch  with  the  Auxiliary  members  through  letters. 
Correspondence  has  been  the  greatest  pleasure  of 
the  year,  and  also  perhaps  the  most  arduous  task. 
It  is  the  tie  that  binds  us  to  each  other  and  brings 
us  into  closer  touch  with  the  work  of  the  local 
auxiliaries. 


August,  1945 


AUXILIARY 


391 


In  closing  I  want  to  thank  you  for  the  honor  and 
privilege  of  having  served  as  your  state  president 
and  for  the  fine  spirit  and  service  you  have  rendered 
this  year. 

MRS.  JOHN  T.  SAUNDERS 


Revisions  to  By-Laws 
Preamble  and  Articles  1  (Name)  and  2  (Objects)  re- 
main unchanged. 
Article  3.   Membership  and  Dues. 

Sections  1  and  2  unchanged. 

Section  3.  Life  membership  may  be  conferred  by 
the  payment  of  $100.00. 

Section  4.  The  annual  dues  shall  be  $1.00. 
Article  4. 

Section  1.  Strike  out  "four"  (vice  presidents)  and 
insert  "two." 

Section  2.  Add:  The  recording  secretary  shall  be 
elected  in  odd  years  and  the  second  vice  presi- 
dent and  treasurer  in  even  years. 

Section  3.  Unchanged. 

Section  4.  There  shall  be  a  nominating  committee 
consisting  of  five  members,  no  two  of  whom 
shall  come  from  the  same  district.  The  presi- 
dent shall  appoint  the  chairman,  who  shall  serve 
for  one  year  and  shall  not  be  eligible  for  re- 
appointment. The  other  members  shall  be  elected 
by  the  Board  of  Directors.  (It  is  not  specified  at 
what  meeting  they  shall  be  elected,  as  some 
presidents  prefer  having  them  elected  at  the 
post-board  meeting,  others  at  the  fall  meeting.) 

Sections  5,  6,  and  7  remain  the  same. 
Article  5.   Duties  of  Officers. 

Sections  1,  2,  and  3  are  unchanged. 

Section  4.  The  second  vice  president  shall  serve 
as  chairman  of  activities.  It  shall  be  her  duty 
to  promote  the  endowment  and  maintenance 
funds  of  the  three  beds  at  the  three  state  sana- 
toria and  the  Auxiliary  Loan  Fund.  She  shall 
be  permitted  to  appoint  such  chairmen  as  may 
be  deemed  essential  to  raise  funds  and  interest 
the  membership  in  these  activities.. 

Strike  out  sections  5  and  6. 

Sections  7,  8,  and  9  become  5,  6,  and  7. 
Article  6.    Unchanged. 
Article  7.   Finances. 

Sections  1  and  2  unchanged. 

Section  3.  Strike  out  "McCain  and  Stevens  Beds" 
and  insert  "the  three  beds  sponsored  by  the 
Auxiliary  in  the  three  state  sanatoria."  Rest  of 
section  to  read:  "At  the  end  of  each  year  one- 
half  of  the  amount  left  in  the  maintenance  fund 
shall  be  placed  in  the  McCain  Endowment  Fund 
for  the  use  of  the  three  beds." 

Sections  4  and  5  unchanged. 
Articles   8    (Executive   Committee)    and   9    (Board) 

unchanged. 
Article  10.  Beds  at  State  Sanatoria. 

Section  1.  The  members  of  this  Auxiliary  shall 
have  as  their  major  projects  the  upkeep  of  the 
three  beds  at  the  three  state  sanatoria. 

Sections  2  and  3  unchanged. 
Article  11.    (Loan  Fund)  is  unchanged. 
Article  12.   McCain  Endowment  Fund. 

Section  1.  Strike  out  "McCain  bed  at  Sanatorium" 
and   insert   "the   three   beds   sponsored   by   the 
Auxiliary  at  the  three  state  sanatoria." 
Article  13.   Unchanged. 
Article  14.    Standing  Committees. 

Section  1.  Standing  committees  may  be  created 
by  the  Board  of  Directors  as  they  are  needed 
to  promote  the  work  of  the  Auxiliary. 

Section  2.  The  chairmen  of  the  committees  on 
nominations  and  press  and  publicity  are  ap- 
pointed for  one  year  only.  All  other  chairmen 


are  appointed  for  a  term  of  two  years.  The  only 
chairmen  who  may  serve  two  consecutive  terms 
are  the  chairmen  of  the  following  committees: 
revisions,  Bulletin,  legislation,  war  participa- 
tion, and  medical  officers'  wives.  These  are  eli- 
gible for  immediate  reappointment.  The  follow- 
ing chairmen  shall  be  appointed  in  odd  years: 
program,  public  relations,  Hygeia,  and  memo- 
rial. The  following  shall  be  appointed  in  even 
years:  historian,  research,  scrapbook,  Jane  Todd 
Crawford  memorial,  medical  officers'*wives.  As 
other  committees  are  created  they  shall  be  as- 
signed to  appointment  in  odd  or  even  years. 
Articles  15,  16,  and  17  remain  unchanged. 

Further  suggestions:  I  recommend  that  the  legis- 
lation chairman  be  from  Raleigh.  I  think  the  com- 
mittees on  war  participation  and  medical  officers' 
wives  belong  to  the  war  era  and  not  to  a  permanent 
program. 

For  greater  exactness,  Article  6  (Meetings)  could 
be  changed  to  read:  "The  annual  meeting  of  the 
Auxiliary  shall  be  held  at  the  same  time  and  place 
as  that  of  the  Medical  Society  of  the  State  of  North 
Carolina.  If  for  any  cause  an  annual  meeting  can- 
not be  held,  the  Board  of  Directors  may  transact  all 
business  usually  acted  upon  by  the  membership,  in- 
cluding the  election  of  officers." 

Respectfully  submitted, 
MRS.  J.  BUREN  SIDBURY 
Chairman  of  Revisions 


Report  of  the  Treasurer 

I  herewith  submit  my  report  of  the  treasurer's 
records  for  the  year  1944-1945.  All  accounts  have 
been  recorded  and  disbursed  according  to  the  By- 
Laws. 

Mrs.  J.  T.  Saunders,  our  most  capable  and  untir- 
ing president,  was  influential  in  getting  large  con- 
tributions sent  to  the  treasurer.  It  was  through  her 
influence  that  the  Martin  L.  Stevens  Endowment 
Fund  was  started  in  a  big  way  by  Mrs.  Martin  L. 
Stevens. 

With  sincere  thanks  to  Mrs.  Saunders,  each  mem- 
ber of  the  Executive  Board  and  all  county  auxiliary 
presidents  and  treasurers  for  their  cooperation  in 
helping  make  this  year  the  best  financially,  here- 
with is  appended  the  auditor's  report,  covering  in 
detail  the  activities  of  the  treasurer's  office  for  the 
past  year. 

Respectfully  submitted, 
MRS.  E.  C.  JUDD 

Auditor's  Report 

Mrs.  E.  C.  Judd,  Treasurer 

The  Auxiliary  to  the  Medical  Society  of  the 

State  of  North  Carolina 
2108  Woodland  Avenue 
Raleigh,  N.  C. 
Dear  Madam: 

In  accordance  with  your  instructions,  we  have  ex- 
amined the  books  and  records  of  your  Auxiliary  for 
the  period  from  July  1,  1944  to  June  30,  1945  and 
submit  herewith  the  following  statements: 

Exhibit  A       — Statement  of  Assets  and  Liabilities 
Schedule  A-l — Notes  Receivable — Student  Loan 

Fund 
Exhibit  B       — Summary  of  Receipts  and  Dis- 
bursements 
Schedule  B-l — General  Expense  Fund — Receipts 

and  Disbursements 
Schedule  B-2 — District    Achievement   Prize    Fund 

— Receipts  and  Disbursements 
Schedule  B-3 — McCain-Stevens   Beds   Upkeep 
Fund — Receipts  and   Disburse- 
ments 
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Schedule  B-4 — War   Participation  Fund — Receipts 
and  Disbursements 

Schedule  B-5 — Sanatoria  Bed  Fund — Receipts  and 
Disbursements 

Schedule  B-6 — Martin  L.  Stevens  Endowment 
Fund — Receipts  and  Disburse- 
ments 

Schedule  B-7 — McCain   Endowment  Fund — 
Receipts  and  Disbursements 

Schedule  B-8 — Student  Loan  Fund — Receipts 
Disbursements 

During  the  year  the  Bed  Upkeep  Funds  were  com- 
bined in  the  Sanatoria  Bed   Fund. 

We  inspected  securities  on  hand  and  obtained  con- 


firmations from  the  depository  covering  balances  on 
deposit.  We  found  your  records  in  excellent  condi- 
tion. 

Certificate 
Subject  to  the  foregoing  comment,  we  certify  that, 
in  our  opinion,  the  accompanying  Statement  of  As- 
sets and  Liabilities  as  of  June  30,  1945,  and  the  re- 
lated statements  fairly  reflect  the  financial  condi- 
tions at  that  date  and  the  results  from  operations 
for  the  period  from  July  1,  1944  to  June  30,  1945, 
upon  the  basis  of  accounting  records  consistently 
maintained. 

Respectfullv  submitted, 

R.  L.  STEELE  AND  CO. 

By:  R.  L.  Steele,  C.P.A. 


Exhibit   A 

Statement   of   Assets  and   Liabilities 

As  of  June  30,  1945 


S^ 

Cash   in   Bank— Exhibit   B $1,765.77 

Notes   Receivable — Schedule  A-l_      140.00 
Investments: 

U.  S.  Defense  Savings  Bonds  of 
10-1-41  —  Series  F  —  Mature 
12  years  from  date  for  $2,- 
800  at  cost 2,072.00 

U.  S.  War  Savings  Bonds  of  6- 
1-43  — Series  F— Mature  12 
years  from  date  for  $1,500 
at  cost  1,110.00 

U.  S.  War  Savings  Bonds  of  6- 
1-44  — Series  F  — Mature  12 
years  from  date  for  $500 — 
at  cost  370.00 

U.  S.  WTar  Savings  Bonds  of  9- 
1-43  —  Series  F  —  Mature  12 
years  from  date  for  $325 — 
at  cost  240.50 

U.  S.  War  Savings  Bond  of  4- 
1-45— Series  G — 2hbrft  pay- 
able semi-annually 1,000.00 

U.  S.  War  Savings  Bond  of  6- 
14-45  — Series  F— Mature  12 
years  from  date  for  $500 — 
at  cost  370.00 

U.  S.  War  Savings  Bond  of  6- 
30-45  —  Series  F — Mature  12 
years  from  date  for  $1,000 — 
at  cost  740.00 


;  -  - 


II 


443.97 
140.00 


$200.01      $75.00      $746.14     $    200.00     $    100.65        $ 


2,072.00 


1,110.00  — 


370.00 


240.50  — 


1,000.00 


370.00 


7411. iin 


TOTAL  ASSETS 

$7,808.27 

$200.01      $75.00 

$746.14 

$1,440.50 

$4,022.65 

$1,323.97 

Surplus 

$7,808.27 

$200.01      $75.00 

$746.14 

$1,440.50 

$4,022.65 

$1,323.97 

TOTAL   SURPLUS 

$7,808.27 

$200.01      $75.00 

$746.14 

$1,440.50 

$4,022.65 

$1,323.97 

Dntf                              Mnk-  r 

Schedule   A-l 

Notes   Receivable — Student   Loan  Fund 

June   30,    1945 

Mnturitij 

Original 
A  mount 

1 

Amt.  nt 
vne  30.  19L5 

2-10-37         Miss   Margaret   Whittington) 
W.  W.  Whittington  ) 

Pearl  G.  Whittington  ) 

8-25-39  Miss   Margaret  Whittington) 

Mrs.  Pearl  B.  Whittington   ) 


2  years 


$    100.00 


100.00 
200.00 


$      40.00 


100.00 


140.00 
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Exhibit    It 

Summary  of  Receipts  and  Disbursements 

For  Period  from  July   I,  1944  to  June  30,  1945 


Balance. 

7-1-1,1, 


Receipt* 


Digbwraements 


Balance 
ISO-iB 


General  Expense  Fund— Schedule  B-l $  196.73 

District  Achievement  Prize  Fund — Schedule  B-2 100.00 

McCain-Stevens  Beds  Upkeep  Fund— Schedule  B-3...  520.22 

War  Participation  Fund— Schedule  B-4 25.00 

Sanatoria  Bed  Fund — Schedule  B-5 — 

Martin  L.  Stevens  Endowment  Fund — Schedule  B-6  .  — 

Total  Wachovia  General  Checking  Account $    841.95 

McCain  Endowment  Fund— Schedule  B-7 184.87 

(Wachovia  Savings  Account) 
Student  Loan  Fund— Schedule  B-8 849.15 

(Wachovia  Savings  Account)  

Total  All  Funds— Exhibit  A $1,875.97 


$    330.00 


456.00 
1,269.42 
1,200.00 

$3,255.42 
286.04 

335.65 

$3,877.11 


$    326.72 

25.00 

520.22 

481.00 

523.28 

1,000.00 

$2,876.22 
370.26 

740.83 

$3,987.31 


200.01 
75.00 


746.14 
200.00 

$1,221.15 
100.65 

443.97 

$1,765.77 


Schedule  B-l 
General   Expense  Fund 

Balance  on  Deposit  July  1,  1944... 
Receipts: 

Dues  1944-45   (660  members  @ 
$1.00)   %  to  Sanatoria  Fund... 


Disbursements: 

Auditing  Fee  $  45.00 

Stationery,  Printing  and  Postage    92.24 

Mrs.  Harold  F.  Wahlquist — ■ 
National  Treasurer  (660  mem- 
bers @   $.25)   165.00 

District   Counselor's   Expense 5.48 

Mrs.  E.  C.  Judd,  Treasurer 
— Expense  Account   19.00 


!  196.73 


330.00 
$  526.73 


326.72 


Balance  on  Deposit — June  30,  1945 

To  Exhibit  B  $  200.01 

Schedule  B-2 
District   Achievement   Prize    Fund 

Balance  on  Deposit-^Tuly  1,  1944 $100.00 

Receipts  — 


$100.00 
Disbursements: 

District  Achievement   Prize  25.00 


Balance  on  Deposit,  June  30,  1945 $  75.00 

Schedule  B-3 
McCain-Stevens   Beds   Upkeep   Fund 

Balance  on  Deposit  July  1,  1944 $520.22 

Disbursements: 

Transferred  to  Sanatoria  Bed  Fund, 

July  1,  1944  520.22 


Balance    $    — 

Schedule  B-4 
War   Participation   Fund 

Balance  on  Deposit— June  30,  1944 $  25.00 

Receipts  from  Sale  of  Emblems 456.00 


Disbursements: 

Medical  and  Surgical  Relief 

Committee  of  America  $456.00 

Dr.  Joseph  Hoquet 

(Check  outstanding  7-1-44)....     25.00 


$481.00 


481.00 


Balance    

Schedule  B-5 
Sanatoria  Bed  Fund 

Balance  on  Deposit  July  1,  1944... 


Receipts: 

Transferred  from  McCain-Stevens 

Beds  Upkeep  Fund $520.22 

Dues  1944-45    (660  members  @ 

$1.00)    V*  to  Sanatoria  Fund  330.00 
Contribution    419.20 


Disbursements: 

N.  C.  Sanatorium  $203.50 

Western  N.  C.  Sanatorium 212.63 

Eastern  N.  C.  Sanatorium 107.15 


1,269.42 


523.28 


Balance  on  Deposit  June  30,  1945 $    746.14 

Schedule  B-6 
Martin  L.  Stevens  Endowment  Fund 

Balance  on  Deposit  July  1,  1944 $ 

Receipts: 

Contribution — Mrs.  Martin  L.  Stevens...     1,000.00 
Miscellaneous   Contributions   200.00 


$  1,200.00 
Eisbursements: 

U.  S.  Savings  Bonds  Series  G 1,000.00 


Balance  on  Deposit,  June  30,  1945 

Schedule  B-7 
McCain  Endowment  Fund 
Balance  on  Deposit,  July  1,  1944.... 
Receipts: 

Contributions  $283.25 

Interest  on  Savings  Accounts 2.79 


$      200.00 


$184.87 


286.04 


Disbursements: 

U.  S.  Savings  Bond,  Series  F.. 
N.   C.   Intangible  Tax 


..$370.00 
.26 


$470.91 


370.26 


Balance  on  Deposit  June  30,  1945 $100.65 

Schedule  B-8 
Student  Loan  Fund 
Balance  on  Deposit— June  30,  1944  $    849.15 

Receipts: 

Contributions    $  38.00 

Miss  Margaret  Knight 

(Payment  on  Loan)   80.00 

Charles  Highsmith,  Jr. 

(Payment  on  Loan)   200.00 

Interest  on  Savings  Account 17.65  335.65 


Disbursements: 

U.  S.  Savings  Bond— Series  F... $740.00 
N.  C.  Intangible  Tax 83 


$1,184.80 


740.83 


Balance  on  Deposit,  June  30,  1945 $    443.97 
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INAUGURAL  REMARKS 
Mrs.  Erick  Bell 
I  assume  this  office  with  a  mixed  feeling  of  joy 
and  apprehension.  It  is  a  privilege  to  do  Auxiliary 
work  in  any  capacity;  therefore,  I  am  grateful  for 
the  honor  of  being  your  president  and  thank  you 
for  your  confidence  in  me.  I  hope  that  I  may  merit 
the  honor,  prove  worthy  of  your  confidence,  and  in  a 
degree  measure  up  to  your  expectations.  However. 
I  am  not  unmindful  (and  it  is  this  which  gives  rise 
to  my  apprehension)  of  the  responsibilities  accom- 
panying this  honor  and  of  my  own  limitations,  for 
my  only  qualifications  are  my  interest  and  willing- 
ness to  serve.  Mistakes  I  will  make,  I  am  sure;  but 
with  your  support  and  wise  counsel  I  shall  go  ahead 
unafraid. 

During  the  past  year  as  your  president-elect,  I  at- 
tempted to  study  and  familiarize  myself  with  Auxil- 
iary work.  I  trust  that,  as  Mrs.  Saunders'  under- 
study, I  have  proved  an  apt  pupil;  I  don't  know,  but 
I  am  grateful  that  she  has  not  publicly  divulged 
my  I.  Q.  Having  served  as  historian  from  1937  to 
1940.  I  should  have  had  some  concept  of  the  work, 
but  I  am  afraid  I  did  not  realize  the  magnitude  of 
it  until  now. 

I  wish  at  this  time  to  express  my  appreciation, 
first,  to  Mrs.  J.  T.  Saunders,  who  has  been  untiring 
in  her  efforts  to  school  me  in  the  many  details  es- 
sential in  carrying  on  Auxiliary  work;  to  Mrs.  P.  P. 
McCain  and  Mrs.  J.  B.  Sidbury,  whose  advice  and 
guidance  have  been  an  inspiration  to  me;  and  to  all 
who  have  cooperated  with  me  in  any  way.  It  is  most 
gratifying  to  find  how  many  are  willing  to  help.  To 
the  Board  members,  both  old  and  new,  who  have  so 
kindly  agreed  to  serve,  I  wish  to  say  "Thank  you." 
It  is  only  through  a  fusion  of  the  wisdom  of  ex- 
perience and  the  freshness  of  a  new  viewpoint  that 
we  can  obtain  the  highest  efficiency  and  broadest 
outlook. 

The  ensuing  year  may  prove  to  be  one  of  testing 
for  the  Auxiliary.  Undoubtedly  we  will  be  con- 
fronted with  many  problems,  frustrations,  and  diffi- 
culties. With  travel  restrictions,  shortages  of  serv- 
ants, and  hearts  burdened  because  of  absent  loved 
ones,  we  may  many  times  become  discouraged  and 
weary.  The  tempo  of  life  has  been  stepped  up  and 
probably  will  gain  momentum  as  the  war  nears  its 
end.  Each  day  brings  new  duties,  new  problems, 
more  denials,  and  more  sacrifices.  However,  we  must 
not  take  the  defeatist  attitude,  relax  our  efforts,  and 
become  lackadaisical;  we  must  rather  accept  this 
test  as  a  challenge,  redoubling  our  determination 
and  intensifying  our  efforts  to  prove  our  worthiness 
and  maintain  the  standards  achieved  by  our  prede- 
cessors. To  falter  now  would  involve  not  only  the 
present  but  the  past  and  future;  for  today  is  only 
a  link  between  yesterday  and  tomorrow,  as  is  sug- 
gested by  Longfellow  in  these  lines: 

The  Past  and  Present  here  unite, 

Beneath  Time's  flowing  tide, 

Like  footprints  bidden  by  a  brook, 

But  seen  on  either  side. 
Voices  out  of  yesterday  call  to  us  to  carry  on  and 
complete  the  tasks  so  nobly  begun,  and  the  voices 
from  the  future  say,  "Keep  the  torch  burning 
brightly  and  pass  it  on;  we  shall  need  it  when  you 
are  gone." 

To  encourage  and  sustain  us  in  these  days  ahead, 
I  recommend  that  we  adopt  as  our  motto  and  keep 
ever  before  us  the  admonition,  "Let  us  not  be  weary 
in  well  doing."  (Galatians  6:9) 

As  the  years  have  passed  the  Auxiliary  has 
grown,  not  only  in  membership  but  in  its  scope  of 
work.  Even  a  casual  retrospective  view  reveals  this. 
Much  credit  for  this   growth  goes  to  the  pioneers 


and  former  leaders  who  laid  the  foundational  struc- 
ture of  organization,  projects,  and  programs. 

The  work  of  the  Auxiliary  is  three-fold:  social, 
educational,  and  philanthropic. 

The  social  aspect  will  of  necessity  be  limited  for 
the  duration  of  the  war.  It  is  to  be  regretted  we 
had  to  forego  our  annual  meeting,  for  there  is  a 
certain  amount  of  inspiration  and  perspective  to  be 
derived  from  personal  contacts.  We  miss  this  greater 
fellowship,  and  our  membership  may  suffer  as  a 
consequence  unless  we  devise  some  means  to  collect 
the  dues  usually  paid  at  the  time  of  registration. 
It  is  to  be  hoped  that  long  before  the  time  for  an- 
other general  meeting  the  clouds  of  war  will  have 
been  pierced  and  entirely  dispersed  by  hopeful  rays 
of  a  lasting  world  peace. 

Faced  with  travel  restrictions,  it  occurs  to  me 
that  in  order  to  carry  on  our  work  more  efficiently 
district  meetings  should  be  stressed;  and,  contrary 
to  popular  opinion  that  this  is  not  the  time  to  or- 
ganize, it  seems  a  most  opportune  time  to  organize 
more  county  units.  These  meetings  would  not  in- 
volve travel  on  a  convention  scale  and  would  keep 
interest  alive  and  greatly  expedite  the  work. 

The  educational  aspect  is  a  continual  obligation. 
Certainly  the  opportunities  and  need  of  health  edu- 
cation have  never  been  greater  than  they  are  today, 
with  such  strides  being  made  in  medical  research 
and  legislation.  As  an  Auxiliary  we  assume  the  ob- 
ligation to  interpret  and  safeguard  the  ideas  of 
American  medicine  at  all  times  and  under  all  condi- 
tions. So  it  behooves  us  as  doctors'  wives  to  inform 
ourselves  on  all  questions  pertinent  to  the  profes- 
sion and  to  cooperate  with  other  organizations  and 
agencies  in  sponsoring  health  programs. 

There  is  no  more  effective  medium  for  advancing 
health  education  than  Hygeia,  and  I  hope  that  there 
will  be  a  wider  distribution  of  this  magazine  than 
ever  before. 

The  Bulletin,  issued  quarterly,  gives  a  compre- 
hensive view  of  the  work  and  accomplishments  of 
the  national  Auxiliary  and  other  state  organizations. 
It  is  my  hope  that  each  member  of  the  Board  and 
all  county  officers,  as  well  as  members  at  large,  will 
subscribe  to  this. 

Our  philanthropic  projects  —  the  Student  Loan 
Fund  and  the  beds  in  the  three  sanatoria — are  well 
established,  and  the  Auxiliary  is  gratified  with  the 
good  being  accomplished  in  this  phase  of  its  work. 

The  gratifying  accomplishments  achieved  under 
the  efficient  leadership  of  Mrs.  Saunders  during  the 
past  year,  the  objectives  of  the  Auxiliary,  and  the 
manifold  opportunities  before  us  are  a  challenge  to 
the  present  members  not  only  to  keep  intact  prece- 
dents set  by  our  predecessors  but  to  forge  ahead  to 
do  bigger  and  better  things. 

Remember,  "There  is  no   priority  on  loyalty,  no 
rationing  of  courage,  no  scarcity  of  patriotism,  and 
no  lack  of  faith."  These  attributes  are  indestructible. 
Let  us  then  be  up  and  doing. 
With  a  heart  for  any  fate; 
Still  achieving,  still  pursuing, 
Learn  to  labor  and  to  wait. 
(Longfellow). 


PHYSICIAN     WANTED 

Physician  for  industrial  dispensary  in  the 
South.  Must  be  graduate  Class  A  school. 
Please  write  details  and  give  references  in 
first  letter.  Expenses  of  interview  will  be 
arranged  for  satisfactory  applicants.  Write 
to  Medical  Director,  Box  590,  Knoxville  5, 
Tennessee. 
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Dietotherapy — Clinical  Application  of  Mod- 
ern Nutrition.  Edited  by  Michael  G.  Wohl, 
M.  D.,  Associate  Professor  of  Medicine, 
Temple  University  School  of  Medicine; 
Chairman,  Advisory  Committee  on  Nutri- 
tion, Philadelphia  Department  of  Public 
Health;  With  a  Foreword  by  Russell  M. 
Wilder,  M.D.,  Ph.D.,  Professor  of  Medicine 
and  Chief  of  the  Department  of  Medicine, 
Mayo  Foundation;  Member  of  the  Commit- 
tee on  Medicine  and  Subcommittee  on  Med- 
ical Nutrition,  Medical  Sciences  Division, 
National  Research  Council.  1029  pages  with 
93  illustrations.  Price,  $10.00.  Philadelphia 
and  London:  W.  B.  Saunders  Company,  1945. 

Dr.  Wohl's  book  presents  the  relation  of  nutrition 
to  disease  and  the  clinical  application  of  dietary 
therapy  in  intercurrent  disease.  After  a  brief  dis- 
cussion of  the  normal  diet  and  the  physiology  of 
the  gastrointestinal  tract,  there  are  sections  by  the 
fifty-eight  collaborators  discussing  water  metab- 
olism, the  role  of  fat,  carbohydrate  and  protein  in 
the  diet,  and  the  importance  of  various  mineral 
elements  as  well  as  trace  substances.  This  is  fol- 
lowed by  concise  discussions  of  vitamins  A,  C,  D, 
E,  K,  the  B  complex,  and  vitamin  inter-relationship. 
Each  chapter  represents  an  authoritative  compila- 
tion of  the  fundamental  laboratory  and  clinical  work 
to  date.  The  practical  applications  of  this  informa- 
tion are  discussed  in  the  remaining  chapters,  which 
deal  with  the  application  of  dietotherapy  to  diges- 
tive and  cardiovascular  diseases,  to  allergy,  and  to 
the  care  of  surgical  patients.  There  is  also  an  ade- 
quate discussion  of  the  use  of  diet  in  the  manage- 
ment of  patients  having  metabolic  disturbances,  in- 
fectious diseases,  and  psychiatric  and  central  nerv- 
ous system  disorders. 

Dr.  Wohl  and  his  collaborators  are  to  be  com- 
mended for  presenting  a  well  written,  comprehen- 
sive, and  splendidly  documented  book,  the  emphasis 
of  which  is  on  the  clinical  application  of  our  knowl- 
edge of  modern  nutrition.  This  volume  is  recom- 
mended to  students,  investigators,  and  all  practi- 
tioners of  medicine. 


Doctors  at  War.  Edited  by'  Morris  Fish- 
bein,  M.D.,  Editor  of  the  Journal  of  the 
American  Medical  Association  and  of  Hy- 
geia:  Chief  Editor  of  War  Medicine.  418 
pages.  Price,  $5.00.  New  York:  E.  P.  Dut- 
ton  &  Company,  1945. 

The  final  history  of  U.  S.  medicine  in  World  War 
II  will  not  be  written  for  some  time  to  come.  This 
book  attempts  to  report  it  in  its  manifold  aspects 
up  to  the  present.  Edited  by  Dr.  Fishbein,  who  has 
written  the  introductory  chapter,  the  book  contains 
sixteen  chapters  by  authoritative  contributors,  and 
describes  commendably  the  organization  and  achieve- 
ments of  the  various  branches  concerned  with  mili- 
tary medicine,  from  the  Procurement  and  Assign- 
ment Agency  to  the  Veterans  Administration.  It  is 
an  excellent  document  of  the  transformation  of  med- 
ical science  in  a  democratic  nation  into  a  vital  part 
of  the  war  machine — a  tremendous  task  which  is 
still  in  the  process  of  completion.  Written  for  the 
layman  and  the  doctor  without  dramatization,  fully 
illustrated  with  official  photographs,  it  might  also 
be  regarded  as  a  testimonial  for  the  democratic  way 
in  these  changing  times. 


Men  Under  Stress  (In  and  After  Combat). 

By  Lt.  Col.  Roy  R.  Grinker,  M.C.  and  Major 
John  P.  Spiegel,  M.C,  Army  Air  Forces. 
484  pages.  Price  $5.00.  Philadelphia:  The 
Blakiston  Company,  1945. 

This  book  is  a  document  of  the  progress  which 
has  been  made  in  psychiatry  during  this  war. 

The  authors  have  had,  overseas  as  well  as  in  this 
country,  wide  experience  in  observing,  examining 
and  treating  each  type  of  emotional  and  mental  diffi- 
culty associated  with  war.  This  books  deals  pri- 
marily with  psychiatric  reactions  of  men  in  the 
Army  Air  Forces.  The  experiences  which  created 
mental  difficulties  are  specific;  however,  the  re- 
actions of  the  men  to  them  do  not  differ  from  re- 
actions of  men  in  other  branches  of  the  armed 
services,  and  therefore  the  material  accumulated  and 
presented  in  this  book  has  general  application. 

Particular  emphasis  is  placed  on  material  and 
methods  used  for  treatment.  An  attempt  is  made  to 
evaluate  psychodynamic  and  physiological  as  well 
as  biological  and  social  factors  which  contribute  to 
the  psychopathological  reactions.  The  relationship 
of  the  stress  and  strain  of  wartime  to  the  outbreak 
of  mental  illness  is  clearly  demonstrated.  Case  his- 
tories are  freely  cited,  and  the  case  material  is  in- 
terpreted and  discussed. 

The  book  is  valuable  from  a  historical  as  well  as 
a  medical  standpoint,  and  belongs  to  the  few  posi- 
tive assets  which  modern  warfare  gives  to  mankind. 
It  should  be  read  by  every  physician  who  deals  with 
servicemen  or  veterans  or  with  their  families,  or 
who  expects  to  deal  with  them  in  the  future.  It  will 
be  of  great  value  to  all  workers  in  allied  medical 
fields  who  come  in  contact  with  soldiers  and  veter- 
ans along  professional  lines. 


Preventive  Medicine.  By  Mark  F.  Bovd, 
M.D.,  M.S.,  C.P.H.,  Field  Staff  Member,  in- 
ternational Health  Division,  Rockefeller 
Foundation;  Formerly  Professer  of  Bacteri- 
ology and  Preventive  Medicine  in  the  Medi- 
cal Department,  University  of  Texas. 
Seventh  Edition,  revised.  591  pages  with 
187  illustrations.  Price,  $5.50.  Philadelphia 
and  London:  W.  B.  Saunders  Company, 
1945. 

This  book  attempts  to  cover  the  field  of  preven- 
ive  medicine  from  the  viewpoint  of  the  individual 
practicing  physician.  Because  the  differentiation  be- 
tween preventive  medicine  and  public  health  is  stili 
in  a  state  of  flux,  much  material  is  presented  from 
the  viewpoint  of  the  public  health  official;  the  sec- 
tions on  infant  and  child  hygiene  are  examples.  It 
is  pointed  out  in  the  introduction  that  the  diseases 
with  which  preventive  medicine  is  concerned  occur 
chiefly  below  the  age  of  30  and  are  primarily  the 
infectious  diseases;  the  diseases  occurring  in  the 
older  age  groups  are  still  not  susceptible  to  attack 
by  preventive  measures.  The  individual  acute  infec- 
tious diseases  are  discussed.  Descriptions  are  given 
of  the  infecting  organisms,  modes  of  transmission 
and  methods  of  control,  including  immunization 
procedures,  isolation,  and  disinfection  measures.  The 
discussions  of  chemotherapy  are  incomplete  from 
the  practicing  physician's  viewpoint,  since  the  newer 
sulfonamides  are  not  mentioned  in  connection  with 
the  streptococcic  infections,  and  penicillin  is  dis- 
cussed only  under  the  venereal  diseases.  In  the  sec- 
tion on  food,  it  is  interesting  that  alcohol  is  dis- 
cussed only  in  relation  to  the  prevention  of  psycho- 
sis. The  interference  of  alcoholism  with  nutrition 
and   consequent     development    of   cirrhosis    are    not 
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mentioned.  Illustrations  have  been  kept  to  a  mini- 
mum. References  are  not  given  at  the  end  of  each 
chapter  but  are  grouped  as  a  bibliography  at  the 
end. 

This  book  should  serve  adequately  as  a  textbook 
for  medical  students  and  as  a  review  of  the  present 
status  of  preventive  medicine  for  general  practi- 
tioners. 


Jit  iHputortam 


ROBERT   GRAY   McPHERSON,   M.D. 

Robert  Gray  McPherson  was  born  at  Holman 
.Mills.  Alamance  County,  on  October  27,  1880.  He 
was  the  son  of  Gray  McPherson  and  Sarah  Terry 
McPherson.  He  attended  the  local  public  school,  go- 
ins  from  there  to  the  Liberty  High  School. 

His  medical  education  was  obtained  at  the  Uni- 
versity of  North  Carolina.  He  received  the  degree 
of  Doctor  of  Medicine  there  in  1908.  During  the 
summers  of  his  student  years  he  worked  with  Dr. 
W.  E.  Walker  in  Graham,  obtaining  knowledge  of 
the  routine  things  that  occur  in  a  large  general 
practice.  The  year  after  graduation  was  spent  as  an 
intern  at  Rex  Hospital,  Raleigh. 

On  January  4,  1911  he  was  married  to  Josie  Julian 
McBane.  To  them  five  children  have  been  born. 

After  finishing  his  internship  Dr.  McPherson  lo- 
cated at  Saxapahaw,  where  he  practiced  until  the 
time  of  his  death,  though  he  moved  his  residence 
about  1926  from  the  village  to  a  place  that  he  had 
purchased  a  few  miles  to  the  south.  The  site  that 


he  selected  gives  an  insight  into  the  man  himself. 
It  was  a  broad  table-land  with  the  view  of  a  valley 
dipping  to  the  east  and  Cane  Creek  Mountain  be- 
yond. He  set  his  house  facing  east,  so  that  he  could 
look  across  the  valley  to  the  calm  solidity  of  that 
high  hill.  "I  will  lift  up  mine  eyes  unto  the  hills 
from  whence  cometh  my  help."  In  the  beauty  of  that 
setting  he  found  much  comfort  and  spiritual  rest. 
Each  day  he  made  a  pilgrimage  through  the  woods 
along  a  favorite  path.  What  his  thoughts  were  on 
these  trips  there  is  no  way  of  knowing — but  it  is 
certain,  if  we  may  judge  from  the  serenity  of  his 
life,  that  he  found  a  satisfactory  communion  with 
nature  and  with  the  God  of  nature. 

"Bob"  McPherson  had  a  large  practice  over  an 
extensive  area.  He  was  capable,  honest,  tolerant, 
kindly,  cheerful,  faithful  and  humane.  He  could  have 
made  good  in  any  community,  but  he  practiced  in 
the  country  because  he  liked  the  country.  He  literally 
wore  himself  out  practicing  medicine.  Despite  coron- 
ary warnings  that  he  well  recognized  and  that  his 
professional  friends  and  advisers  recognized,  he  con- 
tinued to  the  end  to  do  what  he  could  to  aid  the 
sick.  The  end  came  as  suddenly  as  was  to  be  ex- 
pected, appropriately  out  of  doors  among  the  trees 
of  the  yard  he  loved,  on  January  14,  1945. 

The  community,  the  profession,  and  this  society 
have  lost  a  useful  and  beloved  member.  His  place 
cannot  be  filled  in  our  hearts,  but  in  our  record  we 
inscribe  this  memorial,  and  to  his  family  we  give 
our  sympathy. 

J.  L.  Johnson,  M.D. 

E.  S.  Lupton,  M.D. 

Geo.  L.  Carrington,  M.D.,  Chairman 

Obituary  Committee 

Alamance-Caswell  Counties  Society 
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THE  EARLY  MANIFESTATIONS  OF  FILARIASIS 

Col.  J.  M.  Hayman,  Jr.,  M.C. 


To  most  of  us  who  practiced  in  this  coun- 
try before  the  war,  filariasis  was  but  one  of 
the  exotic  diseases  like  kala-azar,  Oroya 
fever,  and  Madura  foot,  of  which  we  had 
vague  memories  from  medical  school.  The 
vividness  of  these  recollections  was  usually 
inversely  proportional  to  the  time  elapsing 
since  graduation.  Consequently,  to  a  doctor 
reasonably  well  established  in  practice,  the 
mention  of  filariasis  conjured  up  little  but 
pictures  of  elephantiasis  —  huge  legs,  or 
breasts,  or  arms — or  of  photographs  on  the 
wall  of  the  office  of  the  professor  of  parasit- 
ology. With  the  outbreak  of  the  war,  how- 
ever, and  the  subsequent  return  of  men  from 
posts  in  many  tropical  areas  where  the  dis- 
ease is  endemic,  filariasis  has  assumed  new 
interest.  A  number  of  men  in  the  armed 
forces  have  been  infected,  but  the  form  of 
the  disease  —  its  symptoms  and  apparent 
course — differs  from  that  described  in  the 
textbooks  and  in  most  articles  in  the  litera- 
ture. These  are  based  on  observations  on 
native  populations  who  have  lived  all  their 
lives  in  an  endemic  area,  and  have  conse- 
quently been  subjected  to  repeated  infections 
over  relatively  long  periods  of  time.  The 
condition  met  in  the  armed  forces,  on  the 
other  hand,  represents  a  minimal  infection 
occurring  after  a  relatively  short  period  of 
exposure. 

Causative  Agents 

Filariasis  is  defined  by  Manson-Bahr(1)  as 
"a  morbid  condition  produced  by  certain 
nematode  worms,  or  filariae,  the  adults  of 
which,  of  both  sexes,  live  in  the  lymphatics, 
connective  tissue,    or    mesentery,  producing 

Delivered  at  the  Watts  Hospital  Symposium.  Durham,  Feb- 
ruary   IS,    194:5. 

From  the  Medical  Service,  Moore  General  Hospital.  Swan- 
nanoa,  N\  C. 

I.    Manson-Bahr,   P.:  Tropical  Diseases,   ed.   11,   London.   Cas- 
sell   and  Co.,    1942. 


live  embryos,  or  microfilariae,  which  find 
their  way  into  the  blood  stream,  where  they 
are  capable  of  living  for  a  considerable  time 
without  developing  further."  While  circulat- 
ing in  the  peripheral  blood,  these  micro- 
filariae are  ingested  by  mosquitoes  or  other 
blood-sucking  insects.  After  undergoing 
further  development,  they  migrate  to  the 
mouth  parts  of  the  insect,  escaping  into  the 
skin  of  a  vertebrate  host  with  the  insect's 
next  blood  meal. 

There  are  at  least  five  different  types  of 
filarial  worm  parasites  which  may  infect 
man.  Wuchereria  bancrofti,  or  Bancroft's 
filaria,  is  the  most  important,  and  this  dis- 
cussion will  be  limited  to  that  species. 

The  larval  form  of  this  parasite,  or  micro- 
filaria, was  discovered  in  1863  by  Demar- 
quay,  in  Paris,  in  hydrocele  fluid  withdrawn 
from  a  patient  from  Havana.  Bancroft,  in 
Brisbane,  Australia,  after  having  encount- 
ered the  larval  form  in  chylous  urine  and  in 
blood,  discovered  the  adult  worm  in  a  lym- 
phatic abscess  in  1876. 

Transmission 

The  role  of  mosquitoes  as  intermediate 
hosts  of  W.  bancrofti  was  first  urged  by 
Manson.  In  1877,  he  fed  a  number  of  blood- 
sucking insects  upon  an  individual  with 
filariasis,  and  examined  them  at  intervals 
thereafter.  In  most  of  the  insects,  the  larval 
filariae  were  digested  or,  at  least,  failed  to 
develop,  but  in  certain  mosquitoes  they  grew 
in  size  and  underwent  a  developmental  dif- 
ferentiation. At  first  it  was  believed  that 
the  mosquito,  dying  when  ovipositing  on 
water,  afforded  the  parasites  access  to 
water;  that  they  became  free  for  a  time  in 
water,  and  were  transferred  to  the  definitive 
human  host  when  water  containing  the 
vermicules  was  swallowed.  The  real  part 
taken  by  the  mosquito  as  the  direct  trans- 
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mitter,  as  well  as  intermediate  host,  came 
to  be  accepted  only  after  the  direct  trans- 
mission of  the  dog  heart  worm.  Dirofilaria 
immitis,  had  been  demonstrated  by  Grass 
and  Xoe.  But  for  a  considerably  longer 
period,  the  idea  of  water  convection  con- 
tinued to  attract  adherents. 

Distribution 

Bancroft's  filaria  is  the  most  widely  dis- 
tributed species  of  parasite  affecting  man, 
its  habitat  extending  unevenly  throughout 
the  whole  tropical  belt.  In  Europe,  it  is  ap- 
parently confined  to  Barcelone,  Hungary  and 
Turkey.  It  is  present  along  the  southern 
shore  of  the  Mediterranean.  It  is  common 
throughout  the  whole  central  tropical  belt 
of  Africa.  In  the  Far  East  it  extends  along 
the  coast  of  India,  through  Malaya.  French 
Indo-China,  South  China,  southern  Korea 
and  Japan,  the  Philippines.  Borneo.  New 
Guinea,  and  the  Dutch  East  Indies.  It  is 
sparsely  present  in  northern  Australia.  It 
is  extremely  common  in  some  of  the  Pacific 
Islands,  where  as  many  as  60  to  80  per  cent 
of  the  natives  are  affected.  In  the  western 
world,  it  is  common  along  the  northern 
coast  of  South  America,  although  it  has  not 
been  reported  from  the  west  coast.  It  is 
common  in  the  greater  and  lesser  Antilles. 

The  first  demonstrated  cases  of  filariasis 
indigenous  to  the  United  States  were  re- 
ported by  John  Guiteras'-  from  Charleston, 
South  Carolina.  Sporadic  cases  have  been 
reported  from  time  to  time  from  Florida, 
Alabama  and  Virginia.  The  region  of 
Charleston,  however,  remained  the  only 
known  focus  of  any  consequence  in  the 
United  States.  In  1915,  Johnson'31  reported 
finding  filariasis  in  19  per  cent  of  400  hos- 
pital inmates  within  a  year.  Today,  how- 
ever, filariasis  indigenous  to  this  country 
has  practically  disappeared,  even  from 
Charleston. 

It  is  interesting  to  speculate  on  the  spread 
of  this  world-wide  disease'4'.  "There  are  rea- 
sons— suggestive,  if  no  more — partly  based 
on  the  history  of  human  commerce  and 
travel  in  comparison  with  the  grades  of  in- 
festment  of  known  districts,  and  the  history 
of  ancient  prevalence  of  such  manifestations 
of  filariasis  as  elephantiasis  and   chyluria, 

2.  f.uiteras.  John:  The  Filaria  Sanguinis  Hominis  in  the 
L'nited   States.    Med.   Kewg,    i-::wj. 

3.  Johnson.  F.  B..  quoted  by  Francis.  E. :  Filariasis  in 
Southern  Inittil  51  -  Pun.  Health  Sen..  Hy?. 
I-ab.   Bull.   So.    117.   1919. 

*-  Smith.  A.  J.:  Filariasis  in  the  Americas.  Proe.  2nd  Pan 
Am.   Sclent   Conr..   Washinrton.   9: 19  76.   1917. 


that  would  support  the  conjecture  that  the 
original  location  of  the  species  was  along 
the  southern  coast  of  Asia,  and  that  the 
parasite  spread  thence  east  and  west  into 
Indo-China  and  Oceania  on  the  one  hand, 
and  into  Africa  on  the  other."  It  probably 
was  brought  to  the  West  Indies  and  the 
Americas  with  the  importation  of  African 
slaves.  The  absence  of  the  disease  on  the 
Pacific  coast,  even  in  tropical  America,  in 
contrast  with  the  long  range  of  infestment 
on  the  Atlantic  coast,  supports  this  view : 
so  does  the  fact  that  there  is  no  mention  of 
so  striking  a  condition  as  elephantiasis  in 
the  early  accounts  of  the  Barbados,  where 
later  it  was  so  common  that  it  was  known 
as  "Barbados  leg." 

Characteristics 

The  parent  worms  have  been  found  in  hu- 
man tissues  many  times  since  Bancroft  first 
demonstrated  them.  They  are  long,  creamy 
white,  hair-like  nematodes  with  a  smooth 
cuticle.  They  are  l1?  to  3  inches  in  length, 
the  female  being  about  twice  as  long  as  the 
male.  The  sexes  often  live  together  and.  at 
times,  are  inextricably  coiled  about  each 
other.  The  young  embryos  in  the  inner  por- 
tion of  the  uterus  of  the  female  are  confined 
within  thin,  hyaline,  ovoidal  shells.  As  they 
are  pushed  into  the  outer  portion  of  the 
uterine  tubes,  these  shells  are  elongated  to 
accommodate  the  uncoiling  embryos  and  be- 
come known  as  the  "sheaths."  In  this  stage, 
they  are  discharged  by  the  mother  worm. 
The  microfilariae  which  migrate  into  the 
lymph  channels  and  blood  stream  measure 
127  to  320  micra  in  length  by  7.5  to  10  micra 
in  width.  When  present  in  large  numbers, 
they  can  be  found  in  wet  film  preparations. 
When  the  parasites  are  scanty,  it  is  neces- 
sary to  use  larger  amounts  of  blood  in  thick 
drop  preparations  which  are  dried  and  then 
dehemoglobinized,  or  to  draw  several  cubic 
centimeters  of  blood  which  are  laked  and 
centrifuged,  and  the  sediment  searched  for 
larvae.  When  seen  in  fresh  blood,  the  em- 
bryo filaria  is  a  snake-like  organism  which, 
without  materially  changing  its  position, 
wriggles  about  very  actively. 

One  of  the  most  fascinating  problems  of 
filariasis.  as  yet  unsolved,  is  that  of  micro- 
filaria! periodicity.  In  patients  with  filarial 
infections  acquired  in  most  parts  of  the 
world,  very  few  or  no  microfilariae  can  be 
found  in  the  peripheral  blood  during  the 
day.  They  begin  to  appear  in  the  evening, 
reaching  a  maximum  between  10  p.m.  and 
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2  a.m.,  and  have  almost  disappeared  again 
before  the  victim  awakens.  On  the  other 
hand,  filarial  infections  acquired  in  Fiji, 
Samoa,  Wallis  and  Ellice  Islands,  and  Ta- 
hiti, where  the  morphology  of  the  parasite 
is  identical,  manifest  no  nocturnal  periodi- 
city. Manson  found  that  during  the  day, 
while  the  microfilariae  are  absent  from  the 
peripheral  blood,  they  accumulate  especially 
in  the  lungs  and  larger  arteries.  It  has  not 
been  learned  how  they  continue  to  maintain 
their  position  in  the  blood  current,  or  what 
forces  determine  their  peculiar  distribution. 
Many  theories  have  been  suggested  to  ac- 
count for  this  nocturnal  periodicity.  Relax- 
ation of  the  host's  body  during  sleep  is  be- 
lieved by  some  to  be  responsible.  Mac- 
kenzie101 showed  that  if  a  patient  with  filar- 
iasis  is  made  to  sleep  during  the  day  and 
remain  awake  at  night,  the  periodicity  is 
reversed  after  a  period  of  three  or  four  days, 
the  parasites  coming  into  the  blood  during 
the  day  and  disappearing  during  the  night. 
It  has  been  suggested  that  the  night  swarm- 
ing of  the  embryos  is  an  adaptation  to  the 
habits  of  its  usual  intermediate  host,  the 
mosquito  Culex  fatigans,  which  is  a  night- 
biter.  The  common  vector  in  the  Pacific  Is- 
lands where  periodicity  is  not  found  is  the 
day-biting  Aedes  variegatus.  Colonel  Lane"" 
hypothesized  a  mid-day  parturition  of  the 
female  filaria,  and  this  hypothesis  was  sup- 
ported by  O'Connor's'71  finding  that  the  con- 
dition of  all  females  in  any  body  was  similar. 
The  second  part  of  Lane's  hypothesis — that 
the  microfilariae  survive  only  twenty-four 
hours — has  been  disproved.  Knott's""  ob- 
servation that  embryos  are  more  sluggish 
during  the  day  than  at  night  and  are,  there- 
fore, not  usually  able  to  pass  through  per- 
ipheral capillaries,  may  help  to  explain  the 
phenomenon,  although  he  does  not  offer  any 
explanation  for  this  daytime  lethargy. 

Course 

The  development  of  Bancroft's  filariasis 
in  man  may  be  divided  into  four  stages:  (1) 
the  incubation  period,  (2)  a  latent  symp- 
tomless period,  (3)  the  acute  stage,  (4)  the 
chronic  stage. 

5.    Mackenzie,  quoted  bj'  Manson-Bahr   (l). 

fi.  Lane.  C. :  Mechanical  Basis  of  Periodicity  in  Wuchereria 
Bancrofti   Infection,   Lancet   2:399-404    (Aug.    19)    1933. 

7.  O'Connor.  F.  W.:  The  Aetiology  of  the  Disease  Syn- 
drome in  Wuchereria  Bancrofti  Infections,  Tr.  Koy.  Soc. 
Trop.   Med.   &   Hyg.    20:13-47    (June)    1932. 

s.  Knott.  J.I  \  Method  tor  Making  Microfilarial  Surveys  on 
Day  Blood.  Tr.  Roy.  Soc.  Trop.  Med.  &  Hyg.  33:191-196 
(July)   1939. 


Incubation  period 

The  incubation  period — that  is,  the  time 
from  the  entrance  of  the  infective  larvae 
from  the  mosquito  until  the  development  of 
symptoms  or  the  appearance  of  microfilariae 
in  the  peripheral  blood— has  usually  been 
given  as  one  to  as  long  as  seven  years.  Some 
of  the  infected  service  men,  however,  de- 
veloped mild  symptoms  as  early  as  three 
months  after  the  first  exposure.  Buxton<6> 
cited  one  case  in  which  a  research  worker 
developed  epitrochlear  adenitis  forty-three 
days  after  being  bitten  by  an  infected  mos- 
quito. 

Symptomless  period 

The  latent  symptomless  stage  may  last  for 
several  years  or  even  throughout  life.  Dur- 
ing this  period  there  are  no  manifestations 
or  symptoms,  although  local  tissue  altera- 
tions around  adult  worms  may  be  in  prog- 
ress and  microfilariae  may  be  found  in  the 
peripheral  blood.  Manson-Bahr  emphasizes 
the  fact  that  the  filariae  are  not  generally 
pathogenic,  and  that  in  most  cases  of  filar- 
ial infection  the  parasite  exercises  no  mani- 
fest injurious  influence  whatever.  The  mi- 
crofilariae, whose  presence  is  so  commonly 
associated  with  the  disease  are,  so  far  as  is 
known,  particularly  harmless. 

Acute  stage 

In  a  certain  number  of  persons,  however, 
the  adult  worms  do  produce  very  definite 
symptoms,  chiefly  by  obstructing  lymphat- 
ics. The  early  symptoms — or  those  of  the 
acute  stage — consist  of  recurring  lymphan- 
gitis, adenitis,  and  scrotal  swelling,  often 
accompanied  by  fever  and  lasting  several 
days  to  two  weeks.  Gradually  the  attacks 
become  less  severe  and  come  at  longer  in- 
tervals. These  bouts  are  called  "elephantoid 
fever"  in  some  places,  "ague"  in  Barbados, 
"mumu"  in  Samoa,  and  "wanganga"  in  Fiji. 

There  has  been  considerable  discussion  as 
to  whether  these  phenomena  are  due  to  the 
worms  themselves,  or  are  attributable  to 
secondary  infection,  particularly  with  strep- 
tococci or  staphylococci.  O'Connor171  in  1931 
established  beyond  reasonable  doubt  that  the 
presence  of  bacteria  is  not  necessary  for  the 
occurrence  of  most  of  the  pathological 
changes  and  all  of  the  inflammatory  attacks 
associated  with  filariasis.    This    conclusion 

9.  Buxton.  P.  A.:  Researches  in  Polynesia  and  Melanesia. 
No.  2.  Memoir  Series.  London  School  of  Trop.  Med.  and 
Hyg.,    1928. 
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has  been  amply  verified  by  Wartman1101  in     Clinical  picture 


his  study  of  cases  in  the  Southwest  Pacific. 
O'Connor  thought  that  living  worms  might 
produce  some  lymphatic  blockage,  and  pos- 
sibly some  tissue  reaction,  but  that  it  was 
more  probable  that  dead  worms,  undergoing 
disintegration  and  absorption,  or  calcifica- 
tion, liberated  or  produced  toxic  substances 
which  gave  rise  to  the  acute  inflammatory 
changes.  The  reactions  he  believed  to  be 
allergic  in  nature. 

Chronic  stage 

The  lesions  of  the  chronic  stage  of  filaria- 
sis  include  elephantiasis,  chyluria,  chylous 
ascites,  chylous  diarrhea,  arthritis,  lymph 
scrotum,  varicose  groin  or  axillary  glands, 
and  filarial  abscess.  These  conditions  are 
seen  almost  exclusively  in  natives  of  en- 
demic areas,  or  in  persons  who  have  lived 
for  many  years  in  such  an  area,  and  have 
had  repeated  re-infections.  They  are  the  re- 
sult of  chronic  widespread  fibrotic  obstruc- 
tion to  the  lymphatics  with  dilatation  and 
possibly  rupture  of  the  distal  lymph  chan- 
nels. It  should  be  pointed  out  that  filariasis 
is  not  the  sole  cause  of  lymphatic  elephanti- 
asis. Manson-Bahr  classifies  the  types  of 
elephantiasis  as  follows:  (a)  congenital  or 
familial  (Milroy's  or  Meige's  disease)  ;  (b) 
septic,  as  following  streptococcal  infections 
such  as  erysipelas;  (c)  toxic,  caused  by  ab- 
sorption of  irritating  chemicals,  such  as 
chrysarobin;  (d)  obstructive,  due  to  tuber- 
culous glands,  carcinoma,  or  surgical  re- 
moval of  a  main  chain  of  glands;  (e)  sec- 
ondary to  venous  thrombosis,  as  in  phleg- 
masia alba  dolens;  and  finally  (f)  parasitic, 
associated  with  infection  with  filariae  of 
the  genus  Wuchereria. 

Filariasis  in  the  Armed  Forces 

During  the  past  two  years,  a  number  of 
reports  of  filariasis  in  the  armed  forces  have 
appeared  in  the  literature1111.  All  describe  a 
similar  picture,  the  outstanding  characteris- 
tics of  which  are: 

10.  Wartman,  \V.  B. :  Lesions  of  the  Lymphatic  System  in 
Early  Filariasis,  Am.  J.  Trop.  Med.  24:299-313  (Sept.) 
1911. 

11.  (a)  Dickson.  J.  G..  Huntington,  R.  W-,  Jr..  and  Eichold, 
S.:  Filariasis  in  Defense  Forces',  Samoan  Group,  U.  S. 
NaT.  M.  Dull.  41:1210-1251  (Sept.)  1943;  (b)  Michael.  P.: 
Filariasis  anions  Navy  and  Marine  Personnel:  Report  on 
Laboratory  investigations,  V.  S.  Nav.  M.  Bull.  I2:ln59- 
1074  (Mayi  1944;  (c)  Fogel,  R.  H.  and  Huntington.  R.  W„ 
Jr.:  Genital  Manifestations  of  Early  Filariasis.  U.  S.  Nav. 
M.  Bull.  43:2li3-270  (Aug.)  1941;  (d)  Johnson.  P.  A-  G.: 
Filariasis.  Clinical  Findings  in  ls9  Cases,  V.  S.  Nav.  M. 
Bull.  48:950-954  (Nov.)  1911:  (e)  Kins.  II.  G.:  Early  Filar 
iasis.  Diagnosis  and  Clinical  Findings;  A  Report  of  868 
Cases  in  American  Troops,  Am.  J.  Trop.  Med.  24:285-298 
(Sept.)  1944;  (f)  Englchorn.  T.  D.  and  Wellman,  W.  E.: 
Filariasis  in  Soldiers  on  .111  Island  in  the  South  Pacific 
Am.  J.  M.  Sc.   2(19:111  152    (Feb.)    1945. 


(1)  An  incubation  period  between  the 
first  exposure  and  the  first  symptoms,  aver- 
aging nine  to  twelve  months.  A  few  patients 
had  typical  symptoms  as  early  as  three 
months  after  the  first  possible  exposure,  and 
living  adult  worms  have  been  recovered  in 
biopsy  material  five  and  a  half  months  after 
exposure.  This  is  a  considerably  shorter 
period  than  had  usually  been  thought  ne- 
cessary for  the  development  of  adult  worms. 

(2)  Absence  of  microfilariae  in  the  per- 
ipheral blood.  They  have  been  found,  even 
after  careful  and  repeated  search,  in  but  a 
handful  of  patients,  and  then  only  in  ex- 
tremely small  numbers. 

(3)  Repeated  attacks  of  pain  and  swell- 
ing of  lymph  nodes,  particularly  in  the  up- 
per extremities. 

(4)  Recurrent  attacks  of  swelling  of  the 
scrotum  and  its  contents. 

(5)  Lymphangitis  which  is  characteris- 
tically centrifugal  or  retrograde,  progress- 
ing down  a  limb  against  lymph  current. 
The  progress  of  bacterial  lymphangitis  is 
centripetal. 

(6)  Rapid  decrease  in  the  severity  and 
number  of  attacks  on  removal  of  the  patient 
from  the  endemic  area. 

The  symptoms  of  these  early  attacks  are 
largely  local,  consisting  of  pain,  swelling, 
or  redness  of  an  arm  or  leg,  or  pain  and 
swelling  in  the  scrotal  region.  The  pain  in 
the  extremities  is  rarely  severe,  but  is  us- 
ually accompanied  by  stiffness.  The  most 
characteristic  swelling  is  that  limited  to  the 
medial  surface  of  the  upper  arm,  or  the  an- 
terior surface  of  the  forearm.  The  swell- 
ings are  usually  accompanied  by  enlarge- 
ment of  the  epitrochlear  nodes  or  of  nodes 
2  to  4  inches  above  the  usual  site  of  the  "epi- 
trochlear," or  by  swelling  of  a  node  in  the 
antecubital  fossa,  or  of  the  axillary  nodes. 
Redness  occurs  diffusely  over  the  area  of 
swelling,  or  in  the  form  of  a  streak  over  a 
lymphatic  channel.  The  swelling  of  the 
scrotum  and  its  contents  is  usually  more  un- 
comfortable, but  is  still  not  often  accom- 
panied by  severe  pain.  Constitutional  symp- 
toms are  usually  extremely  mild.  A  few 
patients  have  chills,  fever,  malaise,  and  a 
headache  which  may  persist  for  a  week  and 
occasionally  is  quite  severe.  Kingll!e'  re- 
corded fever  in  20  per  cent  of  268  cases.  In 
only  a  few  patients,  however,  did  it  exceed 
100  F. 

Recurrence  of  pain  and  swelling  at  the 
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same  site,  or,  more  characteristically,  at  an- 
other site,  are  to  be  expected.  The  interval 
may  be  only  a  few  days,  but  is  more  often 
about  a  month.  Symptoms  and  swelling 
can  often  be  brought  on  by  exertion,  par- 
ticularly in  the  heat.  We  are  inclined  to 
discredit  a  history  of  recurrent  attacks  of 
pain  without  swelling  as  evidence  of  filar- 
iasis.  Frequently  another  cause  for  such 
complaints  is  found  on  examination — arth- 
ritis, neuritis,  flat  feet,  an  old  injury,  vari- 
cocele, or  hernia. 

Involvement  of  the  scrotal  contents  has 
been  the  lesion  most  frequently  encountered 
in  all  series  of  cases  reported,  the  incidence 
varying  from  70  to  90  per  cent.  The  involve- 
ment may  consist  of  a  funiculitis,  epididym- 
itis, orchitis,  hydrocele,  swelling  of  the  scro- 
tum itself,  or  any  combination  of  these.  A 
not  uncommon  feature  is  tenderness  over 
the  inguinal  canal  in  association  with  swell- 
ing of  the  spermatic  cord  below  the  external 
ring.  Funiculitis  and  epididymitis  are  often 
associated.  The  globus  major  is  the  portion 
of  the  epididymis  most  commonly  involved, 
the  involvement  extending  into  the  body. 
The  globus  minor  is  less  often  affected.  In 
the  series  reported  by  Fogel  and  Hunting- 
ton" u'\  a  boggy  edematous  swelling  of  the 
testis  was  apparently  common.  These  auth- 
ors point  out  that  the  swelling  of  the  sper- 
matic cord  is  the  earliest  sign,  and  is  a 
descending,  retrograde,  or  centrifugal  pro- 
cess. It  has  its  counterpart  in  the  visible 
centrifugal  lymphangitis  of  an  extremity. 

The  genital  lesions  subside  in  a  week  or 
so,  and  may  leave  no  demonstrable  physical 
signs.  After  repeated  attacks,  however, 
there  remain  a  definite  thickening  and  fibro- 
sis of  the  epididymis  and  vas.  One  finding, 
while  not  constant,  is  of  significance  when 
present.  This  is  a  small,  shot-like  lymph 
node  where  the  vas  has  become  distinctly 
palpable  from  the  epididymis.  This  small 
gland  persists  for  many  months.  So  far  as 
can  be  determined,  such  chronic  inflamma- 
tion does  not  produce  sterility.  The  rela- 
tionship of  filariasis  to  varicosities  is  a 
question  of  considerable  interest.  Certainly, 
in  a  number  of  cases,  varicosities  have  first 
been  noticed  after  an  attack  of  funiculitis, 
but  whether  they  occur  propter  hoc  or 
merely  post  hoc  is  hard  to  determine.  Lym- 
phatic varices  were  found  in  a  case  reported 
by  Michael1111",  and  changes  in  blood  vessels 
have  been  found  at  operation  and  in  biopsy 
material  from  suspected  cases,  but  it  has 


not   been   established   that   these   were   due 
to  filariasis. 

Lymphangitis  is  perhaps  the  most  strik- 
ing lesion  of  early  filariasis.  It  has  been 
about  twice  as  common  in  the  arms  as  in 
the  legs  in  all  series  reported  from  the  Pa- 
cific Islands.  This  finding  is  the  reverse  of 
Grace's'121  report  from  British  Guinea,  that 
four-fifths  of  the  patients  showed  involve- 
ment of  the  legs  first.  The  lymphangitis  of 
the  arms  occurs  most  commonly  along  the 
course  of  the  brachial  vessels  or  on  the  volar 
surface  of  the  forearm.  It  may  take  one  of 
three  forms:  (1)  a  red  streak  of  varying 
length,  often  with  an  underlying  firm,  irreg- 
ular cord;  (2)  patches  of  subcutaneous  ede- 
ma and  overlying  redness,  irregular  in  out- 
line and  of  varying  size,  most  commonly 
occurring  on  the  inner  anterior  surface  of 
the  forearm,  just  below  the  elbow;  and  (3) 
diffuse  edema  and  erythema  of  the  upper 
arm  or  forearm.  With  erythema,  there  is 
local  heat,  but  tenderness  is  mild  or  mod- 
erate. The  most  unusual  feature  of  the 
lymphangitis  is  its  tendency  to  extend  per- 
ipherally down  the  arm  or,  more  rarely,  the 
leg.  Local  adenopathy  often  accompanies 
the  lymphangitis,  but  is  not  invariably 
present. 

Enlargement  of  lymph  nodes  is  also  more 
common  in  the  upper  extremity  than  in  the 
lower.  Enlargement  of  the  nodes  in  the  up- 
per arm,  from  the  site  of  the  ordinary  epi- 
trochlear  node  to  those  half-way  up  the  arm, 
is  particularly  characteristic.  It  was  pres- 
ent in  53  per  cent  of  King's  carefully  studied 
cases.  Enlargement  of  axillary  nodes  is 
usually  only  moderate.  The  significance  of 
slight  or  moderate  enlargement  of  inguinal 
glands  in  the  absence  of  other  symptoms  is 
difficult  to  appraise,  as  it  may  result  from  a 
great  variety  of  causes.  After  an  acute  at- 
tack, the  glands  decrease  in  size,  but  remain 
palpable  for  a  number  of  months  at  least. 
However,  re-examination  of  a  group  of  sev- 
eral hundred  men  within  the  past  two 
months,  as  compared  with  the  records  of 
examinations  made  a  year  ago,  furnishes  evi- 
dence that  many  glands  eventually  return 
to  normal  size. 

Pathologic  picture 

The  pathology  of  these  lesions  is  known 
almost  exclusively  from  biopsies  of  lymph 
nodes  and  lymphatics.    Descriptions  of  the 

12,    Grace,   A.  W. :  Tropical  Lymphangitis  and  Abscesses,  J. A. 
M.A.    123:462-166     (Oct.    23)     1048. 
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changes  have  been  reported  by  Michael* 11W, 
Flynn'13',  Hartz'141,  and  Wartman  '  ". 

Only  a  few  worms  have  been  found  in  any 
one  gland.  The  maximum  number  found  by 
Wartman  was  probably  six.  This  is  in  con- 
trast to  the  large  numbers  found  by  O'Con- 
nor and  Hulse(15>  in  material  from  more 
chronic  cases.  Another  point  of  difference 
between  Wartman's  findings  and  those  us- 
ually reported  is  that  the  tissue  reactions 
were  essentially  the  same  whether  the 
worms  were  alive  or  dead  at  the  time  of 
operation.  No  evidence  was  obtained  to  in- 
dicate that,  as  has  been  often  stated,  only 
degenerating  or  dead  worms  cause  reaction 
in  the  tissues.  Grossly,  the  lymph  nodes 
were  discrete  and  moderately  enlarged,  and 
had  thin,  intact  capsules  and  firm,  slightly 
bulging,  moist,  pinkish-gray  cut  surfaces. 
Three  characteristic  tissue  reactions  occur 
in  lymph  nodes  in  response  to  the  presence 
of  adult  filarial  worms:  (1)  granulomatous 
inflammation,  (2)  proliferation  of  the  mac- 
rophage or  reticuloendothelial  system,  (3) 
tissue  eosinophilia.  All  these  reactions  occur 
together,  and  although  one  of  them  may  be 
more  conspicuous,  careful  search  will  often 
show  all  three.  Collectively,  they  form  a 
pathologic  picture  which  is  characteristic 
of  filariasis.  Consequently,  the  report  of  a 
pathologist  who  is  familiar  with  the  disease 
may  be  given  considerable  weight  in  diag- 
nosis, even  if  no  worms  are  found.  Inguinal 
nodes  are  less  satisfactory  for  examination 
than  epitrochlear  or  axillary  nodes,  since  in 
the  former  there  are  apt  to  be  confusing 
non-specific,  unrelated  inflammatory 
changes. 

A  word  of  caution  about  biopsies  in  filari- 
asis is  in  order.  They  are  certainly  not  to 
be  done  promiscuously  or  radically.  Re- 
moval of  inguinal  and  femoral  glands  has 
in  some  cases  of  filariasis,  as  well  as  in 
other  conditions,  interfered  with  major 
lymphatics  sufficiently  to  be  followed  by 
persistent  enlargement  of  the  leg.  This  dan- 
ger, coupled  with  the  common  unsatisfactory 
results  of  the  histological  examination,  has 
led  us  to  avoid  inguinal  biopsies.  No  com- 
plications have  been  seen  to  result  from 
cautious  epitrochlear  or  axillary  biopsies. 

II.    Flynn.    P.    D.:    Filariasis   Suspects:    Review    of    Ca-e*    Ad 

mlttod,  O.  S.  NaT.  M.  Bull.  12:1075-1079   (May)  i«n. 
II.    Hart!.   P.   H.:   Contribution   to   the  Histopalholo^y  of    Fil 

rts,    Am.   J.   Clin.    Path.    14:31-45    (Jan.)    nil. 
15.    O'Connor.    F.    Vr.    and    Huise.    C.    R. :    Some    Patholosical 
Changes    Associated    with    Wuchoreria    [Filaria]    Bancroft] 
Infections.    Tr.    Rov.    Soc.    Trop.    Med.    &    Hvir.    15:445-454 
19S2. 


Biopsies  of  enlarged  lymphatic  vessels 
have  disclosed  a  great  variety  of  lesions,  in- 
cluding hyperplasia  of  the  lining  endothe- 
lium and  of  the  reticular  cells,  acute  lymph- 
angitis, either  with  or  without  thrombosis, 
and  fibrous  obliteration  of  the  vessel.  Occa- 
sionally, simple  lymph  thrombosis  has  been 
seen  in  vessels  which  otherwise  appeared 
normal. 

One  way  in  which  obstruction  may  de- 
velop in  a  lymph  vessel  was  well  illustrated 
in  one  of  Wartman's  cases.  The  affected 
vessel  was  greatly  dilated,  and  the  entire 
thickness  of  the  wall  and  surrounding  fibro- 
adipose  tissue  was  acutely  inflamed.  A  living 
adult  worm,  presumably  a  male,  lay  within 
the  lumen,  together  with  some  lymph  and  a 
moderate  number  of  lymphocytes.  At  one 
place  along  the  wall  there  was  a  mural 
thrombus.  This  thrombus,  which  was  com- 
posed of  lymphocytes  and  coagulated  lymph. 
increased  in  size  by  the  accumulation  of 
more  lymph  and  other  cells  until  the  lumen 
of  the  vessel  was  occluded.  Another  speci- 
men showed  the  final  stage,  where  organiza- 
tion and  fibrosis  of  the  thrombus  had  en- 
sued, leaving  a  dense  cord-like  structure 
bearing  little  resemblance  to  a  lymphatic 
vessel.  It  is  this  lesion,  many  times  repeated, 
which  is  presumably  the  basis  for  the  de- 
velopment of  lymph  blockage  and  elephan- 
tiasis. 

Laboratory  findings 

Routine  laboratory  examinations  of  blood 
and  urine  have  showed  no  significant  devi- 
ation from  normal.  In  one  series  of  nearly 
300  patients,  the  leukocyte  count  was  ele- 
vated above  10,000  in  one  third.  This  ele- 
vation was  usually  present  without  fever : 
it  often  persisted  for  several  days,  and  oc- 
casionally for  a  couple  of  weeks  during  an 
attack.  On  the  other  hand,  many  patients 
with  acute  lymphangitis  and  adenitis  had  a 
normal  white  cell  count.  There  was  a  mod- 
erate eosinophilia  in  about  two  thirds  of  the 
cases.  Blood  Kahn  tests  were  negative  and 
the  sedimentation  rate  was  normal. 

Since  much  of  the  swelling  in  early  filari- 
asis is  probably  of  an  allergic  nature,  it  was 
natural  to  attempt  to  devise  skin  and  sero- 
logical tests  as  an  aid  in  diagnosis.  The 
problem  of  finding  an  antigen,  however,  has 
been  a  difficult  one.  It  is  obvious  that  ob- 
taining an  adequate  supply  of  adult  W.  ban- 
crofti  from  human  material  is  out  of  the 
question.    Consequently,  attention  has  been 
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turned  to  the  use  of  more  readily  obtainable 
filariae.  The  dog  heart  worm,  D.  immitis, 
has  been  the  one  most  commonly  used. 
Taliaferro  and  Hoffman,1G)  in  this  country 
and  Fairley"7*  in  London  reported  independ- 
ently the  results  of  skin  tests  with  D.  im- 
mitis in  patients  with  filariasis.  A  number 
of  additional  reports  on  results  obtained 
with  this  antigen,  and  with  antigens  pre- 
pared from  other  worms,  have  appeared. 
The  test,  however,  has  not  yet  been  stand- 
ardized. Taliaferro  and  Hoffman  used  a  1 : 
200  dilution  of  a  saline  extract  of  D.  immi- 
tis, Fairley  a  1:1000  dilution;  while  Bozice- 
vich  and  Hutter'181,  who  have  examined  the 
test  most  critically,  use  a  1 :8000  dilution 
and  a  protein  control  consisting  of  the  same 
dilution  of  dog  blood.  A  positive  reaction 
consists  of  a  wheal,  often  with  pseudopods, 
at  least  4  mm.  larger  than  the  control.  Ery- 
thema is  too  variable  to  be  of  significance. 
At  the  present  time  I  think  it  is  a  fair  ap- 
praisal of  the  test  to  say  that  it  is  positive 
in  about  90  per  cent  of  patients  with  proved 
filariasis  or  with  characteristic  early  symp- 
toms. Apparently  false  positives  occur  in 
about  5  to  10  per  cent  of  patients  who  have 
no  history  of  exposure  to  infection.  A  con- 
siderable proportion  (50  to  60  per  cent)  of 
men  who  have  been  in  an  endemic  area,  but 
have  had  no  symptoms  or  only  equivocal 
symptoms,  give  positive  reactions.  A  posi- 
tive skin  test  in  these  cases  may  indicate  a 
minimal  or  past  infection,  biological  rather 
than  clinical.  In  this  respect,  it  may  be  com- 
pared to  a  positive  trichinella  skin  test, 
which  is  not  infrequently  positive  in  asymp- 
tomatic individuals  but  has  been  shown  to 
be  closely  correlated  with  past  infection  and 
with  the  presence  of  encysted  or  calcified 
larvae  in  the  muscles,  particularly  the  dia- 
phragm. From  the  clinical  point  of  view, 
the  skin  test,  when  weighed  with  history 
and  physical  findings,  is  helpful  in  arriving 
at  a  diagnosis,  but  at  present  it  cannot  be 
relied  on  to  establish  or  exclude  filariasis. 
Several  studies  of  the  complement  fixation 
test  in  filariasis,  using  antigens  prepared 
from  a  number  of  different  worms,  have 
been  reported.  This  test  is,  however,  still 
definitely  in  the  experimental  stage. 

10.  Taliaferro,  W.  H.  and  Hoffman.  W.  A.:  Skin  Reactions  to 
Dirofilaria  Immitis  in  Persons  Infe  't<>d  with  Wu^hereria 
Bancroft!.   J.   Prev.    Med.    4:261-280    (July)    1930. 

17.  Fairley,  Nr.  H. :  Serological  and  Intradermal  Tests  in 
Filariasis.  Tr.  Roy.  Soe.  Trbp.  Med.  &  Hyg.  24:635-0*8 
(April)    1931. 

18.  Bnzicevich,  J.  and  Hutter,  A.  M. :  Intradermal  and  Sero- 
logical Tests  with  Dirofilaria  Immitis  Antigen  in  Cases  of 
Human  Filariasis.  Am.  J.  Trop.  Med.  24:203-208  (May) 
1944. 


Course 

What  has  been  the  course  of  filariasis  in 
infected  military  personnel  observed  so  far? 
In  a  group  of  several  hundred  men  who 
were  sent  to  an  endemic  area,  the  first  symp- 
toms occurred  five  months  after  arrival. 
This  group  left  the  most  heavily  infected 
area  after  one  year.  The  majority  of  in- 
fected men  had  their  first  symptoms  two  to 
seven  months  after  leaving  the  endemic 
area,  or  between  fourteen  and  nineteen 
months  after  first  exposure.  A  considerable 
number  of  these  men  who  are  believed  to 
have  been  infected  have  returned  to  duty  in 
the  United  States,  symptom-free.  These  had 
their  last  clinical  symptoms  four  to  eighteen 
months  after  leaving  the  endemic  area,  the 
majority  having  no  more  attacks  after  they 
had  been  out  of  the  endemic  area  for  fifteen 
months.  The  number  of  attacks  of  adenop- 
athy, lymphangitis,  or  scrotal  swelling  suf- 
fered by  these  men  varied  from  one  to  nine 
or  ten;  87  per  cent,  however,  had  four  at- 
tacks or  less.  About  14  per  cent  of  this 
group  who  are  believed  to  have  been  in- 
fected continue  to  complain  of  symptoms  of 
one  sort  or  another  twenty  months  after 
leaving  the  heavily  infected  area.  Most  of 
these,  however,  show  little  in  the  way  of 
abnormal  physical  findings.  Such  demon- 
strable scrotal  swelling,  adenopathy,  and 
temporary  diffuse  swellings  as  are  present 
are  much  more  transient  and  much  milder 
than  when  they  first  occurred.  No  micro- 
filariae have  been  demonstrated  in  the  per- 
ipheral blood.  Only  about  1  per  cent  of  the 
men  who  were  in  this  heavily  infested  area 
for  a  year  present  lesions  which,  it  is  be- 
lieved, may  be  more  or  less  permanent,  and 
there  has  been  no  progress  in  the  severity 
of  these  during  the  past  six  months. 

Ignorance  of  the  nature  and  course  of  the 
disease  and  fear  of  permanent  disfigure- 
ment, and  especially  of  impotence,  created 
a  tremendous  emotional  problem  in  these 
men.  Too  often  the  situation  was  not  helped 
by  the  medical  officers,  who  frequently  were 
themselves  as  ignorant  and  apprehensive  as 
their  patients.  The  importance  of  explana- 
tion and  of  justifiable  reassurance  was  em- 
phasized by  Lt.  Rome  and  Lt.  Commander 
Fogel'10'  of  the  Navy.  Men  stationed  in  en- 
demic areas  have  an  understandable  tend- 
ency to  regard  every  fleeting  pain,    every 

19.  Rome.  H.  P.  and  Fogel.  R.  H.:  The  Psychosomatic  Mani- 
festations of  Filariasis.  J.A.M.A.  123:944-946  (Dec.  11) 
1943. 
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swollen  gland,  every  stiffness  after  exercise 
as  evidence  of  the  disease,  and  to  inspect 
and  palpate  their  anatomies  for  swellings, 
tender  spots,  or  differences  in  size  of  arms, 
legs,  or  testicles.  A  little  time  and  patience 
spent  in  explaining  the  difference  between 
the  course  of  the  disease  in  transient  resi- 
dents and  that  in  natives,  with  their  long 
period  of  exposure,  lead  to  a  gratifying  ther- 
apeutic result.  It  is  helpful,  also,  to  point 
out  that  pain  without  swelling  may  be  due 
to  a  variety  of  causes,  which,  however,  do 
not  include  filariasis. 

Diagnosis 

The  diagnosis  of  these  early,  minimal  in- 
festations with  filaria  is  not  easy.  It  must, 
in  the  vast  majority  of  cases,  be  a  clinical 
diagnosis,  based  on  a  careful  weighing  of 
history,  physical  findings,  and  available  lab- 
oratory tests.  Proof  of  the  diagnosis  can  be 
obtained  only  by  the  demonstration  of  mi- 
crofilariae in  the  blood  or  of  adult  worms  in 
biopsy  material.  As  has  been  pointed  out, 
the  microfilariae  are  either  not  present  in 
these  cases  or  are  so  very  scarce  that  the 
chance  of  finding  one,  even  with  repeated 
search,  is  somewhat  less  than  that  of  find- 
ing the  proverbial  needle  in  the  hay  stack. 
Nor  is  biopsy  a  practical  routine  procedure. 
The  first  point  in  diagnosis  is  the  history 
of  residence  in  an  endemic  area.  A  good 
history  of  retrograde  lymphangitis  is  high- 
ly important.  Swelling  of  epitrochlear, 
antecubital.  or  brachial  lymph  nodes  is  more 
significant  than  inguinal  or  femoral  adenop- 
athy. Recurrent  scrotal  swelling,  especially 
of  the  cord  or  epididymis,  and  particularly 
if  precipitated  by  exertion,  is  significant. 
The  finding  of  eosinophilia  in  the  absence 
of  intestinal  parasites  is  helDful,  but  only 
occurs  in  a  little  more  than  half  the  cases. 
A  positive  skin  reaction  is  useful  corrobor- 
ative evidence,  but  in  its  riresent  state  of 
development  this  test  cannot  replace  a  care- 
ful historv  and  physical  examination.  Other 
causes  of  adenopathy — Hodgkin's  disease, 
leukemia,  mononucleosis,  epidermophytosis 
— must  be  ruled  out.  The  genital  lesions  must 
be  differentiated  from  gonorrheal  infection, 
non-gonorrheal  epididymitis  secondary  to 
lower  urinary  tract  infection,  and  tubercu- 
lous epididymitis.  Filariasis  of  the  sper- 
matic cord  has  been  mistaken  for  hernia. 
The  differentiation  mav  not  be  easy. 


Treatment 

There  is,  at  present,  no  specific  treatment. 
Compounds  of  arsenic,  antimony,  bismuth, 
and  mercury  have  all  been  tried  without  suf- 
ficient evidence  of  benefit  to  justify  their 
routine  use.  The  sulfonamides  are  without 
effect.  Symptomatic  treatment,  rest  and 
elevation  of  the  affected  part,  and  mild  anal- 
gesic agents  such  as  acetylsalicylic  acid  give 
relief. 


CHRONIC.    FIBROUS,    ENCAPSULATED 
PERITONITIS    (ICED   INTESTINE) 

R.  K.  Farrington.  M.D. 
Thomasville 

Chronic,  fibrous,  encapsulated  peritonitis 
(iced  intestine)  is  a  well  recognized  medical 
entity  in  Europe,  particularly  in  Germany 
and  Austria,  but  no  recorded  cases  are  to 
be  found  in  the  American  literature.  The 
disease  is  not  mentioned  in  any  of  the  sys- 
tems or  encyclopedias  of  medicine  which 
were  searched.  Reports  of  "'iced  intestine" 
found  in  the  Russian  literature  are  discred- 
ited by  German  authors  as  being  probably 
misdiagnosed  cases  of  polyserositis. 

Etiology 

Max  Richard1  says  that  "Chronic,  fib- 
rous, encapsulated  peritonitis  is  an  end 
stage  of  an  inflammatory  affection  of  the 
abdominal  cavity."  Among  the  causes  for 
this  affection  which  have  been  advanced  are 
tuberculosis,  syphilis,  and  even  chronic  con- 
stipation or  obstipation.  The  most  generally 
accepted  etiological  factor,  however,  is  trau- 
ma, which  is  not  necessarily  severe  and  may 
be  almost  unnoticed.  I  think  that  trauma 
is  the  underlying  cause  of  the  case  which  is 
reported  here. 

Symptoms 

Most  of  the  cases  reviewed'12'  presented 
symptoms  of  chronic  ileus.  Some  patients 
were  admitted  to  the  hospital  because  of 
abdominal  tumors  associated  with  intestinal 
obstruction.  Only  2  were  admitted  because 
of  symptoms  of  acute  intestinal  obstruction 
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or  acute  abdominal  disease.  In  the  case  to 
be  reported  the  symptoms  were  those  of  an 
acute  abdominal  catastrophe. 

Pathologic  Findings 

Sections  from  tissue  removed  at  operation 
have  revealed  fibrous  connective  tissue  and 
granulation  tissue  in  the  process  of  hyalin- 
ization.  Elastic  fibers  have  also  been  demon- 
strated. Unfortunately  I  did  not  remove  any 
tissue  from  my  case  for  pathological  study. 

Diagnosis  and  Prognosis 

It  is  impossible  to  diagnose  this  disease 
except  at  operation.  It  cannot  possibly  be 
differentiated  from  chronic  intestinal  ob- 
struction due  to  any  other  cause  until  the  ab- 
domen is  opened.  This  disease  must  not  be 
confused  with  polyserositis  nor  with  any 
localized  inflammation,  such  as  cecitis  or 
the  commonly  seen  "frozen  pelvis." 

The  postoperative  course  of  these  pa- 
tients is  usually  stormy,  but  nearly  all  of 
them  recover.  In  those  patients  who  have 
later  had  abdominal  sections  for  some  other 
reason,  or  who  have  later  come  to  autopsy, 
no  evidence  of  this  pre-existing  disease  has 
been  found.  The  mortality  from  this  dis- 
ease per  se  is  surprisingly  low. 

Treatment 

After  the  diagnosis  is  established  at  oper- 
ation the  treatment  is  supportive  and  symp- 
tomatic. These  patients  are  usually  quite 
sick.  There  is  obstinate  constipation  and 
even  obstruction.  Excessive  vomiting  usual- 
ly causes  dehydration,  necessitating  the  free 
use  of  intravenous  infusions  of  glucose  and 
normal  saline  solution.  Hot  stupes  to  the 
abdomen  are  useful,  as  is  also  diathermy. 
Mineral  oil  by  mouth  and  by  bowel  some- 
times relieves  the  constipation.  Strong  in- 
testinal stimulants  such  as  pituitrin,  pitres- 
sin,  and  physostigmin  are  useful  in  small 
doses,  but  they  cause  great  discomfort  to 
the  patient.  In  the  case  reported  below, 
novocain  injected  intraspinally  seemed  to 
be  effective. 

Case  Report 

G.K.,  a  white  male,  aged  20,  had  suffered 
severe  abdominal  cramps,  lasting  from  a  few 
minutes  to  an  hour,  for  three  weeks  prior 
to  admission  to  the  hospital.  These  attacks 
of  pain  were  always  relieved  by  evacuation 
of  feces  or  gas.  During  this  period  the  en- 
tire abdomen  was  tender  to  the  touch.    On 


the  day  of  admission  to  the  hospital,  after 
eating  lunch,  the  patient  was  seized  with  a 
sudden,  severe,  cramp-like  pain  around  the 
umbilicus  which  radiated  to  the  entire  lower 
abdomen.  At  first  the  pain  was  intermittent, 
but  after  a  few  hours  it  became  constant. 
The  location  and  radiation  of  the  pain  did 
not  change.  Five  hours  after  the  onset  of 
the  pain  he  took  a  large  dose  of  castor  oil, 
and  about  thirty  minutes  later  began  to 
vomit.  The  vomiting  persisted,  and  after 
about  two  hours  became  projectile.  The 
vomitus  at  first  consisted  of  undigested  food 
and  water,  but  it  later  began  to  have  a 
fecal  odor. 

Past  history 

Two  and  a  half  years  previously,  the  pa- 
tient had  had  an  attack  which  he  described 
as  similar  to  the  present  one,  for  which  he 
was  treated  by  ice  packs.  (I  was  told  by  the 
physician  who  treated  him  at  this  time  that 
this  was  a  definite  attack  of  acute  appendi- 
citis.) Two  years  prior  to  the  present  illness 
he  suffered  a  severe  abdominal  injury  when 
he  was  tackled  in  a  football  game.  The  ab- 
domen was  very  sore  and  he  says  that  he 
kept  it  tightly  strapped  with  adhesive  tape 
for  three  weeks.  A  year  later  he  was  thrown 
from  a  motorcycle  and  suffered  a  second  ab- 
dominal injury.  This  time  he  was  sore  for 
three  or  four  weeks  and  again  kept  the  ab- 
domen strapped.  Ever  since  the  last  injury 
he  had  suffered  continuously  from  obstinate 
constipation  and  had  had  periodic  attacks  of 
pain,  lasting  from  a  few  minutes  to  an  hour 
and  always  relieved  by  evacuation  of  feces 
or  gas. 

This  patient  said  that  he  drank  a  few 
swallows  to  a  half-pint  of  hard  liquor  daily 
and  some  wine  and  beer.  He  smoked  20  cig- 
arettes daily.  His  eating  and  sleeping  habits 
were  irregular.  He  took  a  great  deal  of 
purgative  medicine. 

Course  in  the  hospital 

The  patient's  temperature  on  admission 
was  101  F.,  pulse  118,  respiration  24.  He 
was  vomiting  continuously  and  was  in  very 
great  pain,  which  was  not  relieved  by  mor- 
phia. There  was  slight  acute  bronchitis, 
with  some  rales  throughout  both  lungs.  The 
abdomen  was  moderately  distended  and  was 
board-like  in  rigidity ;  it  was  impossible  to 
palpate  any  mass.  There  was  generalized 
tenderness,  most  marked  around  the  umbili- 
cus.   The  percussion  note  was  dull  over  the 
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entire  abdomen  except  over  the  stomach  it- 
self, where  it  was  tympanitic. 

There  were  21,900  leukocytes  with  90  per 
cent  polymorphonuclears,  8  per  cent  small 
lymphocytes,  and  2  per  cent  transitional 
cells.    The  urinalysis  was  negative. 

Since  this  patient  presented  the  picture  of 
an  acute  abdominal  catastrophe,  suggesting 
a  ruptured  peptic  ulcer  or  intestinal  obstruc- 
tion, it  was  decided  to  operate. 

With  the  patient  under  spinal  anesthesia 
(150  mg.  of  novocain),  a  right  rectus  inci- 
sion was  made.  When  the  posterior  sheath 
of  the  rectus  was  incised  the  peritoneum  ap- 
peared to  be  continuous  with  a  grayish, 
solid,  but  semi-transparent  mass  which  filled 
the  entire  abdomen.  It  was  as  though  the 
abdomen  had  been  poured  full  of  cellophane 
or  some  similar  substance,  which  had  con- 
gealed, enclosing  all  the  abdominal  viscera. 
It  was  impossible  to  enter  the  abdominal 
cavity.  The  mesentery  was  contracted  and 
all  the  abdominal  viscera  were  pulled  to  the 
midline.  One  could  see  coils  of  bowel  in  the 
mass  and  I  was  able  to  go  between  the  coils 
to  the  root  of  the  mesentery,  but  was  unable 
to  proceed  further  without  making  a  new 
incision  through  the  mass.  Exploration  was 
made  up  to  the  liver  and  down  into  the  pel- 
vis. A  McBurney  incision  was  made  on  the 
left  side,  and  the  same  condition  was  found 
there.  Two  small  pockets  of  fluid  were  found 
in  the  region  of  the  sigmoid  colon.  The  ap- 
pendix could  not  be  located.  The  operation 
consisted  entirely  of  exploration.  The  inci- 
sions were  closed  in  layers,  and  cigarette 
drains  were  left  in  each  incision. 

During  the  course  of  the  operation  the 
bowels  moved  on  the  table  and  a  large 
amount  of  gas  and  fecal  matter  were  ex- 
pelled, along  with  the  previously  adminis- 
tered enema. 

This  patient's  postoperative  course  was 
stormy.  He  remained  in  the  hospital  twenty- 
nine  days,  the  temperature  gradually  sub- 
siding. On  the  twentieth  day  he  again  had 
symptoms  of  intestinal  obstruction.  He  was 
given  a  large  oil  enema  as  high  as  possible 
and  a  small  spinal  anesthetic  (100  mg.  of 
novocain).  This  was  effective  in  relieving 
the  obstruction.  When  he  was  discharged 
from  the  hospital  on  the  twenty-ninth  day, 
serous  fluid  was  still  draining  from  the  rec- 
tus incision.    No  frank  pus  was  ever  seen. 

Conclusions 

1.  Chronic,  fibrous,  encapsulated  periton- 
itis is  a  medical  entity  of  obscure  etiology 


which  has  not  been  recognized  as  such  in 
America. 

2.  This  condition  can  be  differentiated 
from  intestinal  obstruction  and  other  ab- 
dominal emergencies  only  at  operation  or 
autopsy. 

3.  Spinal  anesthesia  is  valuable  in  reliev- 
ing obstruction  associated  with  this  disease. 

4.  Nearly  all  the  patients  recover  with- 
out sequelae,  and  no  recurrence  has  been  re- 
ported. 


THE  TREATMENT  OF  STATUS 
ASTHMATICUS 

E.  G.  Goodman,  M.D. 
Durham 

While  many  patients  with  asthma  are  able 
to  get  along  with  an  occasional  injection  of 
adrenalin  and  other  symptomatic  remedies 
which  they  have  found  to  be  of  value,  a 
number  of  asthmatics  have  prolonged  at- 
tacks of  alarming  severity.  The  term  status 
asthmaticus  is  reserved  for  those  cases  in 
which  persistent  and  severe  dyspnea  lasts 
for  more  than  three  days  and  fails  to  re- 
spond to  the  usual  remedies.  Hospitalization 
usually  is  necessary. 

Following  is  an  outline  of  procedure 
which  we  have  found  useful  in  treating  such 
patients  after  they  are  admitted  to  the  hos- 
pital. 

For  Immediate  Relief 

1.  Adrenalin  chloride  (1-1000),  0.25-0.5 
cc.  subeutaneously.  Usually  the  patient  has 
had  repeated  injections  of  this  drug  previ- 
ously and  is  "adrenalin-fast."  If  definite 
improvement  does  not  occur  within  twenty 
minutes  it  is  needless  to  give  more  of  this 
drug. 

2.  Aminophylline  (Searle) ,  10-20  cc. 
(250-500  mg.)  intravenously.  The  "adren- 
alin-fast" patients  may  be  relieved  imme- 
diately by  this  procedure.  Within  a  few 
minutes  respiration  becomes  easier  and  the 
patient  soon  has  an  attack  of  coughing,  with 
expectoration  of  considerable  mucus.  If  no 
improvement  is  noted  there  is  no  need  to 
repeat  the  dose  within  two  hours.  Both 
adrenalin  and  aminophylline  are  effective 
in  small  doses  if  they  are  effective  at  all. 
Symptoms    of    vertigo,     tachycardia,    sub- 
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sternal  distress,  nausea  and  vomiting  may 
follow  the  injection  of  aminophylline,  but 
they  usually  subside  within  a  few  minutes. 
Aminophylline  is  not  a  dangerous  drug  in 
uncomplicated  asthma.  Since  it  is  essential- 
ly a  vasodilator,  it  should  not  be  given  in 
cases  of  coronary  occlusion  where  the  blood 
pressure  has  been  materially  reduced  and  a 
further  reduction  might  embarrass  the  cor- 
onary circulation. 

3.  If  no  improvement  follows  the  first  two 
procedures,  the  following  mixture  may  be 
given  intravenously  over  a  period  of  one 
hour  or  more: 

1000  cc.  of  5  per  cent  dextrose  in  saline 
20  cc.  of  aminophylline 

0.5-1.0  cc.  of  adrenalin  chloride   (1-1000) 

To  Prevent  a  Recurrence 

Sedation.  Sodium  amytal,  0.2  Gm.  orally, 
serves  to  allay  the  patient's  apprehension 
and  encourage  relaxation.  It  is  a  good  plan 
to  give  a  sedative  for  several  nights  at  bed- 
time, to  be  repeated  in  two  hours  if  neces- 
sary. It  is  poor  treatment  to  use  large  doses 
of  sedatives;  such  drastic  measures  as  the 
rectal  instillation  of  avertin  or  ether  in  oil 
are  rarely  necessary,  and  may  be  dangerous. 

Aminophylline.  Suppositories  of  amino- 
phylline have  a  delayed  and  prolonged  effect 
on  the  bronchial  musculature.  A  suppository 
at  bedtime  may  prevent  a  nocturnal  parox- 
ysm, although  suppositories  are  relatively 
ineffective  in  relieving  an  acute,  severe  asth- 
matic episode.  Aminophylline  tablets  (0.1 
Gm.)  may  be  given  three  times  daily  and 
at  bedtime — or  better,  aminophylline  may 
be  given  with  ephedrine  sulfate  and  pheno- 
barbital  (see  "asthma  tablets"  below).  Pow- 
dered aminophylline  may  be  given  in  a  re- 
tention enema  when  oral  administration  of 
the  drug  produces  nausea. 

Adrenalin.  This  drug  (1-500)  in  peanut 
oil  gives  prolonged  adrenalin  effect  (six  to 
ten  hours).  The  dose  is  1  cc.  subcutaneously 
or  intramuscularly. 

Asthma  tablets  (A.E.P.  tablets,  Reaco). 
These  have  the  ideal  combined  action  of 
aminophylline  (0.1  Gm.)  to  relieve  broncho- 
spasm,  ephedrine  sulfate  (16  mg.)  to  con- 
strict the  vessels  of  the  bronchial  mucosa, 
and  phenobarbital  (16  mg.)  to  counteract 
the  stimulant  effect  of  ephedrine  on  the  cen- 
tral nervous  system.  They  are  quite  effect- 
ive in  preventing  recurrences.  They  should 
be  given  every  four  hours  for  ten  doses,  or 
taken   whenever   wheezing   or   tightness   is 


first  noted,  and  repeated  in  four  hours. 

Sulfonamides  and  penicillin.  A  course  of 
one  of  these  drugs  is  indicated  when  there 
is  active  sinusitis,  pharyngitis  or  bronchitis 
(evidenced  by  leukocytosis,  fever,  purulent 
secretions,  increased  sedimentation  rate,  and 
a  Weltmann  reaction  of  less  than  6).  The 
asthma  may  completely  disappear  after  a 
purulent  bronchitis  is  cleared  up.  Nose  drops 
of  neosynephrin,  14  Per  cent  in  saline,  are 
useful  in  promoting  drainage  of  the  sinuses. 

Inhalations.  Inhalation  of  vaporized  pare- 
goric, tincture  of  benzoin,  or  menthol  affords 
soothing  relief  when  the  patient  has  a  har- 
rassing  cough  or  a  feeling  of  substernal 
soreness. 

Nasal  oxygen.  This  is  indicated  when 
cyanosis  is  a  conspicuous  feature,  as  in  pa- 
tients with  pulmonary  fibrosis,  advanced 
emphysema,  and  cor  pulmonale,  or  in  cases 
where  the  smaller  bronchi  are  obstructed  by 
plugs  of  tenacious  mucus.  In  a  simple  asth- 
matic attack  oxygen  is  unnecessary ;  it  aids 
the  respiratory  difficulty  but  little  and  tends 
to  annoy  the  patient,  thus  preventing  him 
from  obtaining  much-needed  rest.  The  use 
of  oxygen  in  uncomplicated  asthma  is  an 
admission  of  therapeutic  defeat,  as  efforts 
should  be  directed  toward  relieving  the 
bronchospasm,  edema  and  exudation. 

Digitalis.  This  drug  is  important  in  cor 
pulmonale  and  so-called  "cardiac"  asthma. 
The  judicious  use  of  digitalis  produces  dra- 
matic results  in  those  cases  where  myocard- 
ial weakness  is  prolonging  the  dyspnea. 
When  signs  of  circulatory  failure  are  pres- 
ent and  the  heart  is  enlarged,  digitalization 
is  indicated. 

Other  drugs.  Theoretically,  the  iodides 
and  atropine  preparations  should  be  effect- 
ive, but  clinically  they  have  been  disappoint- 
ing in  our  experience.  Small  doses  of  mag- 
nesium sulfate  intravenously  relax  the 
bronchospasm  and  have  a  sedative  effect  on 
the  central  nervous  system. 

Abdominal  support.  Respiration  may  be 
improved  by  a  well  fitted  girdle  which 
pushes  the  diaphragm  up,  thus  aiding  in  the 
expiratory  phase  of  respiration. 

Diet.  A  liquid  diet  should  be  given  for 
the  first  day  or  two,  and  after  that  a  reg- 
ular diet  may  be  given.  When  a  patient  has 
been  relieved  of  the  acute  attack,  it  is  a  good 
principle  to  give  a  soap-suds  enema,  fol- 
lowed by  15  Gm.  of  magnesium  sulfate 
orally,  in  order  to  rid  the  gastrointestinal 
tract  of  any  food  allergen  that  might  still  be 
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causing  trouble.  Foods  to  which  the  individ- 
ual has  shown  a  significant  skin  sensitivity- 
should  be  eliminated  from  the  diet.  Wheat 
is  a  common  offender. 

Surroundings.  Since  many  asthmatic  pa- 
tients are  sensitive  to  feathers,  it  is  wise  to 
have  a  dust-proof  cover  put  on  the  pillow 
or  to  use  a  kapok  pillow.  Flowers  should  be 
prohibited.  Air-conditioned  rooms  are  desir- 
able, but  unfortunately  are  not  often  avail- 
able at  present. 

Don't's 

1.  Never  give  morphine.  The  patient  may 
go  to  sleep  and  not  wake  up.  This  danger 
has  already  been  pointed  out  by  Vaughn  and 
others.  Morphine  depresses  an  already  over- 
taxed respiration,  increases  the  broncho- 
spasm,  and  greatly  diminishes  the  cough 
reflex,  thus  promoting  stagnation  of  the 
bronchial  secretions.  In  addition,  the  dan- 
ger of  addiction  is  ever  present. 

2.  Don't  over-treat  with  aminophylline 
and  adrenalin ;  tachycardia,  nausea,  head- 
aches and  nervousness  result. 

3.  Don't  depress  all  body  functions  by 
over-sedation. 

4.  Don't  forget  that  codeine  and  aspirin 
are  potentially  dangerous  drugs,  as  some 
allergic  patients  show  a  marked  hypersensi- 
tivity to  one  or  both  of  these  preparations. 

Follow-Up  Treatment 

When  the  patient  has  been  free  of  asthma 
for  several  days  and  is  able  to  get  along 
without  adrenalin  and  aminophylline,  skin 
tests  should  be  done  in  an  attempt  to  find 
the  offending  allergens.  Elimination  or  de- 
sensitization  should  then  be  carried  out  in 
a  systematic  manner.  An  autogenous  vac- 
cine is  used  alone  or  in  combination  with 
the  extrinsic  allergens  when  bacterial  al- 
lergy is  present.  The  usual  method  of  de- 
sensitization  is  to  begin  with  injections  of 
a  dilute  solution  of  the  allergens  and  grad- 
ually increase  the  dosage.  Clinical  improve- 
ment is  usually  apparent  when  the  patient 
is  able  to  tolerate  a  fairly  concentrated  so- 
lution of  the  allergens.  Then  a  maintenance 
dose  is  given  weekly  or  every  two  weeks 
until  the  patient  has  been  asymptomatic  for 
at  least  six  months.  If  the  asthma  is  sea- 
sonal the  injections  should  be  continued 
through  the  period  when  attacks  are  most 
apt  to  occur. 


HYPERINSULINISM  AND 
HYPOGLYCEMIA 

Alban  Papineau,  M.D. 
Plymouth 

Hyperinsulinism,  also  called  the  "hunger 
disease,"  is  the  antithesis  of  diabetes  melli- 
tus  (hypoinsulinism),  and  results  from  an 
excessive  secretion  of  insulin  by  the  islands 
of  Langerhans.  Although  hyperinsulinism 
has  doubtless  existed  as  long  as  has  diabetes, 
it  was  not  recognized  until  much  later,  just 
as  hyperthyroidism  for  a  long  time  was  con- 
sidered to  be  a  nervous  disorder.  The  first 
pathologically  proven  case  of  hyperinsulin- 
ism was  reported  in  1927  by  Wilder1".  The 
patient  was  a  physician,  aged  40,  who  had 
recurring  attacks  of  unconsciousness  and 
convulsions,  during  which  his  blood  sugar 
was  found  to  be  as  low-  as  30  mg.  per  100  cc. 
An  inoperable  carcinoma  of  the  islands  of 
Langerhans  was  found. 

Dysinsulinism  is  a  condition  associated 
with  uncontrolled  secretion  by  the  islet  cells, 
resulting  in  hyperinsulinism  alternating 
with  hypoinsulinism'-,.  The  existence  of  this 
disease  indicates  a  common  origin  for  dia- 
betes and  hyperinsulinism. 

Contrary  to  previous  belief,  hyperinsulin- 
ism has  of  recent  years  been  found  to  be  a 
rather  rare  condition,  whereas  hypogly- 
cemia due  to  other  causes  is  very  common. 

Symptoms 

The  symptoms  of  hyperinsulinism  and  of 
hypoglycemia  in  general  are  so  many  and 
so  bizarre  that  it  is  difficult  to  classify  them. 
They  depend  somewhat  upon  the  severity  of 
the  disease.  As  in  many  diseases,  the  milder 
forms  are  harder  to  recognize.  The  patient 
complains  most  frequently  of  excessive  hun- 
ger, weakness,  nervousness,  anxiety,  and  ir- 
ritability, all  coming  one  or  two  hours  after 
meals,  and  all  relieved  by  eating.  Symptoms 
suggesting  insulin  shock,  such  as  trembling, 
profuse  perspiration,  and  tachycardia,  may 
also  be  present.  Headaches  and  inability  to 
concentrate  on  work  late  in  the  afternoon 
are  observed.  Fatigability,  insomnia,  verti- 
go, dyspnea,  and  smothering  spells  have  also 

Read  before  the  Second  District  Medical  Society.  Grern- 
ville,  January   25.   IPJ5. 
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been  noted'3'.  In  these  mild  cases,  the  fast- 
ing blood  sugar  is  usually  between  75  and 
60  mg.  per  100  cc.  This  type  is  not  always 
diagnosed  by  a  single  blood  sugar  determi- 
nation. 

In  moderately  severe  cases,  the  symptoms 
just  outlined  are  more  exaggerated.  Many 
patients  with  this  type  of  hypoglycemia,  es- 
pecially men,  become  obese.  Efforts  to  re- 
duce weight  in  unrecognized  cases  may  pro- 
duce symptoms  resembling  those  of  severe 
hysteria  or  psychosis.  Brief  mental  lapses, 
resembling  petit  mal,  may  occur.  The  fast- 
ing blood  sugar  level  in  moderately  severe 
cases  usually  ranges  from  60  to  50  mg.  per 
100  cc. 

Severe  hypoglycemia  may  produce  attacks 
of  unconsciousness,  sometimes  accompanied 
by  convulsions.  Delirium  occasionally  oc- 
curs, and  strait  jackets  have  been  used  on 
some  patients.  Wilder  states  that  it  is  prob- 
able that  many  of  these  cases  are  diagnosed 
as  hysteria,  epilepsy,  or  schizophrenia.  In 
some  cases,  severe  abdominal  pain  may  lead 
to  operation.  The  fasting  blood  sugar  in 
these  severe  cases  is  usually  below  50  mg. 
per  100  cc. 

Classification  of  Hypoglycemia 

A  knowledge  of  the  physiology  of  hypo- 
glycemia helps  us  to  understand  the  symp- 
toms. The  types  of  hypoglycemia  may  be 
classified  as  follows'*': 

I.  Organic,  due  to 

A.  Utilization  of  glucose  faster  than 

it  can  be  supplied  (hyperinsulin- 
ism) 

B.  Failure  of  the  liver  to  store,  syn- 

thesize, or  secrete  glucose. 

II.  Functional 

Organic 

The  term  hyperinsulinism  applies  only  to 
lypoglycemia  which  is  caused  by  the  body's 
utilizing  glucose  faster  than  it  can  be  sup- 
plied ;  therefore,  unless  a  tumor  of  the  islet 
cells  or  some  other  cause  for  over-secretion 
of  insulin  is  present,  it  is  better  to  use  the 
term  hypoglycemia.  The  second  organic 
cause  of  hypoglycemia — -hepatic  disease — 
may  result  in  a  high  plateau  type  of  blood 
sugar  curve  similar  to  that  seen  in  diabetes 
mellitus,  with  the  exception  that  the  fasting 
level  is  usually  abnormally  low.    The  liver 

3.  Greene.   R.:   Cardiac  Neurosis   as   Manifestation    of   Hypo- 
glycaemia.    Lancet   2:307-308    (Sept.    2)    1944. 

4.  Mann,  F.  C. :  Hypoglycemia  and  Restoration  with  Glucose, 
J.A.M.A.    120:467-169     (Oct.    21)    1944. 


damage  may  be  due  to  ascending  infectious 
cholangiolitis,  toxic  hepatitis,  diffuse  carci- 
nomatosis, or  fatty  degeneration.  Various 
tests  of  liver  function  and  investigation  of 
the  gallbladder  aid  in  the  diagnosis. 

Functional 

The  functional  type  of  hypoglycemia  is 
not  well  understood.  It  is  known  that  the 
major  symptoms  in  hypoglycemia  are  due 
to  an  inadequate  supply  of  glucose  to  the 
central  nervous  system,  which  requires  the 
presence  of  glucose  in  order  to  function. 
Some  investigators,  notably  Portis'5'  of  Chi- 
cago, and  others  primarily  interested  in  psy- 
chosomatic disease,  say  that  fatigue  result- 
ing from  emotional  upsets  may  cause  a  dis- 
turbance of  the  carbohydrate  metabolism. 
As  evidence  of  the  effects  of  the  emotions 
on  the  blood  sugar  level,  Portis  pointed  out 
that  a  large  dose  of  atropine  given  before 
a  sugar  tolerance  test  raises  a  hypoglycemic 
curve  to  the  normal  range.  Chart  1  shows 
the  average  blood  sugar  curve  of  30  normal 
patients  as  compared  with  the  average  of 
55  patients  with  fatigue.  Chart  2  demon- 
strates the  effects  of  atropine  in  raising  the 
sugar  tolerance  curve  of  fatigued  patients. 

On  the  other  hand,  Reimann  of  Philadel- 
phia states  that  it  is  not  clear  whether  the 
nervous  fatigue  alters  the  carbohydrate 
mechanism  or  whether  the  hypoglycemia 
causes  the  nervous  symptoms.  Anderson'61 
reported  the  histories  of  two  diabetic  chil- 
dren who  developed  mental  symptoms  asso- 
ciated with  hypoglycemia.  In  the  first,  the 
hypoglycemic  coma  which  developed  after 
an  excessive  dose  of  insulin  lasted  four  days, 
and  the  patient  then  showed  gross  general- 
ized dementia.  There  was  only  a  partial  re- 
covery after  fifteen  months.  The  second  pa- 
tient was  a  diabetic  boy  who  had  always 
been  sensitive  to  insulin.  He  showed  a  be- 
havior disorder  which  was  most  manifest 
when  the  blood  sugar  was  low.  While  in  a 
hypoglycemic  state,  he  stabbed  another 
child.  After  the  blood  sugar  was  regulated, 
he  improved  considerably  in  both  intelli- 
gence and  behavior. 

Keating  and  Wilder  recognize  the  term 
"nervous  hypoglycemia"  as  referring  to 
hypoglycemia  associated  with  a  hyperirri- 
table  autonomic  nervous  system.  In  many 
of  these  cases,  however,  carbohydrate  les- 
sens   or    removes    the    nervous    symptoms. 

5.  Portis,  S.  A.:  The  Medical  Treatment  of  Psychosomatic 
Disturbances,    J.A.M.A.    128:413-118    (Oct.    14)    1944. 

0.  Anderson,  E.  W.:  Psychiatric  Complications  of  Hypogly- 
caemia   in  Children.   Lancet  2:329-331    (Sept.   14)    1940. 
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Chart  1.  Intravenous  glucose  tolerance  test: 
solid  line,  average  normal  curve  of  30  patients: 
broken  line,  average  of  55  patients  with  fatigue. 
(Portis'51) 

This  is  the  old  problem  as  to  which  came 
first,  the  chicken  or  the  egg.  In  spite  of  a 
large  amount  of  creditable  research,  agree- 
ment is  lacking  in  regard  to  the  mechanism 
whereby  the  various  hormones  control  the 
blood  sugar  ' . 

ilichael,?!  demonstrated  the  effects  of  ex- 
ercise on  blood  sugar  by  determining  the 
blood  sugar  levels  in  30  golfers  who  played 
foursomes  after  an  average  lunch  (chart  3). 
A  definite  drop  in  blood  sugar  occurred  at 
the  ninth  hole;  the  lowest  level  (an  average 
of  55  mg.  per  100  cc.)  was  reached  at  the 
thirteenth  hole.  Lower  levels  were  found 
in  the  more  nervous  and  less  accomplished 
golfers  than  in  the  more  able  and  poised 
golfers.  Better  scores  were  obtained  when 
the  golfers  were  fed  candy  at  the  ninth  hole. 

Diagnosis 

According  to  Harris,  a  tentative  diagno- 
sis of  hypoglycemia  may  be  made  from  the 
history,  and  if  the  patient's  symptoms  are 
relieved  by  carbohydrate,  the  diagnosis 
may  be  assumed  to  be  correct.  Further  study 
is  necessary,  however,  to  differentiate  the 
type.  A  positive  diagnosis  can  be  made  only 
by  carbohydrate  tolerance  tests.  The  usual 
drop  below  the  fasting  level  in  this  test  is 

7.  Thomson.  D.  L. :  The  Anterior  Lobe  of  the  Hypophysis  in 
Intermediary  Metabolism.  J. A.M. A.  115:21692171  (Dec. 
!1)     151" 

9.  Michael.  Paul:  Blood  Sugar  Studies  on  Golfers.  J. A.M. A. 
I15  28«»87    [July    27  i     ! 
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Chart  2.  Intravenous  glucose  tolerance  test: 
solid  line,  average  curve  of  55  patients  with 
fatigue:  broken  line,  average  curve  of  15  of 
these  patients  given  1/50  grain  of  atropine  sul- 
fate hypodermically  one-half  hour  before  ad- 
ministration  of  glucose.    (Portisf51) 

due  to  the  stimulating  effect  of  glucose  on 
insulin  production.  An  initial  lag  in  insulin 
supply  results  in  a  high  level  at  first,  fol- 
lowed by  a  fall  below  the  normal  level.  In 
many  cases  the  hypoglycemia  does  not  ap- 
pear until  after  the  fourth  hour  following 
the  glucose  meal.  Symptoms  should  be 
watched  for  after  the  third  hour.  It  has 
been  stated  that  it  is  just  as  possible  to  have 
hypoglycemic  reactions  when,  in  the  course 
of  one  to  three  hours,  the  blood  sugar  is 
brought  from  a  level  of  300  to  100  as  when 
the  blood  sugar  is  brought  from  150  to  50'9'. 
Variations  in  diet  before  the  tolerance  test 
may  affect  the  results. 

Treatment 

Organic  hypoglycemia. 

Indications  for  exploration  of  the  pan- 
creas'10' are  (a)  absence  of  extra-pancreatic 
causes  of  hypoglycemia,  (b)  abnormally 
low  blood  sugar  levels  and  rapid  relief  by 
dextrose,  (c)  repeated  fasting  blood  sugar 
levels  below  50  mg.  per  100  cc.  when  the 
patient  has  been  on  an  adequate  diet,  (d) 
reduction  of  the  fasting  blood  sugar  level 
to  40  mg.  or  below  by  carbohydrate  restric- 
tion.   A  fair  trial  with  diet  is  indicated  be- 

9.  Dyer.  W.  W.:  Masked  Hyposlveemia.  Pennsylvania  M. 
.1.     17:121'       .     -       -  1914. 

ll>.  Bell.  H.  C.  Goldman.  L..  frais.  L.  S..  and  MiCorkle.  H.: 
Hvperinsulinism:  Report  of  Surgical  Treatment  of  S  Pa- 
tients. Surgery  15:6M-«92  (May)   1941. 
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Chart  3.  Composite  curve  of  blood  sugar  read- 
ings in  a  golf  foursome  taking  three  hours  to 
complete.  A  definite  drop  begins  at  the  ninth 
hole,  reaching  its  lowest  level  at  the  thirteenth. 
(Michael's)) 

fore  operation  is  decided  on.  Many  of  these 
patients  respond  to  a  low  carbohydrate, 
moderately  high  fat,  and  high  protein  diet 
divided  into  the  usual  three  meals,  with  in- 
terval and  bedtime  feedings.  If  there  is  as- 
sociated hypothyroidism  or  evidence  of 
pituitary  dysfunction,  these  should  be 
treated.  When  an  unquestionable  diagnosis 
of  true  hyperinsulinism  is  made,  however, 
the  chances  of  finding  a  pancreatic  abnor- 
mality at  operation  are  better  than  50-50. 
Removal  of  a  tumor  of  the  islet  cells  usually 
results  in  cure,  if  the  lesion  is  non-malig- 
nant. 

Time  will  not  permit  a  discussion  of  the 
treatment  of  hepatic  disease  associated  with 
hypoglycemia. 

Functional  hypoglycemia 

The  functional  types,  where  the  autonomic 
nervous  system  is  at  fault,  may  be  aided  by 
atropine,  a  high  protein  diet,  and  an  attempt 
to  remove  the  cause  of  the  emotional  dis- 
turbance. Except  in  cases  where  temporary 
hypoglycemia  is  brought  on  by  exercise, 
carbohydrates  should  not  be  given  to  re- 
lieve the  hypoglycemic  attacks.  As  has  been 
pointed  out,  carbohydrates  raise  the  blood 
sugar  level  temporarily  but  stimulate  the 
pancreas  to  produce  more  insulin,  thus 
creating  a  vicious  circle. 

Case  Report 

Mr.  S.T.,  a  white  male  aged  30,  was  first  seen  on 
October  7,  1944,  immediately  after  he  had  recov- 
ered from  a  transient  loss  of  consciousness.  Earlier 
in  the  year  he  had  been  seen  by  a  psychiatrist  in 


Curve   "A",   Mr.  S.T, 
Curve  "B",   typo  of  curve  found 
In  severe  hyperlneulinlem. 


Chart  4 

another  state  because  of  weakness,  excessive  ner- 
vousness, and  a  fear  of  disaster  and  impending 
death.  These  symptoms  later  proved  to  have  some 
relation  to  meals,  and  a  diagnosis  of  hyperinsulin- 
ism was  made  on  the  basis  of  one  fasting  blood 
sugar  level.  The  patient  kept  sugar  tablets  with 
him  at  all  times,  and  ate  them  very  often  through- 
out the  day.  They  relieved  his  symptoms  for  an  hour 
or  so,  but  he  had  been  getting  gradually  more  nerv- 
ous and  having  frequent  spells  of  coma. 

When  this  patient  was  examined  on  the  follow- 
ing day,  an  unusual  type  of  blood  sugar  curve  was 
found  (chart  4).  The  patient  was  very  nervous  and 
weak  at  the  time  the  fasting  blood  specimen  was 
taken,  and  had  a  definite  fear  of  disaster.  This  left 
him  after  the  glucose  meal,  and  recurred  after  the 
fourth  hour,  when  his  blood  sugar  level  was  75  mg. 
per  100  cc.  Going  without  breakfast  for  a  metabol- 
ism test  was  an  ordeal.  His  fear  of  impending  dis- 
aster was  so  great  that  he  could  only  be  persuaded 
to  go  through  with  it  by  having  a  nurse  stand  over 
him  with  a  hypodermic  of  adrenalin  and  a  sugar 
tablet.  He  did  not  require  either  of  these,  however, 
and  his  metabolic  rate  was  +4.  Other  routine  labor- 
atory tests,  including  the  blood  sedimentation  rate, 
were  normal.  The  blood  cholesterol  was  190  mg. 
per  100  cc. 

This  patient's  sugar  tolerance  curve  (chart  4)  in- 
dicates that  this  may  be  a  case  of  dysinsulinism. 
It  cannot  be  said  that  he  has  diabetes,  and  neither 
does  he  have  typical  hypoglycemia;  yet  carbohy- 
drate relieves  his  symptoms.  A  repeated  glucose 
tolerance  test  showed  a  peak  of  only  133  mg.  per 
100  cc.  and  a  low  point  of  58  mg.  per  100  cc.  For 
three  months  this  patient  was  kept  on  phenobarbi- 
tal  and  a  diet  low  in  carbohydrate  and  high  in  pro- 
tein and  fat,  with  feedings  between  meals  and  at 
bedtime.  Any  quickly  assimilated  form  of  carbo- 
hydrate was  avoided.  The  patient  showed  definite 
improvement  at  first,  but  never  lost  his  weakness 
and  nervousness.  Dr.  Seale  Harris  of  Birmingham 
was  consulted.  He  felt  that  this  patient  has  a  defi- 
nite psychoneurosis  and  recommended  atropine  with 
phenobarbital  three  times  a  day.  This  regimen  is 
proving  very  helpful.  Harris  feels,  as  does  Dyer<9>, 
that  the  rapidity  of  the  fall  in  the  blood  sugar  level 
has  something  to  do  with  the  symptoms  of  hypo- 
glycemia. 
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Conclusion 

In  closing,  let  me  lay  emphasis  on  the 
milder  and  border-line  types  of  hypogly- 
cemia. Such  cases  are  hardest  to  recognize. 
Even  slight  deviations  from  normal  in  the 
blood  sugar  curve  can  cause  weakness,  nerv- 
ousness, irritability,  and  a  host  of  other 
vague  symptoms.  Often  the  symptom  of 
hunger  is  not  prominent.  More  often  than 
we  suspect,  insomnia  is  due  to  hypoglycemia 
and  may  be  cured  by  a  bedtime  snack. 

When  a  physician  becomes  hypoglycemia- 
conscious,  he  recognizes  the  condition  fre- 
quently and  relieves  many  patients  whom 
he  had  previously  diagnosed  as  hopeless 
neurotics. 


THE  MANAGEMENT  OF  THE 
DIABETIC  PATIENT 

Verne  S.  Caviness,  M.D.,  F.A.C.P. 
Raleigh 

The  successful  management  of  diabetes  is 
dependent  on  a  thorough  understanding  of 
the  disease  and  of  the  patient.  The  manage- 
ment of  the  patient  is  often  far  more  difficult 
than  the  management  of  the  disease. 

The  actual  cause  of  diabetes  is  not  known. 
Following  the  introduction  of  insulin,  there 
was  a  tendency  to  attribute  diabetes  to  pan- 
creatic disease;  later,  that  theory  was  dis- 
credited, although  it  is  possible  that  the  pan- 
creas does  play  a  part.  The  pituitary  gland 
is  known  to  be  important  as  a  cause  of  dia- 
betes— doubtless  far  more  important  than 
the  pancreas.  The  thyroid  and  suprarenals 
also  seem  to  be  involved.  Diabetes  affects 
cholesterol  metabolism,  causing  damage  to 
the  vascular  system  by  the  deposit  of  plaques 
in  the  intima  of  arteries;  the  resultant 
arteriosclerotic  changes  lead  to  occlusion  of 
arteries,  gangrene,  and  other  complications. 

Incidence 

The  increased  incidence  of  diabetes  during 
the  past  few  decades  appears  to  have  re- 
sulted chiefly  from  the  concomitant  increase 
in  longevity.  Many  more  persons  now  reach 
the  diabetic  age — 45-55  years.  Owing  to  the 
improved  methods  of  treatment,  the  average 
duration  of  the  disease  has  increased  from 
three  years  to  twenty  years  or  more.  This 
single  factor  gives  us  seven  times  as  many 
diabetic  patients  per  hundred  thousand  pop- 
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ulation111.  The  fact  that  the  medical  profes- 
sion has  become  more  interested  in  the  dis- 
ease and  has  used  better  diagnostic  methods 
since  the  development  of  insulin  has  also  in- 
creased the  apparent  incidence  of  diabetes. 

Diagnosis 

The  correct  diagnosis  of  diabetes  mellitus 
depends  on  the  finding  of  a  blood  sugar  level 
of  140  mg.  per  100  cc.  or  more  when  the  pa- 
tient is  fasting  and  two  hours  after  a  meal 
either  of  average  carbohydrate  content  or 
containing  75-100  Gm.  of  glucose.  Glycosuria 
is  always  an  indication  for  blood  sugar  de- 
terminations, but  alone  is  not  sufficient  evi- 
dence for  the  diagnosis  of  diabetes.  Unless 
blood  sugar  determinations  are  done,  errors 
in  diagnosis  will  be  made.  Insulin  shock  is 
very  likely  to  result  from  treating  renal 
glycosuria  with  insulin.  In  arteriosclerotic 
patients  this  is  often  serious  and  may  be 
fatal.  The  sugar  content  of  the  urine  may 
be  very  high  in  patients  with  a  normal  blood 
sugar  level  and  no  diabetes,  while  on  the 
ether  hand  patients  with  a  high  renal  thresh- 
old may  have  no  sugar  in  the  urine  and  a 
very  high  blood  sugar  level.  I  have  found 
renal  thresholds  as  high  as  270  to  400  mg. 
per  100  cc.  in  diabetic  patients.  Joslin  re- 
ported that  of  9000  patients  referred  to  him 
as  diabetics,  15.8  per  cent  had  non-diabetic 
glycosuria'21.  Such  patients  are  likely  to  de- 
velop diabetes  later.  They  need  dietary  reg- 
ulation and  correction  of  obesity. 

The  onset  of  diabetes  is  usually  insidious ; 
fulminating  cases  are  rare.  Polyuria  is  us- 
ually the  first  symptom.  The  patient  com- 
plains of  passing  large  amounts  of  urine  too 
frequently  during  the  night.  Increased  thirst 
and  hunger  follow.  Weakness  is  also  an 
early  and  progressive  symptom.  Pruritus  of 
the  vulva  or  thighs  of  the  female,  or  of  the 
glans  penis  and  prepuce  of  the  male,  fre- 
quently causes  the  patient  to  seek  the  first 
medical  advice.  Loss  of  weight  occurs  some- 
what later,  and  at  about  the  same  time  vari- 
ous skin  lesions,  especially  boils  and  car- 
buncles, may  appear.  Pains  in  the  extremi- 
ties are  very  annoying  to  some  patients. 

Treatment 

The  present  trend  in  the  treatment  of  dia- 
betes is  more  conservative  than  at  any  time 

1.    Joslin.     Elliott     P.,     Knot.     U.     F..     White.     Priscilla,     and 

Marble.  Alexander:  Treatment  of  Diabetes  Mellitua,  Ed.  5. 

Philadelphia,  I.ea  ,1   Fehiirer,  19.15,  p.  29. 
.',    Joslfn,   BUlOtt  P.:   Unclassified  Glycosurias:   Their  Outcome 
and  Significance,   Proc.  Internat.   Assemb.   Inter-State   Post 
Orad.   M.   A.    (1080)    1:880-882,    1931. 
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in  the  history  of  the  disease.  We  hear  very 
little  now  of  such  radical  measures  as  starva- 
tion, high  fat,  or  high  carbohydrate  diets. 
We  have  learned  that  it  is  necessary  to  treat 
not  only  the  disease,  but  the  patient  as  well. 
Complete  cooperation  of  the  patient  with  the 
physician  is  essential  for  the  successful  man- 
agement of  the  disease.  The  patient  must 
learn  early  that  he  must  be  honest  with  him- 
self and  with  his  physician;  that  cheating 
will  injure  him  more  than  the  physician. 

Diet 

Treatment  must  begin  with  the  diet,  and 
diet  will  remain  the  most  important  part  of 
the  treatment.  Whatever  diet  is  prescribed 
must  be  followed  strictly,  and  no  deviation 
is  permissible  at  any  time.  The  diet  pre- 
scribed must  be  conservative  and  adequate 
and  must  be  one  which  the  patient  can  af- 
ford and  can  arrange.  It  is  folly  to  prescribe 
a  diet  that  the  patient  cannot  get. 

Dietary  fads  fade  out  rather  quickly  and 
the  pendulum  swings  back  to  conservatism. 
The  modern,  conservative  ideas  as  to  diet  are 
illustrated  by  the  following  statement  from 
Joslin,3):  "Do  not  make  the  fat  too  high  or 
the  carbohydrate  too  low.  Strike  a  balance. 
Do  not  try  to  treat  the  diabetic  like  an  epilep- 
tic on  the  one  hand  or  like  a  normal  individ- 
ual on  the  other.  As  for  protein,  use  discre- 
tion." We  could  very  well  add :  "Be  conserv- 
ative and  use  discretion  in  everything  con- 
nected with  the  treatment  of  diabetes." 

The  diet  should  provide  approximately  an 
average  dietary  arrangement.  Even  carbo- 
hydrates should  not  be  restricted  too  greatly. 
An  average  adult  in  this  climate  consumes 
about  200  Gm.  of  carbohydrate  per  day. 
Farther  north,  carbohydrate  intakes  seem  to 
be  somewhat  higher.  Generally  speaking,  an 
adult  diabetic  patient  will  need  about  150 
Gm.  of  carbohydrate  a  day.  The  carbohy- 
drate intake  must  be  adequate  to  furnish 
glycogen  for  storage  as  well  as  fuel  for  the 
immediate  metabolic  needs  of  the  body. 

The  daily  protein  intake  of  an  adult  pa- 
tient should  be  a  little  more  than  0.5  Gm.  per 
pound  of  body  weight,  or  about  80  Gm. 
Enough  fat  should  be  allowed  to  make  up 
the  remainder  of  the  caloric  requirements, 
while  at  the  same  time  keeping  the  choles- 
terol metabolism  as  nearly  normal  as  pos- 
sible. This  will  help  to  protect  the  gall- 
bladder and  to  prevent  the  formation  of 
atheromatous  plaques. 

3.   Joslin,  Elliott  P.  et  al.  (1).  p.  21 


The  caloric  requirement  of  a  patient  at 
rest  will  be  much  less  than  that  of  the  same 
patient  at  work.  If  the  patient  is  overweight, 
the  daily  allowance  of  calories  should  be  low 
enough  to  permit  him  to  lose  weight  slowly 
until  he  weighs  approximately  10  per  cent 
below  the  average  for  his  age,  sex,  and 
height.  The  diet  must,  of  course,  provide  the 
necessary  vitamins  and  minerals. 

Exercise 

Exercise  is  second  in  importance  in  the 
treatment  of  diabetes.  The  amount  of  exer- 
cise will  necessarily  depend  to  some  extent 
on  the  occupation  of  the  patient.  The  pa- 
tient should  take  a  uniform  amount  of  exer- 
cise each  day,  regardless  of  work,  weather, 
or  other  factors.  Exercise  increases  the  body 
metabolism  and  causes  more  carbohydrate 
to  be  metabolized  with  greater  efficiency. 
The  greater  the  amount  of  exercise — within 
reason — ,  the  less  the  amount  of  insulin  that 
will  be  needed.  A  sudden  large  increase  in 
the  amount  of  exercise  may  well  result  in 
insulin  shock ;  similarly,  a  decrease  in  exer- 
cise is  likely  to  cause  an  elevation  of  blood 
sugar.  The  type  of  exercise  taken  is  of 
little  importance ;  the  amount  is  the  principal 
thing. 

Insulin 

Insulin  should  be  placed  third  in  relative 
importance  among  the  therapeutic  measures 
employed.  Until  diet  and  exercise  have  been 
given  a  fair  trial,  no  patient  should  be  given 
insulin  except  in  an  emergency,  and  then 
with  great  care.  Very  often  insulin  will  not 
be  required,  as  many  patients  can  have  high 
blood  sugar  levels  restored  to  normal  by  diet 
and  exercise  alone.  Such  patients  are  likely 
to  suffer  insulin  shock  if  they  are  given  in- 
sulin. 

After  a  few  days  of  diet  and  regular  ex- 
ercise a  blood  sugar  determination  should  be 
made  and  the  dose  of  insulin,  if  any  is  re- 
quired, should  be  regulated  according  to  the 
blood  sugar  level.  For  most  patients,  a  single 
daily  dose  of  protamine-zinc  insulin  will  be 
sufficient'41.  Other  patients  will  need  plain 
insulin  or  a  combination  of  protamine-zinc 
and  plain  (or  regular)  insulin.  If  a  single 
dose  of  insulin,    especially    the    protamine- 

l.  (a)  Hagedorn,  H.  C,  Norman  Jensen.  B.,  Krarup.  X.  B., 
and  Wodstrup.  I.:  Protamine  Insulinate,  J. A.M. A. 
106:177-180    (Jan.    18)    1936. 

(b)  Root,  H.  F.,  White,  P..  Marble,  A..  Stotz,  E.:  Clinical 
Experience  with  Protamine  Insulinate,  J. A.M. A.  106: 
180-183    (Jan.    18)    1936. 

(c)  Caviness.  Verne  S. :  Diagnosis  and  Treatment  of  Dia- 
betes Mellitus.  Tr.  M.  Soc.  State  of  North  Carolina. 
1936,  pp.  151-158. 
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zinc  insulin  is  used,  it  is  usually  best  to  give 
it  shortly  before  breakfast.  Other  doses,  if 
required,  are  spaced  according  to  the  needs 
of  the  individual  patient.  For  those  patients 
who  do  not  tolerate  protamine-zinc  insulin 
well  and  have  insulin  reactions  in  the  night, 
there  is  a  new  type  of  insulin,  globin  insulin, 
which  keeps  the  blood  sugar  at  a  low  level 
during  the  day  but  allows  it  to  rise  during 
the  night.  Usually,  however,  protamine-zinc 
is  the  insulin  of  choice,  since  it  keeps  blood 
sugar  levels  fairly  constant  at  all  times 
throughout  the  twenty-four  hours,  except  for 
a  natural  rise  after  each  meal,  with  a  return 
to  normal  within  two  hours.  In  this  way  the 
natural  blood  sugar  curves  of  non-diabetics 
can  be  approximated.  It  is  well  to  run  blood 
sugar  determinations  two  hours  after  meals 
to  see  whether  the  level  returns  to  normal  as 
it  should.  When  there  is  difficulty  in  regu- 
lating the  dosage  of  insulin,  blood  sugar  de- 
terminations should  be  made  frequently 
throughout  the  twenty-four  hours.  Then  the 
dose,  type,  or  arrangement  of  insulin  admin- 
istration can  be  altered  to  suit  the  patient's 
requirements. 

General  measures 

Dress  and  personal  hygiene  come  next  in 
order  of  importance  in  the  management  of 
diabetes.  Extremes  of  heat  and  cold  may 
lead  to  the  development  of  gangrene.  Ice  caps 
and  hot  water  bottles  must  not  be  used,  al- 
though warm  water  bottles  are  permissible. 
The  patient  should  always  dress  warmly 
enough  and  as  comfortably  as  possible.  Wool 
socks  and  gloves  should  always  be  worn  in 
cold  weather.  Shoes  should  fit  correctly  and 
have  good  thick  soles.  If  the  patient  should 
get  wet,  especially  in  cold  weather,  he  should 
lose  no  time  in  securing  a  warm  bath  and 
dry  clothing. 

Strict  personal  hygiene  should  be  ob- 
served, with  particular  attention  to  the 
feet"'.  The  feet,  being  the  most  dependent 
part  of  the  body,  have  the  highest  blood  pres- 
sure and  are  likely  to  show  the  earliest  signs 
of  arteriosclerotic  changes.  Thus  the  volume 
circulation  of  blood  to  the  feet  is  decreased, 
predisposing  to  the  development  of  gan- 
grene. A  large  percentage  of  diabetic  pa- 
tients have  fungus  infections  of  the  feet,  and 
we  have  noted  that  such  infections  appear 
to  be  worse  on  the  feet  of  patients  who  de- 
velop gangrene.    The  feet  should  be  washed 

Williams,  John  R..  Sr.:  Diabetes  Mellitus.  with  Special 
Reference  to  Complications  Involving  the  Feet.  North  Car 
Olloa    \l.    J.    1:189-131    (April)    1943. 


each  night  and  dried  thoroughly.  Corns 
should  be  prevented  by  properly  fitting 
shoes,  but  if  they  develop  they  should  have 
special  care.  The  practice  of  cutting  corns 
frequently  leads,  in  diabetic  patients,  to 
gangrene  of  the  feet.  The  most  frequent 
causes  for  the  development  of  gangrene  of 
the  feet  in  diabetic  patients  are:  (1)  corns, 
most  dangerous  when  improperly  cut;  (2) 
fungus  infections;  (3)  trauma,  to  which  the 
feet  are  very  susceptible. 

Obligations  of  the  Physician 

The  physician  has  special  duties  and  obli- 
gations to  the  diabetic  patient.  He  should 
make  blood  sugar  determinations  often 
enough  to  know  that  the  blood  sugar  level 
remains  normal.  That  is  the  only  method  by 
which  the  complications  of  diabetes  can  be 
avoided.  The  urine  should  be  examined  oc- 
casionally with  the  possibility  of  nephritis 
and  renal  infections  in  mind,  and  these 
should  be  eliminated  as  quickly  as  possible, 
before  much  damage  can  be  done.  A  rela- 
tively slight  urinary  infection  may  upset  the 
blood  sugar  level  and,  unless  well  controlled, 
may  precipitate  coma.  Acetone  and  diacetic 
acid  should  not  be  found  in  the  urine  of  any 
patient  who  is  on  the  proper  regimen  and 
is  following  it  scrupulously.  If  present,  they 
are  an  indication  for  a  thorough  investiga- 
tion of  the  entire  outline  of  treatment  and 
for  revisions  at  some  point  or  points. 

The  physician  should  make  frequent  in- 
spections of  the  patient's  feet  to  see  that  the 
patient  is  taking  proper  care  of  them.  Fun- 
gus infections  should  be  treated  conserva- 
tively. Whitfield's  ointment  is  ordinarily 
considered  to  be  contraindicated  in  diabetes, 
and  some  wet  application  such  as  potassium 
permanganate  is  preferable.  Corns,  bunions 
and  callouses  should  receive  proper  care,  and 
the  patient  should  never  be  allowed  to  cut 
them. 

Evidences  of  disturbances  of  cholesterol 
metabolism  are  often  danger  signs.  Early 
arteriosclerosis  should  receive  attention  and 
conservative  treatment.  In  the  presence  of 
hypertension  and  arteriosclerosis  insulin 
dosage  must  be  watched  much  more  closely; 
insulin  is  usually  given  in  smaller  doses. 

Among  the  conditions  which  may  cause 
the  body  to  require  a  higher  blood  sugar  than 
the  normal  are  myocarditis,  arteriosclerosis, 
and  other  degenerative  diseases.  In  such 
cases,  the  blood  sugar  should  not  be  kept 
much  below  150  mg.  per  100  cc,  and  if  the 
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blood  sugar  level  has  been  high  over  a  long 
period,  it  should  be  lowered  to  this  point 
only  very  slowly  and  gradually.  Such  pa- 
tients are  usually  elderly,  and  we  should 
remember  that  the  older  a  person  is,  the  less 
damage  he  is  likely  to  suffer  from  diabetes. 

Complications 

The  complications  of  diabetes  are  numer- 
ous, but  their  incidence  will  vary  in  inverse 
ratio  to  the  care  used  by  the  attending  physi- 
cian and  the  patient.  Complications  are  quite 
rare  if  there  is  proper  cooperation  between 
the  patient  and  physician.  Should  compli- 
cations develop,  early  diagnosis  and  proper 
treatment  will  often  prevent  them  from  be- 
coming serious.  All  complications  of  dia- 
betes require  conservative  treatment.  Radi- 
cal measures  are  dangerous. 

Infection 

Infection  in  diabetic  patients  is  a  compli- 
cation that  requires  the  physician's  closest 
attention.  Insulin  is  one  of  our  greatest 
allies  in  combatting  this  complication. 

The  toxic  products  of  infection  rapidly 
produce  an  increased  acidosis.  This  in  turn 
lowers  the  tolerance  to  sugar,  and  the  dia- 
betes becomes  greatly  aggravated. 

The  treatment  of  infection  in  diabetic  pa- . 
tients  is  identical  with  the  treatment  of  in- 
fection not  complicated  by  diabetes,  except 
that  closer  attention  must  be  paid  to  acido- 
sis. A  much  larger  dosage  of  insulin  is  re- 
quired during  infections. 

After  the  infection  has  been  controlled, 
the  sugar  tolerance  can  be  restored  to  its 
previous  level  after  a  varying  period  of  care- 
ful treatment. 

Coma 

Coma  is  especially  likely  to  develop  dur- 
ing infections  or  following  indiscretions  of 
diet  or  in  cardiac  or  circulatory  failure. 
Hospitalization  is  advisable.  The  blood  sugar 
level  must  be  determined  and  frequent  mod- 
erate doses  of  plain  insulin  must  be  given. 
Glucose  should  be  given  only  if  it  is  needed 
to  buffer  the  insulin  to  prevent  too  great  a 
drop  in  blood  sugar.  Normal  saline  should 
be  administered  to  bolster  the  circulation 
and  supply  fluids  and  salt.  If  serum  proteins 
are  diminished,  they  should  be  supplied  by 
blood  plasma  or  by  transfusions  of  whole 
blood.  Adrenalin,  rest,  warmth,  and  cardiac 
stimulants  may  be  of  value.  As  the  patient 
improves,  it  is  usually  advisable  to  switch 
to  protamine-zinc  insulin. 


Failures  in  the  treatment  of  coma  with  in- 
sulin have  resulted  from  a  failure  to  recog- 
nize that  hyperglycemia  per  se  is  not  the 
cause  of  coma  but  that  each  etiological  agent 
must  be  discovered  and  treated. 

Gangrene 

Gangrene  occurs  in  about  11  per  cent  of 
diabetic  patients.  It  is  due  to  endarteritis 
with  a  resultant  shutting  off  of  the  blood 
supply,  and  is  usually  seen  in  the  feet.  The 
incidence  is  apparently  not  influenced  by 
weather  or  climate.  Poor  hygiene  and  neg- 
lect are  probably  the  most  important  factors 
in  its  causation.  The  gangrenous  part  should 
be  kept  dry,  warm,  and  at  body  level.  Free 
drainage  is  essential.  Peroxide  or  other  oxi- 
dizing agents  are  indicated.  Surgery  may 
be  required  at  times,  but  the  dangers  from 
shock  are  extreme.  Conservatism  in  treat- 
ment is  probably  more  important  here  than 
in  any  other  complication  of  diabetes. 

Prognosis 

The  prognosis  in  diabetes,  as  in  many 
other  diseases,  depends  chiefly  on  the  treat- 
ment and  on  the  attitude  and  cooperation  of 
the  patient.  The  physician  may  prescribe  a 
perfect  diet  and  the  correct  dose  of  insulin, 
but  unless  the  patient  cooperates  fully  and 
follows  all  directions,  very  little  improve- 
ment can  be  expected. 

Complications  play  an  important  role  in 
the  prognosis  of  diabetes.  The  introduction 
of  insulin,  however,  has  brought  about  start- 
ling changes  in  the  prognosis  of  practically 
all  complications  of  diabetes. 

The  mortality  from  diabetic  coma  has  been 
reduced  from  61  per  cent  to  20  per  cent  and 
there  has  been  a  corresponding  drop  in  the 
incidence  of  coma. 

Tuberculosis  associated  with  diabetes  no 
longer  is  necessarily  fatal.  Insulin  permits 
the  patient  to  take  a  high  calorie  diet,  which 
formerly  would  have  led  to  the  development 
of  ketosis. 

Diabetic  gangrene  is  more  easily  handled 
with  insulin.  It  is  now  almost  entirely  a 
medical  condition. 

The  diabetic  woman,  with  the  aid  of  in- 
sulin, can  go  through  a  more  or  less  normal  • 
pregnancy  and    be    delivered  of  a    normal 
child.   The  chances  are  only  about  4.6  in  100 
that  the  child  will  be  diabetic. 

In  contrast  to  the  above  picture,  however, 
is  the  prognosis  of  arteriosclerosis  in  dia- 
betic patients.    During  the  past  few  years 
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the  incidence  of  arteriosclerosis  in  diabetes 
has  increased  from  15  per  cent  to  47  per 
cent.  The  reason  is  not  known.  Joslin  has 
raised  the  question  as  to  whether  a  high 
blood  sugar  may  not  at  times  be  necessary 
to  nourish  a  diseased  heart  muscle.  There 
are  some  types  of  diabetes  in  which  the  or- 
dinarily accepted  normal  level  for  blood 
sugar  is  too  low,  and  in  such  cases  the  blood 
sugar  should  be  maintained  at  a  somewhat 
higher  level. 

Conclusion 

The  outlook  for  diabetic  patients  is  excel- 
lent if  the  proper  treatment  is  given  and  if 
there  is  good  cooperation  between  the  patient 
and  the  physician.  Blood  sugar  determina- 
tions are  essential  in  order  to  keep  blood 
sugar  levels  normal. 

The  diabetic  patient  should  live  a  normal 
life,  active  and  gainfully  employed,  if  pos- 
sible, and  should  be  trained  to  be  optimistic 
about  the  condition.  The  life  expectancy  of 
a  diabetic  patient  is  now  unlimited,  and  with 
proper  treatment  he  can  live  a  long  natural 
life  and  finallv  die  of  some  unrelated  cause. 


THE  SYNERGISTIC  EFFECT  OF 

ACETONE  AND  ALCOHOL  IN  THE 

PRODUCTION  OF  SYMPTOMS 

OF  COMA 

Charles  H.  Reid,  Jr.,  M.D. 
Winston-Salem 

The  ingestion  of  alcohol  is  known  to  pre- 
cipitate symptoms  of  acidosis  or  coma  in 
patients  with  diabetes.  The  relative  impor- 
tance of  alcohol  and  the  ketosis  of  unregu- 
lated diabetes  in  such  cases  has  received 
scant  attention.  The  interest  aroused  in  the 
attending  staff  of  this  hospital  by  the  admis- 
sion of  a  diabetic  patient  intoxicated  with 
alcohol  stimulated  the  experimental  studies 
reported  in  this  paper. 

Case  Report 

A  19  year  old  white  male  was  admitted  to  the 
North  Carolina  Baptist  Hospital  in  a  semi-comatose 
condition.  The  patient  had  had  moderately  severe 
diabetes  since  the  age  of  10  years.  At  the  age  of 
15,  he  was  admitted  to  another  hospital  in  mild 
acidosis.  He  had  otherwise  been  in  good  health  and 
had  had  no  known  infection.  For  two  years  he  had 
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indulged  in  frequent  drinking  bouts,  during  which 
he  neglected  his  diet  and  insulin.  During  the  twelve 
hours  before  admission,  the  patient  had  been  drink- 
ing beer  and  probably  whiskey.  He  had  taken  no 
food  for  fifteen  hours  and  had  received  no  insulin 
for  three  days  until  two  hours  before  admission, 
when  his  mother  gave  him  75  units  of  protamine- 
zinc  insulin. 

The  patient  was  drowsy  and  relaxed.  Respirations 
were  deep  and  increased  in  rate;  the  breath  had  a 
"fruity"  odor.  Except  for  dehydration,  the  re- 
mainder of  the  physical  examination  was  negative. 
He  could  be  aroused  from  stupor,  but  responded 
slowly  to  questioning,  and  exhibited  a  mild  degree 
of  euphoria. 

The  urine  gave  a  4  plus  reaction  for  sugar,  ice- 
tone  and  diacetic  acid.  Two  hours  after  the  admin- 
istration of  30  units  of  regular  insulin,  the  blood 
sugar  was  225  mg.  per  100  cc.  and  the  carbon  di- 
oxide combining  power  was  25  volumes  per  cent. 

The  patient  was  vigorously  treated  with  addi- 
tional insulin  and  7  liters  of  parenteral  fluid  in  the 
eighteen  hours  following  admission.  Clinical  im- 
provement was  very  rapid  and  the  patient  was 
ultimately  regulated  on  a  2,000  calorie  diet  with  a 
mixture  of  35  units  of  protamine-zinc  and  55  units 
of  crystalline-zinc  insulin  daily. 

Factors  Producing  Coma  in 
Diabetic  Acidosis 

The  acidosis  resulting  from  unregulated 
diabetes  leads  to  dehydration  and  the  ac- 
cumulation in  the  blood  of  ketone  bodies, 
including  acetone,  and  various  phenol  de- 
rivatives which  act  as  severe  toxins  to  the 
central  nervous  system  '.  Any  chemical  sub- 
stance which  has  a  toxic  or  depressant  effect 
on  the  central  nervous  system  would  aggra- 
vate the  symptoms  of  acidosis.  Alcohol,  bar- 
biturates, and  inhalation  anesthetics  are 
among  such  substances.  The  alteration  in 
the  metabolism  of  carbohydrates  caused  by 
inhalation  anesthetics  increases  the  severity 
of  pre-existing  diabetic  acidosis'-'.  Jetter 
and  McLean'3'  produced  coma  in  rats  by  ad- 
ministering one  half  the  maximal  sublethal 
dose  of  alcohol,  plus  one  half  the  maxi- 
mal sublethal  dose  of  phenobarbital.  They 
found  that  the  same  result  was  produced  by 
the  combination  as  by  a  maximal  sublethal 
dose  of  either  substance. 

A  review  of  the  recent  medical  literature 
revealed  no  information  regarding  the  ef- 
fect on  animals  or  man  of  combinations  of 
alcohol  and  acetone  —  one  of  the  ketone 
bodies  produced  in  the  course  of  diabetic 
acidosis.  The  following  experimental  study 
on  mice  was  undertaken  in  an  effort  to 
throw  some  light  on  this  question. 

1.  The  Oxford  Medicine.  New  York,  Oxford  University  P] 
l"|i.   vol.    1.   p.    71:    vol.    i,    p.    169. 

2.  Tice.  Frederick:  Practice  of  Medicine.  Hagerstown.  Md„ 
\\ .    t.   Prior  Co..   Inc.,   1941.   vol.   9.   p. 

3.  Jetter.  W.  W..  and  McLean.  P..:  Poisoning  by  svnenristir 
F.ffect  of  Ethyl  Alcohol  and  Phenobarbital.  Arch.  Path. 
36:112-122   (July)    1918. 
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Table  1 


-  Animal 

Weight 

Him.) 

Material 
Injected 

Kr).,  t 

Final  Result 

Group  A 

1 

33 

1.0  cc.  1%  acetone 

None 



(acetone) 

2 

27 

1.0  cc.  10%  acetone 

Drunk  5  min. 

Prompt  recovery 

3 

33 

1.2  cc.  10%  acetone 

Drunk   15   min. 

Prompt  recovery 

4 

33 

1.4  cc.  10%  acetone 

Semi-coma  10  min. 

Slow  recovery 

5 

35 

1.6  cc.  10%  acetone 

Deep  coma  3  hours 

Slow  recovery 

6 

25 

1.8  cc.  10%  acetone 

Deep  coma  2  hours 

Recovery  in  15  hours 

7 

28 

1.0  cc.  20%  acetone 

Death  in  5  min. 

No  excess  peritoneal 
fluid  found  at 
autopsy 

Group  B 

8 

1.0  cc.  9.5%  alcohol 

Drunk   30   min. 

Slow  recovery 

(alcohol) 

9 

33 

1.2  cc.  9.5%  alcohol 

Semi-coma  20  rain. 

Slow  recovery 

10 

27 

2.0  cc.  9.5%  alcohol 

Light  coma  20  min. 

Slow  recovery 

11 

33 

2.4  cc.  9.5%  alcohol 

Deep  coma  3  hours 

Recovery  in  24  hours 

12 

33 

2.6  cc.  9.5%  alcohol 

Death  in  2  min. 

No  excess  peritoneal 
fluid  found  at 
autopsy 

Group  C 

13 

33 

0.9  cc.  10%  acetone 

Deep  coma  1  hour 

Recovery  in  less  than 

(combination) 

1.2  cc.  9.5%  alcohol 

15  hours 

14 

27 

1.0  cc.  10%  acetone 
1.2  cc.  9.5%  alcohol 

Deep  coma  1  hour 

Recovery  in  less  than 
15  hours 

Group  D 

15 

27 

2.0  cc.  0.9%  saline 

None 



(control) 

16 

33 

2.0  cc.  0.9%  saline 

None 



17 

35 

2.0  cc.  0.9%  saline 

None 



Experimental  Study 

Seventeen  healthy  albino  mice  weighing 
between  25  and  35  Gm.  were  divided  into 
four  groups.  Group  A,  consisting  of  7  ani- 
mals, received  intraperitoneal  injections  of 
acetone  diluted  with  physiological  saline 
solution  (0.9  per  cent  sodium  chloride). 
Group  B,  consisting  of  5  mice,  were  injected 
intraperitoneally  with  ethyl  alcohol  diluted 
with  physiological  saline  to  make  a  9.5  per 
cent  solution.  The  animals  in  group  C  re- 
ceived intraperitoneal  injections  of  a  mix- 
ture of  9.5  per  cent  alcohol  and  10  per  cent 
acetone.  Group  D,  consisting  of  3  animals, 
received  intraperitoneally  2  cc.  of  saline 
solution  as  a  control.  The  results  are  given 
in  table  1. 

Discussion 

The  symptoms  of  diabetic  acidosis  are 
aggravated  by  the  ingestion  of  alcohol.  The 
narcotic  effect,  however,  is  probably  second- 
ary in  importance  to  the  loss  of  the  sense 
of  responsibility  induced  by  over-indulgence 
in  alcohol.  This  mechanism  apparently  was 
operative  in  the  case  cited.  The  experiments 
recorded  indicate  that  alcohol  does  not  in- 
crease the  potency  of  acetone,  but  simply 
acts  as  additional  ketone  body.  The  toler- 
ance of  a  diabetic  patient  for  alcohol  will 
be  reduced  by  the  extent  of  any  pre-existing 
acidosis. 

The  maximal  sublethal  dose  of  acetone  in 
mice  was  found  to  be  approximately  7.2  cc. 


per  kilogram  of  body  weight.  The  maximal 
sublethal  close  of  absolute  ethyl  alcohol  in 
mice  was  determined  to  be  approximately 
7.6  cc.  per  kilogram  of  body  weight.  A  mix- 
ture of  one  half  the  maximal  sublethal  dose 
of  each  of  these  substances — acetone  and 
alcohol — affected  the  state  of  consciousness 
in  approximately  the  same  degree  as  did  the 
injection  of  one  maximal  sublethal  dose  of 
either  substance  alone. 

Summary 

1.  In  the  therapy  of  coma  in  diabetic  pa- 
tients, the  relative  importance  of  the  roles 
played  by  pre-existing  acidosis  and  possible 
alcoholism  must  be  evaluated. 

2.  Experiments  in  mice  indicate  that  ace- 
tone and  alcohol  have  a  synergistic  effect  in 
inducing  coma. 


The  presence  of  confidence  in  the  physician  as  well 
as  its  absence  is  capable  of  conveying  suggestions 
to  the  patient.  Failure  to  produce  a  feeling  of  con- 
fidence in  his  patients  often  results  from  an  atti- 
tude of  inattention  and  when  this  is  coupled  with  an 
appearance  of  haste  and  of  worry  the  effect  is  dis- 
astrous. It  has  been  said  of  Wilmer  that  he  was  the 
greatest  authority  of  his  time  in  the  field  of  oph- 
thalmology, not  because  he  was  technically  so  ex- 
pert, but  because  of  his  interest  in  people  and  his 
understanding  of  his  patients.  Out  of  these  attri- 
butes he  induced  in  his  patients  an  attitude  of 
serenity  and  confidence.  Such  attitudes  are  not 
brought  about  through  joshing,  sidestepping  or 
clowning;  they  are  the  products  of  genuine  interest, 
of  calmness  of  mind,  of  clarity  of  expression  and  of 
kindness  of  disposition. — Paul  P.  Swett:  Suggestion 
as  a  Cause  of  Disease,  Connecticut  State  M.  J.  8:687 
(Oct.)   1944. 
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THE   EVOLUTION  OF  THE  ASEPTIC 
PRINCIPLE  IN  SURGERY 

IX 

JOSEPH   LISTER    (1827-1912) 

Few  events  in  the  history  of  the  world, 
if  judged  on  a  basis  of  dividends  paid  in  the 
saving  of  human  life  and  suffering,  rank 
with  the  discovery  of  the  antiseptic  prin- 
ciple in  surgery.  With  our  modern  operat- 
ing rooms  and  aseptic  ritual  it  is  difficult 
now  to  visualize  the  terrible  and  tragic  con- 
ditions prevailing  eighty  years  ago,  in  the 
pre-antiseptic  era.  Erysipelas,  pyemia,  sep- 
ticemia, hospital  gangrene,  and  tetanus  were 
never  absent  from  the  wards,  and  every  op- 
erative wound  was  infected.  It  is  small 
wonder  that  "pure"  creamy  pus,  without 
the  tell-tale  odor  of  incipient  gangrene,  was 
referred  to  as  laudable.  Because  of  sepsis, 
little  progress  had  been  made  during  the 
preceding  centuries  in  extending  the  scope 
and  indications  for  surgery,  although  the 
number  of  operations  had  increased  some- 
what with  the  introduction  of  anesthesia. 
Even  today  there  are  still  those  who  can  re- 
call the  time  when  abdominal  surgery  was 
hardly  thought  of;  when  practically  the  only 
operation  performed  on  the  thorax  was 
empyema  drainage,  and  when  the  cranial 
cavity  and  spinal  cord  were  virtually  unex- 
plored. Amputation,  lithotomy,  vascular 
surgery,  and  the  drainage  of  abscesses  made 
up  the  bulk  of  a  surgeon's  practice.  Surgical 
results  were  judged  by  the  mortality  statis- 
tics of  amputations,  and  25  per  cent  was 
considered  "very  low" ;  50  per  cent  was  a 
more  normal  figure. 

In  reviewing  the  previous  sketches  in  this 
series  on  the  development  of  asepsis,  we  see 
how  few  are  actually  concerned  with  sur- 
geons or  surgery.  However,  after  the  cause 
of  fermentation  and  suppuration  had  been 
demonstrated,  the  surgeons  were  quick  to 
seize  the  lead.  It  fell  to  the  lot  of  a  young 
English  surgeon,  Joseph  Lister  (later  Lord 
Lister),  to  apply  Pasteur's  principles  to 
clinical  surgery. 

Joseph  Lister  was  born  April  5,  1827,  at 
Upton,  Essex,  the  son  of  a  well-to-do  Quaker 
wine  merchant.    He  grew  up  in  a  scholarly 


and  scientific  atmosphere.  His  father  had 
a  sound  knowledge  of  Latin,  French,  and 
German  and  devoted  his  spare  time  to  the 
study  of  optics,  a  field  in  which  he  made 
great  contributions.  Lister  early  attended 
private  schools  conducted  by  the  Society  of 
Friends  and  subsequently  proceeded  to  Uni- 
versity College,  London,  where  he  was  grad- 
uated B.A.  at  the  age  of  20.  He  shortly 
thereafter  had  a  "nervous  breakdown,"  ac- 
companied by  a  severe  depression,  which 
necessitated  a  long  holiday.  In  1848  he  re- 
sumed his  studies  at  the  University  College 
Hospital,  graduating  in  medicine  in  1852. 
In  1853  he  accepted  a  position  in  Edinburgh 
as  assistant  to  Dr.  James  Symes  and,  a  year 
later,  married  Dr.  Symes's  eldest  daughter. 
After  seven  years  in  Edinburgh,  Lister  was 
made  Regius  Professor  of  Surgery  at  Glas- 
gow (1860),  and  it  was  here  that  one  of  his 
colleagues,  Dr.  Thomas  Anderson,  Professor 
of  Chemistry,  first  called  his  attention  to  the 
work  and  writings  of  Pasteur.  To  Lister, 
who  had  already  given  much  thought  to  in- 
flammation and  suppuration,  the  knowledge 
that  putrefaction  was  in  fact  fermentation, 
that  it  was  caused  by  the  growth  of  micro- 
organisms carried  on  the  dust  floating  in 
the  air,  and  that  it  was  possible  to  free  the 
air  of  these  particles  by  heat,  filtration,  or 
chemical  action,  promised  to  be  the  missing 
link  in  his  search  for  a  method  of  assuring 
healing  by  primary  intention.  If,  indeed, 
Pasteur's  conclusions  were  correct,  the  mys- 
tery of  wound  infections  would  be  solved. 
Lister  set  about  immediately  to  apply  these 
exciting  new  ideas  to  wound  healing. 

Of  the  three  methods  available  for  de- 
stroying the  germs  in  the  air,  Lister  chose 
the  chemical  as  the  most  practicable.  For- 
tunately, the  first  antiseptic  which  he  tried 
was  carbolic  acid  (German  creosote),  un- 
purified  but  effective.  On  August  12,  1865, 
he  employed  it  with  complete  success  in  a 
case  of  compound  fracture,  and  in  1867  he 
published  his  first  paper  on  the  subject  in 
the  Lancet — "A  New  Method  of  Treating 
Compound  Fractures,  Abscesses,  Etc."  (fig. 
1 ) .  Several  months  later,  he  read  before  the 
British  Medical  Association  in  Dublin  a  pa- 
per significantly  entitled  "On  the  Antiseptic 
Principle    in  the  Practice    of  Surgery,"    in 
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Fig.  1.  The  first  page  of  Lister's  first  paper 
on  the  antiseptic  system  of  surgery,  which  ap- 
peared in  the  Lancet  in  1867.  (American  edi- 
tion;  from   the  author's   collection) 

which  he  described  the  evolution  of  the  first 
rational  treatment  of  wounds  in  the  history 
of  surgery,  a  treatment  based  on  a  sound 
knowledge  of  the  etiology  and  pathogenesis 
of  suppuration. 

"In  the  course  of  an  extended  investigation  into 
the  nature  of  inflammation,  and  the  healthy  and 
morbid  condition  of  the  blood  in  relation  to  it,  I 
arrived,  several  years  ago,  at  the  conclusion  that 
the  essential  cause  of  suppuration  in  wounds  is  de- 
composition, brought  about  by  the  influence  of  the 
atmosphere  upon  blood  or  serum  retained  within 
them,  and,  in  the  case  of  contused  wounds,  upon 
portions  of  tissues  destroyed  by  the  violence  of  the 
injury. 

'To  prevent  the  occurrence  of  suppuration,  with 
all  its  attendant  risks  was  an  object  manifestly  de- 
sirable, but  till  lately  apparently  unattainable,  since 
it  seemed  hopeless  to  attempt  to  exclude  the  oxygen 
which   was    universally   regarded   as   the   agent   by 

hich  putrefaction  was  effected.  But  when  it  had 
been  shown  by  the  researches  of  Pasteur  that  the 
septic  property  of  the  atmosphere  depended,  not  on 
the  oxygen  or  any  gaseous  constituent,  but  on  mi- 
nute organisms  suspended  in  it,  which  owed  their 
energy  to  their  vitality,  it  occurred  to  me  that  de- 
composition in  the  injured  part  might  be  avoided 
without  excluding  the  air  by  applying  as  a  dress- 
ing some  material  capable  of  destroying  the  life 
of  the  floating  particles. 

"Upon  this  principle  I  have  based  a  practice  of 
which  I  will  now  attempt  to  give  a  short  account. 


"The  material  which  I  have  employed  is  carbolic 
or  phenic  acid,  a  volatile  organic  compound  which 
appears  to  exercise  a  peculiarly  destructive  influ- 
ence upon  low  forms  of  life  and  hence  is  the  most 
powerful  antiseptic  with  which  we  are  at  present 
acquainted. 

"The  first  class  of  cases  to  which  I  applied  it  was 
that  of  compound  fractures,  in  which  the  effects  of 
decomposition  in  the  injured  part  were  especially 
striking  and  pernicious  .  .  . 

"If  the  severest  form  of  contused  and  lacerated 
wounds  heal  kindly  under  the  antiseptic  it  is  ob- 
vious that  its  application  to  simple  incised  wounds 
must  be  merely  a  matter  of  detail. 

"There  is,  however,  one  point  more  that  I  cannot 
but  advert  to — namely,  the  influence  of  this  mode 
of  treatment  upon  the  general  healthiness  of  an 
hospital.  Previously  to  its  introduction,  the  two 
large  wards  in  which  most  of  my  cases  of  accident 
and  of  operation  are  treated  were  amongst  the  un- 
healthiest  in  the  whole  surgical  division  of  the 
Glasgow  Royal  Infirmary,  in  consequence,  appar- 
ently, of  those  wards  being  unfavourably  placed 
with  reference  to  the  supply  of  fresh  air;  and  I  have 
felt  ashamed,  when  recording  the  results  of  my 
practice,  to  have  so  often  to  allude  to  hospital  gan- 
grene or  pyemia.  It  was  interesting,  though  melan- 
choly, to  observe  that  whenever  all,  or  nearly  all, 
the  beds  contained  cases  with  open  sores,  these 
grievous  complications  were  pretty  sure  to  show 
themselves;  so  that  I  came  to  welcome  simple  frac- 
tures, though  in  themselves  of  little  interest  either 
for  myself  or  the  students,  because  their  presence 
diminished  the  proportion  of  open  sores  among  the 
patients.  But  since  the  antiseptic  treatment  has 
been  brought  into  full  operation  and  wounds  and 
abscesses  no  longer  poison  the  atmosphere  with 
putrid  exhalations,  my  wards,  though  in  other  re- 
spects precisely  under  the  same  circumstances  as 
before,  have  completely  changed  their  character;  so 
that  during  the  last  nine  months  not  a  single  in- 
stance of  pyemia,  hospital  gangrene,  or  erysipelas 
has  occurred   in   them." 

Lister  repeatedly  emphasized  that  the  suc- 
cess of  his  treatment  was  due  not  to  the 
unique  virtues  of  any  one  antiseptic,  but  to 
the  principle  that  putrefaction  was  caused 
by  microorganisms  constantly  present  in  the 
air  and  could  be  prevented  by  the  destruc- 
tion of  these  organisms  before  or  sometimes 
even  after  they  had  gained  access  to  the 
wound.  This  revolutionary  concept  was  diffi- 
cult for  the  profession  to  grasp,  and  it  met 
with  considerable  opposition.  Many  insisted 
upon  calling  it  the  "carbolic  acid  treatment," 
and  completely  lost  sight  of  the  underlying 
principle  necessary  for  its  proper  applica- 
tion. It  has  its  champions,  however — par- 
ticularly on  the  continent — and  soon,  be- 
cause of  continued  improvement,  merged 
into  our  present-day  aseptic  system.  Some 
of  our  earlier  ideas  have  changed,  but  the 
original  premise  upon  which  Lister  based 
his  work  is  still  valid. 

In  the  words  of  Lucas-Championniere. 
there  are  but  two  periods  in  surgery — that 
before  Lister  and  that  after. 

J.  C.  T. 
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V-J  DAY 

It  is  hard  to  realize  that  the  greatest  war 
in  the  history  of  the  world  is  over.  Even 
though  the  news  of  Japan's  surrender  had 
been  anticipated  hourly  for  four  uneasy 
days.  President  Truman's  announcement 
that  the  Japanese  emperor  had  agreed  to 
order  his  people  to  lay  down  their  arms 
seemed  almost  unbelievable.  To  the  minds 
of  most  people,  almost  before  they  could 
grasp  the  glorious  realization  that  the  world 
is  actually  at  peace,  came  sobering  thoughts 
to  temper  the  first  exuberance  of  joy. 


The  first  thought  is  the  terrific  price  that 
victory  cost — not  only  the  staggering  na- 
tional debt  that  must  be  paid  somehow,  but 
the  thousands  of  lives  lost  and  the  many 
more  thousands  of  bodies  and  minds  that 
will  be  forever  scarred.  Yet  the  cost  to  our 
own  nation  seems  small  when  we  consider 
the  pathetic  plight  of  so  many  countries  in 
Europe — all  looking  to  the  United  States  as 
the  international  Good  Samaritan,  who  is 
expected  to  dress  their  wounds,  feed  them, 
clothe  them,  and  warm  them. 

Another  sobering  thought  is  that  future 
wars  must  be  prevented — for  another  world 
war  would  destroy  civilization.  America  is 
in  a  position  where  she  must  play  the  lead- 
ing role  in  preserving  peace.  The  responsi- 
bility is  staggering,  but  we  can  not  shirk  it 
now.  as  we  did  after  the  first  World  War. 
This  time  we  must  keep  faith  with  those 
who  sleep — not  only  in  Flanders  Field,  but 
in  Africa,  in  Bataan,  in  Okinawa,  and  in 
other  battlefields  too  numerous  to  recount. 

Happily,  there  are  more  cheerful  thoughts 
for  V-J  Day.  One  is  that  the  mothers,  wives, 
sisters,  and  sweethearts  of  service  men  can 
now  lie  down  and  sleep  in  the  peace  that 
comes  with  knowing  that  their  loved  ones 
are  no  longer  in  constant  danger.  Nobody 
realizes  more  fully  than  the  doctor  how 
many  who  have  never  worn  a  uniform  have 
been  casualties  of  this  war. 

Another  inspiring  thought  is  the  enor- 
mous strides  made  by  science — especially  in 
medicine.  Apparently  it  takes  the  powerful 
stimulus  of  war  to  force  scientific  discover- 
ies into  fruition.  Many  of  these  discoveries 
will  continue  to  bless  mankind  for  genera- 
tions to  come. 

Our  medical  men  have  acquitted  them- 
selves nobly,  and  have  won  highest  praise. 
In  its  gratitude  to  the  members  of  our  State 
Society  who  have  served  their  country  so 
well,  this  Journal  can  only  repeat  what  was 
said  in  its  editorial  on  V-E  Day : 

"To  the  North  Carolina  doctors  who  are 
in  the  armed  forces  this  JOURNAL  speaks  for 
all  the  civilian  doctors  in  North  Carolina  in 
offering  its  thanks  for  the  services  you  have 
rendered.  You  may  rest  assured  that  those 
of  us  who  have  'stayed  by  the  stuff  at  home 
are  eagerly  looking  forward  to  your  return 
and  will  do  all  that  is  in  our  power  to  help 
you  become  adjusted  to  civilian  life  and 
civilian  practice  once  more.  We  know  that 
you  have  learned  much  that  you  can  teach 
us  as  we  gather  in  future  meetings." 
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THE  SERVICE  MEN  SPEAK 
THEIR  MINDS 

Naturally  everyone  in  this  country  is 
greatly  interested  in  what  our  men  in  serv- 
ice overseas  are  thinking  —  about  the  way 
things  are  going  at  home,  about  their  own 
experiences  in  the  military  forces,  and  about 
the  future  which  faces  us  all.  Since  V-J  Day 
this  interest  has  been  intensified.  A  few  ex- 
pressions of  opinion  on  these  subjects, 
gleaned  from  personal  letters  or  from  ex- 
changes, are  given  here. 

In  the  July  issue  of  the  Sedgwick  County 
(Kansas)  Medical  Bulletin,  Capt.  C.  T.  Frey 
says  in  part: 

"I  wish  I  could  help  share  the  overload  for  we 
have  here  a  half-million  dollars  worth  of  doctors 
(at  $20,000  per  head)  doing  two  bits  worth  of  work. 

"The  items  which  come  through  about  socialized 
medicine  are  disturbing,  to  say  the  least.  In  Holland 
I  got  well  acquainted  with  the  Dutch  system,  organ- 
ized under  the  Germans,  of  compulsory  medical  in- 
surance for  large  groups  of  people.  In  case  you  are 
interested  I'll  point  out  a  few  of  the  features  of  the 
Dutch  plan  .  .  . 

"From  the  patient's  standpoint,  if  he  becomes  ser- 
iously ill  and  finds  himself  getting  worse,  losing  con- 
fidence in  his  doctor  or  wishing  a  consultation,  he 
cannot  change  doctors  except  at  the  trimester  or  ob- 
tain a  consultation  unless  the  doctor  feels  it  indis- 
pensable. If  the  patient  wishes  it  anyway,  he  must 
pay  the  bill  himself.  Also,  as  to  the  care  received — 
the  swamping  of  the  doctors  sometimes  necessitates 
waiting  two  or  three  days  for  a  home  call  after  the 
request  has  been  made. 

"From  the  doctor's  standpoint  the  privilege  of 
everyone  on  his  panel  to  request  a  call  'without  ex- 
pense or  obligation'  results  in  an  almost  constant 
backlog  of  completely  unnecessary  calls.  The  con- 
scientious doctor  attempts  to  give  priority  on  basis 
of  urgency,  but  it's  hard  to  avoid  mistakes.  And  a 
hopeless  'What  the  hell?'  attitude  is  difficult  to 
avoid. 

".  .  .  Under  our  system  no  one  is  formally  aware 
of  who  consults  a  given  doctor,  or  how  frequently, 
or  the  nature  of  the  condition.  Under  the  socialized 
plan  the  private  doctor-patient  relationship  must  be 
a  matter  of  public  record  for  revenue  purposes. 

"We  should  evolve  in  the  States  some  form  of 
prepayment  plan  to  eliminate  the  financial  tragedy 
of  prolonged  illness  in  a  middle  class  family,  but  I 
hope  whatever  evolves  will  at  least  have  the  follow- 
ing features: 

"1.  Completely  voluntary  participation. 

"2.  Payment  to  the  doctor  on  the  basis  of  work 
done,  rather  than  a  panel  system. 

"3.  Some  payment,  even  if  only  fractional,  by  the 
patient  for  every  call  requested. 

"4.  A  minimum  of  records  and  forms  (the  Dutch 
plan  has  this  because  payment  is  not  on  the  basis 
of  work  done).  My  experience  with  army  medicine 
has  been  50%  work  and  50%  writing  about  it." 
*     *     *     * 

The  following  excerpts  are  taken  from  a 
personal  letter  which  expresses  very  much 
the  same  thought  that  was  contained  in  the 


letter  from  five  anonymous  doctors  published 
in  the  Journal  of  the  America}},  Medical  As- 
sociation for  July  14  (page  815).  On  Easter 
Sunday  a  former  house  officer  in  a  North 
Carolina  hospital  wrote  from  somewhere  in 
France : 

"As  we  sit  here  (about  50  idle  medical  officers) 
our  thoughts  turn  to  the  Pacific  theater  and  to  the 
practice  of  medicine  at  home.  I  can  write  for  myself 
only,  but  my  thoughts  are  shared  by  others  here. 
We'd  like  to  know  our  status  in  relation  to  physi- 
cians who  are  just  entering  the  service  ...  In  our 
hospital  there  are  no  ASTP  doctors.  Some  of  our 
men  have  been  in  the  army  only  6  months  .  .  .  but 
others  have  been  in  since  1939  and  1940.  When  the 
time  comes  for  cutting  down  on  the  number  of  doc- 
tors in  the  service,  we  wonder  whether  the  ASTP 
boys  (who  are  only  beginning  to  arrive  at  Carlisle 
Barracks  for  training  as  officers  and  for  assignments 
as  army  doctors)  will  be  given  priority  for  the  prac- 
tice of  medicine  or  whether  they  will  be  indoctri- 
nated and  sent  to  relieve  us  for  civilian  practice. 

"Does  this  read  like  the  outcry  of  selfish  individ- 
uals? We  feel  that  those  who  paid  .  .  .  for  the  med- 
ical education  of  these  doctors  (and  we  are  tax- 
payers too)  have  a  right  to  ask  them  to  stand  guard 
in  turn  .  .  . 

"What  is  this  'standing  guard'?  It  includes  wait- 
ing patiently  and  impatiently  in  an  isolated  atmos- 
phere of  uncertainty  away  from  patients,  away  from 
medical  books,  away  from  journals  (I  subscribe  to 
4  or  5  but  I've  received  no  copy  of  the  North  Caro- 
lina Medical  Journal  since  November  1944  and,  in 
fact,  just  one  copy  of  any  journal — the  J.A.M.A. — 
since  November)  and  away  from  societies  or  any 
type  of  stimulating  medical  thought.  It  is  all  right 
to  sit  thus  if  one  has  no  ambition  but  for  young 
doctors  this  is  ruinous.  One  is  amazed  to  learn  how 
rapidly  (I've  been  thus  isolated  for  6  months — no 
patients!!)  the  very  terms  of  daily  hospital  conver- 
sation can  slip  away.  Yes — I'm  in  favor  of  post-war 
refresher  courses.  Yes — I'm  in  favor  of  anything 
that  can  be  devised  to  give  me  something  to  do 
along  professional  lines.  And  for  6  months  (it's  no 
one's  fault;  this  is  a  part  of  the  price  we  pay)  we 
50  doctors  have  been  stagnating  .  .  . 

"...  I  hope  there  will  be  recognition  given  to  the 
men  who  have  served  faithfully  by  painful  idleness 
— far  from  the  danger  zone  and  far  from  their  be- 
loved work!  I  hope  relief  will  come  just  as  rapidly 
as  the  younger  men,  who  were  paid  to  accept  their 
medical  education,  can  be  indoctrinated  and  sent 
over  here  and  everywhere  else." 
*     *     *     * 

And  finally,  the  Winston-Salem  Journal 
and  Sentinel  for  July  8  published  a  letter 
from  Lieutenant  Tom  Wood,  Jr.,  to  his 
father,  which  is  reprinted  in  part  below. 
Tom  is  not  a  medical  man,  but  his  senti- 
ments will  find  favor  with  nearly  all  doctors, 
whether  in  service  or  in  civilian  practice. 

"I've  been  reading  a  lot  lately  about  the  socialis- 
tic trends  and  developments  of  the  U.  S.  We've  had 
a  lot  of  'bull  sessions'  about  them.  Now,  it's  quite 
evident  that  no  true  Americans  want  any  part  of 
socialism.  We  don't  know  just  how  you're  going  to 
stop  these  things,  but  we  do  know  that  it's  up  to 
you  to  stop  them,  and  now  that  we've  only  Japan 
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to  worry  about,  it  won't  be  as  hard  to  turn  your  at- 
tentions to  them.  We  can't  do  an  awful  lot  about  the 
situation,  either  because  we're  too  busy  or  too  far 
away.  But  we  have  a  lot  of  thinking-time  on  our 
hands,  and  we  can  spur  you  on  in  our  letters. 

"We  are  going  to  feel  awfully  let  down  if,  after 
winning  the  war  over  here  in  the  Pacific,  you  people 
back  there  will  have  lost  the  nation  to  a  socialistic 
regime. 

"I  don't  doubt  that  there  are  many  of  these  fifth 
columnists  who  have  managed  to  remain  in  the  back- 
ground, waiting  their  turn  to  come  into  power;  but 
they  can  be  dug  out  eventually,  and  given  a  good 
hard  kick  back  toward  the  men  who  sent  them. 
Meanwhile,  there  are  men  who  have  been  exposed 
as  communists  or  socialists,  even  Nazi  saboteurs, 
who  are  either  still  in  positions  of  power  or  free  to 
begin  again  .  .  . 

"Isn't   there   any   sense   of   responsibility   left   in 
America  to  stop  these  things  ?   You're  busy  with  a 
war,  you  say.  Well,  you're  not  that  busy." 
*     *     *     * 

These  letters,  the  North  Carolina  Medi- 
cal Journal  believes,  represent  a  fair  cross 
section  of  the  thought  of  our  men  in  service. 
Their  opinions  are  entitled  to  the  greatest 

respect. 

*     *     *     * 

ACCELERATING  EDUCATION  AT 
THE  WRONG  END 

Some  time  ago  Carl  Goerch  told  over  the 
radio  a  storv  that  is  more  true  than  funny: 
When  a  class  of  university  students  was 
asked  at  the  beginning  of  the  war.  "What 
individual,  aside  from  your  father  and 
mother,  has  had  the  greatest  influence  on 
your  life?"  one  bright  boy  answered,  "Adolf 
Hitler."  Certainly  Hitler  has  had  a  pro- 
found influence  on  the  education  of  our 
youth.  For  most  of  those  who  are  physically 
fit  formal  education  has  been  abandoned  or 
postponed ;  for  others  the  educational  pro- 
cess has  been  accelerated  to  the  greatest  pos- 
sible degree. 

The  tremendous  effort  now  being  made  to 
save  six  months,  a  year,  or  two  years  in 
medical  education  gives  rise  to  several  ques- 
tions: (1)  Is  it  wise  to  eliminate  the  so- 
called  humanities  or  classical  subjects  from 
pre-medical  education?  (2)  Have  we  been 
wrong  in  stressing  the  value  of  hospital 
training,  since  most  medical  graduates  are 
now  being  given  the  responsibility  of  caring 
for  our  service  men  after  only  nine  months 
of  hospital  internship?  (3)  Is  a  boy  intellec- 
tually and  emotionally  mature  enough  for 
the  responsibilities  of  practice  less  than  five 
years  after  he  has  finished  high  school? 


It  is  true  that  one  may  become  a  skilled 
operator,  a  first-class  technician,  or  a  clever 
diagnostician  without  knowing  Plato  from 
pinochle  or  Shakespeare  from  Sanskrit. 
There  is  little  doubt,  however,  but  that  the 
time-honored  "broad  cultural  foundation" 
gives  any  doctor  a  greater  insight  into  that 
most  fascinating  of  all  problems,  human  be- 
havior; that  it  gives  him  more  self-respect; 
and  that  it  helps  to  insure  that  he  will 
achieve  the  highly  respected  place  in  the 
community  that  is  traditionally  the  physi- 
cian's birthright. 

It  is  also  true  that  in  the  early  days  of 
American  medicine  men  like  J.  Marion  Sims 
could  become  leaders  in  the  profession  with- 
out prolonged  hospital  internships  or  resi- 
dencies ;  but  the  field  of  medical  knowledge 
has  broadened  so  greatly  since  then  that  it 
is  increasingly  important  for  young  doctors 
to  have  from  one  or  two  to  five  years  on  the 
resident  staff  of  an  approved  hospital  if 
they  expect  to  attain  the  top  of  the  ladder 
professionally.  Certainly  nine  months  of  ro- 
tating internship) — which  is  the  maximum 
allowed  two-thirds  of  our  present-day  grad- 
uates— is  far  too  short  a  time  to  qualify  a 
medical  graduate  as  an  expert  surgeon  or 
internist. 

Finally,  it  is  no  reflection  upon  the  present 
generation  to  suggest  that  a  boy  who,  after 
leaving  high  school,  spends  fifteen  or  six- 
teen months  in  a  pre-medical  course,  three 
years  in  a  medical  school,  and  nine  months 
in  a  hospital  is  hardly  seasoned  enough  to 
exercise  the  calm  judgment  expected  of  a 
medical  practitioner. 

At  the  risk  of  tiresome  repetition,  may 
this  Journal  again  call  attention  to  an  op- 
portunity to  save  time  at  the  other  end  of  a 
youth's  education — namely,  in  the  primary 
and  early  elementary  grades.  The  waste  of 
time  in  these  grades  is  appalling,  and  the 
more  to  be  deplored  because  it  inculcates 
slovenly  habits  of  study.  As  was  pointed 
out  in  a  former  editorial'11,  an  average  child 
can,  with  less  than  an  hour's  instruction  a 
day,  cover  the  work  done  in  the  first  two 
primary  grades  in  a  single  school  year.  If 
time  becomes  so  valuable  after  high  school, 
why  should  it  not  be  saved  in  the  primary 
grades? 

l.    Editorial,    Acceleration   of   Priniarv  Education,   North  Car- 
olina M.  J.  5:558   (Nov.)    1941. 
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CLINICO-PATHOLOGICAL 

CONFERENCE 

Bowman  Gray  School  of  Medicine  of 
Wake  Forest  College 

A  white,  married,  25  year  old  housewife 
was  admitted  to  the  obstetrical  service  of 
the  North  Carolina  Baptist  Hospital  on 
January  18,  1945.  Her  chief  complaints 
were  swelling  of  the  legs  (duration,  four 
weeks)  and  almost  constant  backache  which 
at  times  had  been  excruciating  (duration, 
one  week).  The  last  menstrual  period  was 
on  October  15,  1944. 

The  patient  had  always  been  in  good 
health  prior  to  her  marriage  in  1942.  When 
she  became  pregnant  that  year,  she  was 
bothered  with  dysuria  and  incontinence,  . 
both  of  which  disappeared  after  the  spon- 
taneous abortion  of  a  three-months  fetus. 
The  second  pregnancy  occurred  in  1943  and 
was  attended  by  backaches,  swelling  of  the 
feet  and  legs,  and  severe  headaches.  Her  lo- 
cal physician  told  her  that  she  had  high 
blood  pressure,  and  put  her  to  bed  for  two 
months  prior  to  delivery.  All  of  her  com- 
plaints disappeared  immediately  after  deliv- 
ery of  twin  girls  at  term.  In  September, 
1944,  her  knees  and  ankles  began  to  hurt  so 
badly  that  she  was  unable  to  walk;  later 
the  joints  of  the  hands  became  swollen  and 
painful.  The  joint  involvement  improved 
slowly  during  the  next  six  weeks,  and  late 
in  October,  1944,  the  patient  again  became 
pregnant.  Her  headaches  and  backaches  re- 
turned almost  immediately.  Her  feet  began 
to  swell  about  Christmas  and  continued  to 
do  so  until  the  patient  was  admitted  to  this 
hospital. 

The  past  history  revealed  no  evidence  of 
syphilis  or  gonorrhea.  Her  average  weight 
prior  to  pregnancy  had  been  118  pounds;  on 
admission  to  the  hospital  she  weighed  132 
pounds.  The  review  of  systems  was  non- 
contributory. 

Physical  examination 

The  temperature  was  99.2  F.,  the  pulse 
90,  respirations  20,  blood  pressure  180  sys- 
tolic, 110  diastolic.  The  patient  was  very 
pale  and  was  lying  quietly  in  bed  without 
orthopnea.  Marked  puffiness  about  the  face 
and  pitting  edema  of  the  feet  and  ankles 
were  noted.  There  was  no  lymphadenopathy. 


The  skin  was  warm  and  dry,  and  over  the 
bridge  of  the  nose  and  cheeks  there  was  a 
dark,  erythematous  lesion  which  was  not 
raised.  Examination  of  the  eyes,  including 
the  optic  fundi,  was  normal,  although  one 
examiner  reported  arteriolar  spasm  in  the 
eyegrounds  without  exudate  or  scarring. 
Oral  hygiene  was  poor,  and  there  was  slight 
hyperemia  of  the  pharynx.  The  tongue  ap- 
peared rather  smooth  and  atrophic  about 
the  edges.  The  thyroid  gland  was  palpable 
but  not  enlarged.  The  lungs  were  clear.  The 
heart  was  enlarged  to  the  left  just  beyond 
the  midclavicular  line.  The  rhythm  was  reg- 
ular except  for  occasional  extrasystoles. 
Blowing  systolic  murmurs  were  heard  at 
the  apex  and  over  the  pulmonic  areas.  The 
uterine  fundus  was  palpable  5  cm.  above  the 
symphysis  pubis.  Slight  tenderness  in  the 
right  flank  was  noted  by  one  examiner. 

Accessory  clinical  findings 

A  catheterized  specimen  of  urine  was 
grossly  bloody  and  contained  innumerable 
white  blood  cells  and  red  blood  cells  and  3 
to  5  granular  and  hyaline  casts  per  high 
power  field ;  there  was  a  4  plus  reaction  for 
albumin ;  the  benzidine  test  was  positive. 
The  Addis  count  showed  440,000  casts,  22.- 
000,000  red  cells  and  14,500,000  white  cells.* 
The  Esbach  test  showed  an  average  of  5.5 
Cm.  of  albumin  per  liter.  The  urea  clear- 
ance test  showed  24  per  cent  of  normal 
function.  A  phenolsulf  onphthalein  test 
showed  5  per  cent  excretion  in  one  half  hour 
and  a  total  of  5  per  cent  in  two  hours. 

The  hemoglobin  was  10.4  Gm.,  the  red 
cell  count  3,740,000,  the  color  index  0.99. 
The  sedimentation  rate,  corrected,  was  28 
mm.  in  an  hour.  The  hematocrit  was  25  vol- 
umes per  eent,  the  mean  corpuscular  volume 
70  cubic  micra,  the  mean  corpuscular  hemo- 
globin content  27.8  x  101-  Gm.  There  were 
9,800  white  blood  cells  with  65  per  cent  seg- 
mented polymorphonuclears  and  8  per  cent 
non-segmented  polymorphonuclears,  2  per 
cent  large  lymphocytes,  23  per  cent  small 
lymphocytes,  2  per  cent  monocytes.  Plate- 
lets were  numerous. 

The  nonprotein  nitrogen  was  37  mg.  per 

*  The  normal  values  for  the  Addis  sedimentation 
count  are  as  follows: 


Element 
R.B.C. 
W.B.C.  and 

epithelial    cells 
Hyaline  casts 
Epithelial   casts 


Normal    Range 
0  to  425,000 

32,400  to  1,000,000 
0  to  5,000 
Very  rare 


Average 
65,760 


322,550 
1,000 
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100  cc,  the  total  serum  proteins  3.4  Gm.  per 
cent  (albumin  2  Gm..  globulin  1.4  Gm.). 
The  carbon  dioxide  combining  power  was  31 
volumes  per  cent.  The  prothrombin  time 
was  13  seconds  as  compared  with  a  control 
of  13.5  seconds.  The  clotting  time  was  3 
minutes,  the  bleeding  time  1.5  minutes.  Clot 
retraction  was  complete  in  9  hours. 

A  blood  Kahn  test  was  negative.  A 
brucella  agglutination  test  was  positive  in 
a  dilution  of  1  to  20.  Agglutination  for 
Proteus  OX-K  was  positive  in  the  same  dilu- 
tion :  for  typhoid  H,  in  a  dilution  of  1  to  10. 
Agglutinations  for  paratyphoid  A  and  B 
were  negative.  The  first  two  blood  cultures 
were  negative:  the  third  and  fourth  blood 
cultures  were  positive  for  beta  hemolytic 
streptococci  and  Escherichia  coli  respective- 
ly, both  of  which  were  thought  to  be  con- 
taminant's: three  subsequent  blood  cultures 
were  negative.  A  throat  culture  showed 
Staphylococcus  albus  and  Bacillus  aero- 
genes.  Urine  culture  was  positive  for  Esch. 
coli.  negative  for  acid-fast  bacilli. 

Fluoroscopy  of  the  chest  showed  the  lungs 
clear.  There  was  moderate  cardiac  enlarge- 
ment, predominantly  left  ventricular  hyper- 
trophy. Pulsations  of  the  heart  were  slow. 
An  electrocardiogram  showed  the  PR  inter- 
val .20.  QRS  time  .06.  an  inverted  T4.  and 
low  voltage  P  and  QRS  complexes:  ventricu- 
lar premature  beats  were  noted :  there  was 
no  axis  deviation. 

Course  in  the  hospital 

The  temperature  and  pulse  rate  were  rela- 
tively normal  until  the  fifth  hospital  day,  at 
which  time  the  temperature  rose  to  100.4 
F.  On  the  following  day  the  temperature 
gradually  rose  to  103.6.  The  patient  received 
a  total  of  1750  cc.  of  plasma  during  the  first 
week,  but  the  total  serum  proteins  remained 
unchanged.  On  the  twelfth  hospital  day  the 
patient  was  started  on  sulfanilamide.  3  Gm. 
daily.  She  was  digitalized  and  placed  on  ac- 
cessorv  vitamin  therapy  and  ferrous  sul- 
fate. The  temperature  continued  to  spike 
daily,  running  as  high  as  103.6  F.,  with  an 
average  of  approximately  101.  The  nonpro- 
tein nitrogen  gradually  rose  to  104  mg.  per 
100  cc.  and  the  total  serum  proteins  to  4.4 
Gm.  per  cent.  Blood  chlorides  fell  to  84  milli- 
equivalents  per  liter.  The  blood  cholesterol 
was  found  to  be  245  mg.  per  100  cc.  on 
January  24. 

On  February  2  the  patient  expelled  a 
macerated  fetus,  measuring  31  •>  inches  from 


crown  to  rump.  She  bled  rather  freely  for 
a  while,  but  after  the  placenta  was  expelled 
the  bleeding  ceased. 

On  February  3  the  patient  was  trans- 
ferred to  the  medical  service.  Her  blood 
pressure  at  that  time  was  200  systolic,  135 
diastolic.  The  nonprotein  nitrogen  was  102 
mg.  per  100  cc.  the  blood  calcium  7.1  mg. 
per  100  cc.  phosphorus  7  mg.  per  100  cc. 
Physical  signs  of  pulmonary  consolidation 
in  the  left  lower  lobe  were  present,  and 
fluoroscopic  examination  showed  atelectasis 
of  the  left  lower  lobe.  On  February  5  peni- 
cillin was  started  (10.000  units  every  two 
hours  intramuscularly) ,  and  the  patient  was 
placed  in  an  oxygen  tent  because  of  marked 
dyspnea.  A  transfusion  of  200  cc.  of  whole 
blood  was  also  given  on  this  day  without 
causing  elevation  of  temperature.  The  pa- 
tient became  more  and  more  dyspneic  and 
expired  quietly  twenty-five  minutes  follow- 
ing completion  of  the  blood  transfusion. 
Blood  chemistry  studies  on  the  day  of  the 
patient's  death  showed  the  nonprotein  nitro- 
gen 154  mg.  per  100  cc,  serum  proteins  5.3 
Gm.  per  100  cc.  carbon  dioxide  combining 
power  33  volumes  per  cent,  sulfonamide 
level  4.6  mg.  per  100  cc.  cholesterol  236  mg. 
per  100  cc.  The  hemoglobin  was  6.5  Gm.  and 
there  were  1.800.000  red  cells.  The  white 
cell  count  was  26,400,  and  there  was  a  shift 
to  the  left  in  the  differential  count.  A  blood 
culture  made  two  days  before  the  patient 
died  was  reported  as  negative. 

Discussion 

Dr.  George  T.  Harrell:  In  summary, 
this  25  year  old  woman  had  a  fatal  illness 
of  two  years'  duration  which  was  associated 
with  three  pregnancies.  The  past  history 
was  entirely  negative.  The  present  illness 
began  with  the  first  pregnancy  in  1942, 
which  was  attended  by  dysuria  and  incon- 
tinence and  ended  in  a  spontaneous  abortion 
at  three  months.  A  second  pregnancy  the 
following  year  went  to  term,  but  was  asso- 
ciated with  symptoms  suggestive  of  urinary 
disease — backache  and  edema.  The  third 
pregnancy  again  caused  the  same  symptoms. 
The  type  of  renal  disease  cannot  be  pre- 
dicted from  the  history.  Hypertension,  sug- 
gesting cardiovascular  involvement,  was  dis- 
covered during  the  second  pregnancy.  In 
September.  1944.  before  the  last  pregnancy, 
acute  symptoms  referable  to  the  skeletal 
system  were  noted — pain  in  the  knees  and 
ankles,  and  swelling  and  pain  in  the  hands. 
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The  backache  noted  the  previous  year  could 
also  have  been  caused  by  a  skeletal  abnor- 
mality. 

The  physical  examination  showed  tender- 
ness in  the  right  flank  (kidney?),  edema 
of  the  feet,  puffiness  of  the  face,  and  pallor. 
Involvement  of  the  cardiovascular  system 
was  indicated  by  the  blood  pressure  of  180 
systolic  and  HO  diastolic,  by  the  arteriolar 
spasm  in  the  optic  fundi,  and  by  the  left 
ventricular  enlargement,  extrasystoles,  and 
apical  and  pulmonic  systolic  murmurs.  The 
lesions  over  the  bridge  of  the  nose  were  con- 
sistent with  those  found  in  lupus  erythema- 
tosus, a  disease  which  involves  the  small 
blood  vessels.  That  the  vascular  lesions  were 
of  relatively  recent  origin  was  shown  by  the 
absence  of  exudate  and  hemorrhage  in  the 
optic  fundi.  Involvement  of  the  respiratory 
tree  was  shown  by  the  hyperemia  of  the 
pharynx,  though  the  lungs  were  clear  on 
admission.  Atelectasis  of  the  left  lower  lobe 
of  the  lung  subsequently  developed. 

The  accessory  clinical  data,  particularly 
the  progressively  severe  low-color-index 
anemia,  suggest  a  chronic  lesion  of  the  kid- 
neys. The  grossly  bloody  urine,  massive 
albuminuria,  poor  urea  clearance,  and 
greatly  reduced  phenolsulfonphthalein  ex- 
cretion indicate  serious  impairment  of  renal 
function.  The  rise  in  the  nonprotein  nitro- 
gen from  37  to  154  mg.  per  100  cc.  indicates 
steady  progression  of  the  process.  The  eti- 
ologic  agent  appears  to  be  Escherichia  coli, 
which  was  recovered  by  culture  from  the 
urine. 

The  rise  of  the  white  blood  cell  count  to 
26,400,  with  a  shift  to  the  left  in  the  differ- 
ential count,  also  suggests  a  progressing  in- 
fection. The  presence  of  beta  hemolytic 
streptococci  in  the  third  culture  and  Esch- 
erichia coli  in  the  fourth  culture  of  the  blood 
suggests  transient  bacteremias,  since  the 
first,  second,  fifth,  sixth  and  seventh  cul- 
tures were  sterile.  Transient  bacteremias 
may  occur  following  respiratory  or  urinary 
infections ;  the  streptococcus  was  not  cul- 
tured from  the  throat,  but  Esch.  coli  was 
cultured  from  the  urine. 

The  drop  in  blood  calcium  was  secondary 
to  a  rise  in  blood  phosphorus,  which  resulted 
from  the  inability  of  the  kidney  to  excrete 
phosphate.  As  acidosis  developed  from  the 
retention  of  acid  phosphates,  and  the  carbon 
dioxide  combining  power  dropped  to  33 
volumes  per  cent,  the  body  compensated  by 
excreting  calcium  as  well  as  other  base.  The 


blood  chlorides  were  low,  as  one  would  ex- 
pect them  to  be  following  vomiting  or  exces- 
sive sweating. 

X-rays  showed  the  atrophic  arthritis  of 
the  lumbar  spine  and  sacro-iliac  joints  sug- 
gested by  the  history. 

The  thread  of  the  story  traced  through 
the  history,  physical  examination,  and  ac- 
cessory findings  leads  inevitably  to  the  urin- 
ary tract  as  the  seat  of  the  difficulty.  Gross 
hematuria  may  occur  in  renal  tuberculosis, 
but  there  was  no  x-ray  evidence  of  tuber- 
culosis in  the  lungs,  and  acid-fast  organ- 
isms were  not  demonstrated  in  the  urine. 
Disseminated  lupus  erythematosus  may 
cause  skin  lesions  similar  to  those  presented 
by  this  patient,  hypertension,  red  cells  in  the 
urine,  and  a  heart  lesion,  but  the  course  of 
the  disease  in  this  case  was  too  violent  and 
the  hematuria  too  gross.  An  acute  glomer- 
ulonephritis is  suggested  by  the  absence  of 
findings  in  the  eyegrounds,  but  the  history 
of  three  years'  duration  strongly  suggests  a 
preceding  renal  lesion. 

The  differential  diagnosis,  therefore,  lies 
between  an  acute  exacerbation  of  a  chronic 
(or  subacute)  glomerulonephritis  and  an 
acute  flare-up  of  a  chronic  pyelonephritis. 
The  low  serum  proteins  and  slightly  elevated 
cholesterol,  with  the  massive  albuminuria 
and  edema,  would  favor  subacute  glomeru- 
lonephritis (nephrotic  syndrome).  On  the 
other  hand,  the  blood  pressure  is  higher  and 
the  hematuria  greater  than  would  be  ex- 
pected in  subacute  nephritis. 

All  of  the  findings  could  be  accounted  for 
by  a  progressive  urinary  tract  infection  such 
as  pyelonephritis.  The  chief  characteristic 
of  pyelonephritis  is  its  great  variability  and 
lack  of  any  constant  picture"1.  Pyelonephri- 
tis would  be  less  likely  to  give  lesions  in  the 
eyegrounds.  The  violence  of  the  terminal  in- 
fectious process  suggests  a  terminal  septi- 
cemia due  to  the  organism  cultured  from  the 
urine  and  once  grown  from  the  blood — Esch. 
coli.  Unless  blood  for  culture  had  been  taken 
within  the  last  few  hours  of  life,  a  terminal 
septicemia  could  not  have  been  demon- 
strated. 

Dr.  John  R.  Williams.  Jr.:  A  few  re- 
marks about  the  use  of  blood  and  plasma  in 
this  patient  might  be  in  order.  Since  both 
blood  and  plasma  have  become  easily  ob- 
tainable, we  have  tended  to  give  larger  and 
larger  quantities   of  each,   even   though   at 

1.  Weiss.  S.  and  Parker.  F..  Jr.:  Pyelonephritis :  Its  Relation 
to  Vascular  and  to  Arterial  Hypertension.  Medicine  18: 
221-315    (Sept.)    1939. 
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times  we  don't  know  what  the  results  will 
be.  We  know  that  it  is  possible  to  give  a 
person  red  cells  and  to  recover  them  quanti- 
tatively in  the  blood  stream.  The  same  is 
not  true  for  plasma.  There  are  large  plasma 
stores  which  seemingly  must  be  filled,  at 
least  in  part,  before  there  is  any  material 
rise  in  the  level  of  serum  proteins.  Conse- 
quently, one  may  give  quite  large  amounts 
of  plasma  without  getting  a  rise  in  serum 
proteins.  One  must  bear  in  mind  also  that 
plasma  contains  not  only  proteins  but  also 
all  of  the  salts  that  are  present  in  blood. 
Three  or  four  liters  of  plasma  contain  a 
sizable  quantity  of  sodium,  which,  in  the 
person  with  congestive  failure,  may  cause 
trouble.  There  is  also  some  evidence  that 
large  amounts  of  proteins  may  make  nephri- 
tis worse.  This  effect  has  never  been  proven 
in  patients  but  has  been  pretty  definitely 
shown  in  the  treatment  of  experimental  ne- 
phritis in  animals.  Such  being  the  case,  it 
is  probably  wise  to  give  plasma  or  blood  to 
patients  with  nephritis  only  when  it  is  abso- 
lutely necessary. 

Dr.  Frank  Lock:  I  recall  having  seen 
this  patient  during  life.  Her  family  physi- 
cian informed  me  that  her  blood  pressure 
remained  elevated  betwen  her  pregnancies. 
This  information  is  of  utmost  importance 
in  the  evaluation  of  a  hypertensive  preg- 
nant woman.  Pregnancy  complicating 
chronic  kidney  disease  with  hypertension  is 
one  of  the  chief  causes  of  maternal  deaths. 
The  concept  that  hypertension  due  to  ne- 
phritis progresses  steadily  during  preg- 
nancy is  usually  true.  The  obstetrical  liter- 
ature, however,  contains  scattered  reports 
of  a  decrease  in  blood  pressure  occurring  in 
nephritic  patients  during  pregnancy,  fol- 
lowed by  a  very  rapid  exacerbation  of  the 
hypertension  following  delivery.  In  experi- 
mental animals  this  occurrence  is  the  rule 
rather  than  the  exception-*.  The  fall  in 
blood  pressure  which  occurs  in  such  cases, 
and  which  apparently  occurred  early  in  this 
patient's  pregnancy,  is  apt  to  give  a  false 
sense  of  security  regarding  the  management 
of  a  known  hypertensive  patient  who  be- 
comes pregnant,  or  misleading  information 

2.  (a)  Rodbard.  S.  and  Katz.  L.  X.:  Effect  of  Pregnancy  on 
Blood  Pressure  in  Nonnotensive  and  Hypertensive  Dogs. 
Am.  J.  Obst.  &  Gynec.  17:753-763  (June>  1944:  (b)  Page. 
E.  W.  and  Ogden.  E.:  Blood  Pressure  of  Pregnant  Babbits 
and  1U  Response  to  Pitressin,  Proc.  Soc.  Exper.  Biol,  e: 
Med.  42:770-771  (Dee.)  1939:  (c)  Harrison.  T.  R..  Oroll- 
man.  A.,  and  Williams.  J.  R.,  Jr.:  Anti-Pressor  Action 
of  Renal  Extracts  and  Their  Capacity  to  Reduce  Blood 
Pressure  of  Hypertensive  Rats.  Am.  J.  Physiol.  128:711 
724  (Marchi  194":  (d>  (Joldblatt  H..  Kahn.  J.  R..  and 
M.inzal.  R.  F.:  Studies  on  Experimental  Hypertension. 
J.  Exper.   Med.   69:619-674   (May)    1939. 


about  a  hypertensive  patient  observed  for 
the  first  time  during  early  pregnancy. 

Although  it  is  not  stated  in  the  record, 
this  patient  had  not  felt  fetal  movements 
and  no  fetal  heart  sounds  could  be  heard,  in 
spite  of  the  fact  that  the  patient  had  been 
pregnant  for  more  than  twenty  weeks.  A 
missed  abortion  was  strongly  suspected,  and 
the  fact  that  the  patient  failed  to  improve  in 
spite  of  this  is  one  of  the  strongest  points 
favoring  chronic  and  acute  nephritis  as  the 
cause  of  her  hypertension.  The  toxemias  of 
pregnancy  almost  invariably  improve  strik- 
ingly when  death  of  the  fetus  occurs. 

The  use  of  intravenous  protein  in  the 
form  of  plasma  was  based  on  this  patient's 
profound  hypoproteinemia  and  the  fact  that 
she  was  too  ill  to  receive  an  urgently  needed 
substance  any  other  way.  Plasma  was 
selected  because  it  is  a  whole  protein  and 
because  plasma  and  blood  provided  the  saf- 
est way  of  administering  protein.  A  serum 
protein  level  of  3.5  Gm.  is  well  below  the 
edema  level.  We  are  often  faced  with  the 
problem  of  hypoproteinemia  in  pregnant 
women,  particularly  in  those  with  toxemia. 
We  much  prefer  to  administer  protein  by 
mouth  in  the  patient  who  is  able  to  assim- 
ilate it.  We  resort  to  intravenous  protein 
in  the  form  of  whole  blood  or  plasma  only 
when  we  feel  that  the  need  for  protein  is 
great  enough  to  outweigh  the  disadvantages 
of  this  method  of  administration.  The  pa- 
renteral administration  of  amino  acids  is 
not  without  danger,  and  it  was  our  opinion 
at  the  time  of  this  patient's  treatment  that 
plasma  offered  the  greatest  hope  of  correct- 
ing her  badly  disturbed  fluid  balance. 

Dr.  Harr ell's  Diagnoses 

1.  Acute  and  chronic  pyelonephritis  due 
to  Esch.  coli  (with  hemorrhage  from  renal 
arterioles,  renal  functional  failure,  uremia, 
acute  and  chronic  loss  of  protein  in  the 
urine,  and  subsequent  edema  secondary  to 
hypoproteinemia) . 

2.  Terminal  septicemia,  Esch.  coli. 

3.  Nephritic  toxemia  of  pregnancy. 

4.  Secondary  hypertension  with  left  ven- 
tricular cardiac  hypertrophy  (extrasys- 
toles). 

5.  Pulmonary  atelectasis  with  terminal 
bronchial  pneumonia,  mixed  flora. 

6.  Atrophic  arthritis. 

Anatomical  Discussion 
Dr.  W.  C.  Thomas:    The  kidneys  showed 
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a  typical  example  of  a  purely  proliferative 
type  of  reaction  in  the  glomeruli  with  an 
infiltrative  lesion  o'f  the  interstitial  tissue. 
Grossly,  they  appeared  to  be  enlarged  and 
weighed  225  Gm.  each.  The  capsules  strip- 
ped with  ease,  revealing  pale  surfaces  cov- 
ered with  numerous  petechiae — the  so-called 
"flea-bitten"  kidneys.  On  section,  the  corti- 
cal portions  were  seen  to  be  pale  and  thick- 
ened; they  were  the  chief  sites  of  the 
hemorrhages.  The  pelves  were  slightly  di- 
lated and  the  walls  of  the  ureters  were 
thickened. 

Microscopic  examination  of  the  kidneys 
revealed  the  classical  lesions  of  glomeru- 
lonephritis1"'1. All  of  the  glomeruli  presented 
marked  proliferation  of  the  capsular  epi- 
thelium, which  in  some  cases  seemed  to  ob- 
literate the  capillary  tufts.  There  was  also 
proliferation  of  the  endothelial  cells  of  the 
capillaries  in  the  tufts.  Occasional  hemor- 
rhages were  seen  in  the  glomeruli  and  in 
the  interstitial  tissue.  The  kidney  tissue 
about  the  pelves  showed  an  abundance  of 
lymphocytes.  These  cells  were  also  seen  in 
other  parts  of  the  tissue  as  well.  Leukocyte 
casts  were  noted  in  some  of  the  tubules.  The 
ureters  showed  lymphocytic  accumulations 
about  the  lymphatic  vessels.  Lymphocytes 
were  seen  in  the  mucosa  of  the  urinary 
bladder. 

The  lower  lobes  of  the  lungs  showed  an 
acute  lobular  pneumonia. 

Anatomical  Diagnoses 

Acute  glomerulonephritis 
Chronic  pyelonephritis 
Bronchopneumonia 

3.    Bell.  E.  T.:   Pathology  and  Pathogenesis  of  Clinical  Acute 
Nephritis,   Am.   J.    Path.    18:497-553    (July)    1937. 
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CASE   REPORTS  FROM  THE 
TUMOR  CLINIC 

North  Carolina  Baptist  Hospital 

Case  6 

Mrs.  W.,  a  56  year  old  housewife,  was 
first  seen  here  in  July,  1941.  Her  chief  com- 
plaint was  of  a  "growth"  on  the  vulva,  with 
associated  perineal  pain  and  pruritis.  The 
patient  experienced  excruciating  vulvar 
pain  each  time  she  voided.  These  symptoms 
were  of  approximately  four  months'  dur- 
ation, and  she  had  not  noticed  the  tumor  of 
the  vulva  prior  to  that  time.  She  had  no 
complaints  referable  to  other  systems. 

Physical  examination  revealed  a  thin, 
elderly  woman.  Her  temperature,  pulse,  and 
respiration  were  normal.  Her  blood  pres- 
sure was  185  systolic,  84  diastolic.  The  heart 
was  slightly  enlarged  to  the  left,  and  there 
was  a  soft,  blowing  apical  systolic  murmur. 
Lungs  were  clear  to  percussion  and  auscul- 
tation. The  abdomen  was  scaphoid  in  type, 
and  there  were  no  areas  of  tenderness  or 
palpable  organs  or  masses  present.  The  only 
enlarged  lymph  nodes  were  small,  shotty, 
non-tender,  bilateral  inguinal  nodes.  There 
was  a  hard,  nodular,  discrete  lesion,  3x3 
cm.,  on  the  left  labia  majora,  approximate- 
ly at  the  junction  of  the  anterior  and  middle 
thirds  of  the  labia.  The  lesion  was  indurated 
and  tender  on  palpation,  but  it  was  not  ul- 
cerated or  attached  to  the  ramus  of  the 
pubis. 

The  blood  count  and  urinalysis  were  with- 
in normal  range.  A  biopsy  of  the  lesion  re- 
vealed it  to  be  a  squamous  cell  carcinoma  of 
grade  III  malignancy. 

On  July  29,  1941,  radium  needles  were 
implanted  around  and  through  the  base  of 
the  lesion.  A  total  dose  of  960  milligram- 
hours  of  radium  was  given. 

The  patient  tolerated  this  therapy  well. 
She  was  re-admitted  to  the  hospital  on  Sep- 
tember 24,  1941,  still  complaining  of  local 
pain  and  pain  upon  voiding.  The  tumor  now 
appeared  to  be  an  infiltrating  ulcerative  le- 
sion, approximately  4  cm.  in  diameter.  Mod- 
erate edema  was  present,  and  post-irradia- 
tion atrophic  changes  were  noted  in  the  ad- 
jacent skin.  There  was  marked  infiltration 
in  the  mucosa  adjacent  to  the  urethral  ori- 
fice, and  the  pararectal  and  inguinal  glands 
were  enlarged,  discrete  and  firm. 

On  September  26,  1941,  a  vulvectomy  was 


428 


XORTH   CAROLINA    MEDICAL  JOURNAL 


September,  1945 


performed,  with  wide  dissection  of  the  un- 
derlying soft  tissue  and  removal  of  all  the 
mucous  membrane  to  within  2-3  mm.  of  the 
urethral  orifice.  Pathologic  examination 
showed  that  the  tumor  area  about  the  ure- 
thra was  carcinomatous. 

Twelve  days  after  the  vulvectomy,  a  bi- 
lateral Basset  resection  of  the  affected 
lymph  glands  was  performed.  Pathological 
examination  revealed  metastatic  squamous 
cell  carcinoma  in  one  of  the  nodes  examined. 
Mrs.  YV.'s  postoperative  course  was  smooth 
after  each  procedure,  and  she  was  dis- 
charged after  spending  thirty  days  in  the 
hospital.  She  received  deep  x-ray  treatment 
to  the  inguinal  region  bilaterally  during  the 
latter  part  of  her  hospital  stay.  A  total  of 
twenty  treatments  were  given. 

About  one  year  after  her  second  admis- 
sion. Mrs.  YV.'s  left  lower  leg  began  to  swell 
slightly.  This  swelling  was  entirely  painless 
and  was  not  associated  with  any  inflamma- 
tory reaction  until  she  injured  her  foot  and 
developed  a  localized  cellulitis.  She  was  ad- 
mitted to  the  hospital  for  treatment  of  this 
condition.  After  this  infection  cleared  up. 
the  original  slight  non-tender  swelling  in 
the  left  lower  leg  continued.  The  surgeon's 
opinion  was  that  the  patient  had  elephanti- 
asis resulting  from  the  radical  lymph  node 
resection. 

During  the  ensuing  three  years,  Mrs.  W. 
has  been  back  for  regular  check-ups,  and  has 
had  no  complaints  other  than  the  chronic 
swelling  of  her  left  leg.  Repeated  examina- 
tions have  revealed  no  sign  of  local  or  dis- 
tant metastases  or  recurrence  of  the  malig- 
nancy. It  has  now  been  four  years  since  she 
was  treated  for  squamous  cell  carcinoma  of 
the  vulva. 

Examination  reveals  a  well-healed  scar  at 
the  junction  of  the  vaginal  mucosa  and  ad- 
jacent skin,  and  the  introitus  admits  two 
fingers  for  examination.  There  is  no  indura- 
tion or  abnormality  of  the  vulva. 

Tumor  Clinic  Discussion 

Pathologist:  Review  of  sections  from 
ihe  first  biopsy  specimen  shows  an  irregular 
squamous  epithelial  growth  in  the  subcu- 
taneous tissue.  These  epithelial  growths  in- 
filtrate in  all  directions,  and  are  composed 
of  anaplastic  epithelial  cells.  There  is 
marked  mononuclear  infiltration.  Many  epi- 
thelial pearls  are  seen,  and  this  tumor  is 
classified  as  an  epidermoid  or  squamous  cell 
carcinoma  of  the  vulva,  grade  III. 


The  sections  of  tissue  examined  following 
operative  removal  of  the  vulva  show  fibrosis 
and  other  evidences  of  irradiation,  with  tu- 
mor cells  present  in  large  numbers  in  the 
tissue  adjacent  to  the  urethra. 

The  tissue  provided  for  examination  of 
the  lymph  nodes  is  studded  throughout  with 
lymph  nodes,  and  section  of  one  of  the  nodes 
shows  about  50  per  cent  of  the  normal  tis- 
sue replaced  by  the  same  type  of  malignant 
epithelial  tumor  that  was  seen  in  the  orig- 
inal biopsy  specimen  from  the  vulva.  Our 
final  diagnosis  in  1941  was  squamous  cell 
carcinoma  of  the  vulva,  grade  III,  and  squa- 
mous cell  carcinoma  of  the  inguinal  lymph 
nodes,  metastatic. 

Radiologist  :  The  use  of  irradiation  in 
the  treatment  of  carcinoma  of  the  vulva  is 
of  value  primarily  as  a  palliative  measure. 
Irradiation  dosage  of  sufficient  intensity  to 
cure  a  carcinoma  is  frequently  complicated 
by  reaction  in  the  form  of  vulvitis  and  vag- 
initis, which  may  be  quite  painful.  The  use 
of  localized  irradiation  in  the  form  of  inter- 
stitial radium  or  radon  is  associated  with 
good  palliative  results,  and  healing  of  the 
local  area  is  usually  accomplished  in  this 
way. 

By  surgical  treatment  alone  in  selected 
cases,  statistics  show  approximately  10  per 
cent  five-year  survivals,  whereas  by  com- 
bined radiation  and  surgery  the  five-year 
survivals  are  doubled — 20  per  cent.  These 
figures  indicate  that  irradiation  is  of  dis- 
tinct value.  It  should  also  be  remembered 
that  in  the  far  advanced  and  inoperable 
cases  conservative  methods  of  treatment  by 
radiation  often  give  considerable  relief  and 
prolongation  of  life. 

The  trend  in  the  treatment  of  carcinoma 
of  the  vulva  has  been  toward  the  combina- 
tion of  irradiation  and  surgery.  This  was 
the  method  used  in  the  management  of  this 
patient.  We  are  usually  not  successful  in  de- 
stroying metastatic  lesions  such  as  those  of 
the  inguinal  gland. 

Gynecologist:  The  outstanding  work  in 
the  management  of  carcinoma  of  the  vulva 
in  our  field  has  been  done  by  the  late  Dr. 
Fred  Taussig'1'  of  St.  Louis.  In  1940,  he  re- 
ported a  series  of  155  patients  treated  in  his 
clinic  for  this  condition,  with  an  over-all 
five-year  survival  rate  of  32  per  cent.  Forty- 
one  of  these  patients  were  treated  by  vulvec- 
tomy and   Basset  gland  resection,    with    a 

1.    Taussig,   Frel   .1  :   Cancer   of  the  Vulva:    Analysis   of   155 
Cases,    Am.   J.   Obsl.   &   G>n.    JO:76»-779    (Nov.)    1910. 
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five-year  survival  rate  of  58.5  per  cent. 

He  classified  the  patients  into  the  follow- 
ing groups: 

Group  I:  Patients  without  palpable  me- 
tastasis, tumor  1-3  cm.  in  diameter. 

Group  II :  Patients  without  palpable  me- 
tastasis, tumor  4-7  cm.  in  diameter. 

Group  III:  Patients  with  tumor  over  7 
cm.  in  diameter,  or  smaller  tumors  with  evi- 
dence of  still  movable  metastasis. 

Group  IV :  Patients  with  extensions  to  the 
vagina  or  suprapubic  space,  or  with  large, 
fixed  lymph  glands. 

Group  V:  Far-advanced  cases  with 
broken-down  lymph  glands  and  cachexia. 

According  to  this  classification,  Mrs.  W. 
would  fall  in  Group  III  at  the  time  of  her 
original  treatment,  since  metastasis  to  the 
inguinal  lymph  nodes  had  occurred. 

Dr.  Taussig  states  that  the  determination 
of  lymph  gland  metastasis  before  operation 
is  not  easy,  because  in  practically  every  case 
a  few  enlarged  lymph  glands  can  be  felt  in 
the  groin.  He  found  involvement  of  the 
lymph  glands  in  21  per  cent  of  the  patients 
classified  on  clinical  examination  as  belong- 
ing in  group  I,  in  42  per  cent  of  those  in 
group  II,  in  59  per  cent  of  those  in  group 
III,  and  in  all  of  those  in  groups  IV  and  V. 
The  presence  or  absence  of  palpable  nodes, 
therefore,  is  not  a  reliable  indication  of 
lymph  gland  involvement,  and  we  feel  that 
bilateral  dissection  of  the  glands  is  indi- 
cated in  every  case.  Dissection  of  the  glands 
must  be  bilateral,  because  drainage  from  the 
vulva  is  bilateral,  regardless  of  which  side 
is  involved. 

In  this  clinic,  we  have  treated  3  patients 
with  carcinoma  of  the  vulva.  Two  of  them 
had  hopelessly  advanced  tumors  when  they 
were  first  seen,  one  falling  in  group  IV,  the 
other  in  group  V,  according  to  Taussig's 
classification.  Mrs.  W.  is  the  only  patient  we 
have  seen  in  whom  adequate  treatment  was 
possible,  and  we  are,  of  course,  extremely 
proud  of  her  four-year  survival  without  evi- 
dence of  recurrence. 

Surgeon  :  It  is  hard  to  explain  the  chronic 
lymphedema  which  this  patient  has  had.  The 
removal  of  the  superficial  lymphatics  would 
not  ordinarily  produce  this  condition. 

Gynecologist  :  The  Basset  procedure  com- 
bines resection  of  all  the  inguinal  lymph 
nodes  with  resection  of  any  palpable  iliac 
node  and  of  the  obturator  lymph  nodes 
through  an  extraperitoneal  approach. 

Lymphedema  of  an  extremity  occurs  very 


infrequently,  and  the  late  appearance  of  this 
condition  must  mean  that  there  was  some 
secondary  obstruction  of  the  deep  lymphat- 
ics of  the  leg  in  this  patient.  It  is  unlikely 
that  the  condition  is  related  to  the  primary 
carcinoma,  inasmuch  as  three  years  have 
elapsed  since  its  onset,  and  no  palpable  evi- 
dence of  recurrence  of  the  tumor  is  now 
found. 

Tumor  Clinic  Opinion 

Recommendation:  Continued  observation. 
Prognosis :    Good. 

Credit:  (1)  Cooperation  from  the  patient. 
(2)  Adequate  treatment. 


MEDICOLEGAL  ABSTRACT 


J.  F.  Owen,  M.D.,  LL.B. 

Raleigh 

Joint  and  Several  Liability:  Where 
two  physicians  serve  with  each  other 
in  the  treatment  of  a  patient  each  is 
answerable  for  his  own  conduct  and 
for  that  of  the  other  which  he  observes 
or,  in  exercise  of  reasonable  vigilance, 
shoidd  observe. 

A  case  illustrating  joint  and  several  li- 
ability is  one  in  which  two  doctors  were 
sued  for  alleged  malpractice  in  the  treat- 
ment of  a  fracture  of  the  plaintiff's  leg. 
After  the  injury  the  family  physician  was 
called  to  render  treatment,  and  another 
physician  was  called  to  assist.  The  record 
shows  that  the  assistant  or  consultant  was 
called  in  with  the  family  doctor  on  three 
occasions  to  aid  in  the  care  of  the  injured 
person.  The  family  physician  also  visited 
the  patient  on  occasions  when  the  consultant 
was  not  present. 

At  the  trial  in  Superior  Court  both  physi- 
cians were  found  to  have  been  negligent  in 
the  treatment  of  the  patient;  judging  from 
the  verdict  rendered,  however,  the  culpa- 
bility was  considered  by  the  jury  to  be  in 
different  degree.  The  jury,  because  of  a  mis- 
understanding of  the  judge's  charge,  first 
awarded  $6,000  damages  against  the  family 
doctor  and  $2,000  against  the  consultant. 
This  decision  indicated  that  they  considered 
the  family  physician  to  be  jointly  and  sev- 
erally liable,  and  the  consultant  to  be  joint- 
ly liable  at  one  or  all  three  of  the  times  when 
he  visited  the  patient  in  company  with  the 
family  doctor.  At  the  request  of  the  judge, 
however,  the  jury  retired  to  the  jury  room 
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again,  and  upon  reconsideration  brought 
forth  a  verdict  assessing  the  lump  sum  of 
S6,000  against  both  doctors. 

When  appeal  was  made  to  the  Supreme 
Court,  this  tribunal  was  of  the  opinion  that 
the  first  verdict  indicated  joint  and  several 
liability  as  to  the  family  physician,  and  only 
several  liability  as  to  the  assistant.  There- 
fore, the  second  verdict  was  held  to  be  er- 
roneous insofar  as  it  related  to  the  consul- 
tant.   Upon  the  basis  of  this  decision,  the 


consultant  was  awarded  a  new  trial. 

The  point  to  remember  in  connection  with 
this  case  is  that,  when  two  or  more  doctors 
assume  the  responsibility  of  caring  for  a 
patient,  each  is  responsible  for  his  own  con- 
duct as  well  as  for  the  wrongful  acts  or 
omissions  of  the  other,  or  others,  which  he 
observes  or  which,  in  the  exercise  of  ordi- 
nary vigilance,  should  come  to  his  notice. 
( V.  262  N.W.  Reporter  p.  409.  Fall  term, 
Michigan  Supreme  Court,  1933) 
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NY  evidence  which  helps  to  answer  the  question  of  whether  or  not  an  individual 
under  treatment  for  tuberculosis  is  a  source  of  danger  to  others  is  of  vital  value  to 
the  physician,  the  patient  and  the  public.  The  examination  of  gastric  contents  for  the  pres- 
ence of  tubercle  bacilli  is  rapidly  becoming  an  essential  procedure  in  those  cases  in  which 
other  tests  fail  to  give  a  clear-cut  answer. 

TUBERCLE  BACILLI  IN  GASTRIC  CONTENTS 


Examination  of  gastric  contents  for  tu- 
bercle bacilli  in  the  fasting  patient,  while  a 
routine  procedure  among  children  at  Muir- 
dale  Sanatorium  since  its  inception,  has  only 
gradually  been  extended  to  adults.  The  now 
demonstrated  importance  of  the  procedure 
in  aiding  diagnosis,  in  guiding  therapy,  and 
in  the  evaluation  of  the  patient  before  dis- 
charge has  come  to  be  recognized  rather 
slowly. 

Examination  of  gastric  contents  for  tu- 
bercle bacilli  is  used  by  the  author  on  all 
patients  who  deny  raising  sputum  or  whose 
sputum  is  negative.  It  is  also  used  in  cases 
where  there  is  doubt  as  to  the  source  of  the 
sample  presented.  Since  a  single  negative 
gastric  aspiration  is  not  considered  conclu- 
sive, repeated  aspirations  are  performed  at 
intervals.  Some  patients  have  cultures  of 
both  sputum  and  gastric  contents.  Such  a 
procedure  expedites  the  diagnosis  of  cases 
with  suspected  active  lesions. 

The  material  used  for  examination  con- 
sists of  undiluted  gastric  contents  aspirated 
from  fasting  patients  the  first  thing  in  the 
morning.  Previous  to  1941,  culture  and 
guinea  pig  inoculation  were  done  simultane- 
ously on  all  specimens.   Since  that  time  only 


cultures  are  used  since  they  are  very  ac- 
curate and  the  difference  in  the  results  of 
the  two  procedures  did  not  warrant  contin- 
ued use  of  the  guinea  pig.  All  specimens 
are  cultured  on  three  slants  of  Petragnani's 
medium,  and  contamination  is  reported 
when  all  three  tubes  are  involved,  an  infre- 
quent occurrence. 

One  cannot  rely  on  smears  of  concen- 
trated specimens  of  gastric  contents  for  the 
detection  of  tubercle  bacilli — the  number  of 
positives  is  always  small.  In  certain  diag- 
nostic cases  animal  inoculations,  in  addition 
to  cultures,  are  necessary. 

The  patient  who  has  negative  sputum  cul- 
tures, but  who  has  tubercle  bacilli  only  by 
gastric  examination,  is  not  a  so-called  innoc- 
uous patient.  In  our  survey  we  observed  21 
such  patients  who  on  subsequent  sputum  ex- 
amination were  positive  on  concentrated 
smear  or  culture.  Therefore,  these  patients 
can  and  do  develop  subsequent  positive  spu- 
tum. A  patient  with  a  positive  gastric  con- 
tent should  be  treated  exactly  like  a  patient 
with  a  positive  sputum. 

Before  the  author's  patients  are  dis- 
charged it  is  necessary  that  they  have  nega- 
tive  gastric    aspirations  in  the    absence  of 


September,   1945 


TUBERCULOSIS  ABSTRACT 


431 


sputum.  This  is  done  to  avoid  the  discharge 
of  active  cases.  In  order  for  a  patient  to  be 
discharged  with  medical  advice  as  inactive 
he  must  have  at  least  five  successive  nega- 
tive examinations.  If  negative  on  those  ex- 
aminations, and  if  other  findings  warrant 
it,  the  patient  is  discharged  as  having  no 
evidence  of  active  disease. 

During  the  past  five  years,  868  adults  at 
Muirdale  Sanatorium  had  a  total  of  4,204 
examinations  of  gastric  contents.  Of  these, 
404  (46.4  per  cent)  had  negative  gastric 
contents;  they  received  1,338  examinations. 
The  remaining  464  (53.6  per  cent)  cases  had 
2,866  examinations,  of  which  1,271  (44.3 
per  cent)  were  positive.  The  number  of  ex- 
aminations per  case  varied,  the  average  for 
the  negative  group  being  3.3 ;  for  the  posi- 
tive group  6.2  per  case.  The  number  of  re- 
peats depends  upon  the  individual  case,  just 
as  in  sputum  examinations. 

Thus  there  are  two  groups  of  patients — 
those  with  positive  and  those  with  negative 
gastric  contents.  Each  of  these  groups  in 
turn  is  divided  into  three  subgroups:  The 
no-sputum  group,  the  negative-sputum 
group  and  the  positive-sputum  group. 

No  fine  line  of  distinction  can  be  drawn 
between  these  three  subgroups.  Occasional- 
ly patients  deny  raising  sputum  and  yet  the 
specimen  they  send  in  contains  tubercle 
bacilli.  Also,  there  are  patients  who  state 
they  raise  sputum,  when  the  sample  is  only 
saliva,  or  secretions  from  a  chronic  naso- 
pharyngitis common  in  the  locality.  It  is 
realized  that,  if  numerous  and  timely  spu- 
tum examinations  were  done,  a  small  per- 
centage would  have  proved  positive.  This  is 
not  deemed  economically  advisable,  as  val- 
uable time  may  be  lost.  Instead,  a  simple  re- 
liable gastric  aspiration  can  be  done  with 
culture  results  known  in  a  few  weeks. 

Significantly,  21  out  of  282  patients  (7.5 
per  cent)  became  sputum-positive  after  be- 
ing positive  at  first  only  on  gastric  aspira- 
tion. This  occurred  on  the  average  of  about 
six  months  later.  This  small  group  of  pa- 
tients reveals  an  important  fact  because,  as 
has  been  previously  pointed  out,  these  cases 
cannot  be  considered  as  harmless,  and  care- 
ful observation  and  timely  sputum  examina- 
tions will  find  that  some  of  these  cases  are 
sputum-positive. 

It  is  important  to  do  consecutive  gastric 
examinations  on  adult  patients  in  whom  it 
is  impossible  to  determine  the  status  of  ac- 
tivity from  a  roentgenogram  and  in  whom 


the  sputum,  if  present,  is  negative.  If  five 
consecutive  aspirations  are  negative  on  cul- 
ture, it  is  most  likely  that  there  is  no  evi- 
dence of  active  pulmonary  tuberculosis. 

Of  the  404  patients  in  our  series  who 
never  had  a  positive  gastric  aspiration  there 
were  224  who  had  either  no  sputum  or  neg- 
ative sputum.  In  spite  of  the  diagnosis  of 
pulmonary  tuberculosis  on  admission  the 
author  feels  justified  in  recording  a  case  as 
having  no  evidence  of  active  tuberculosis  if 
a  series  of  gastric  aspirations  is  negative 
as  well  as  sputum  cultures. 

The  remaining  180  of  the  404  with  nega- 
tive gastric  contents  had,  at  some  time,  tu- 
bercle bacilli  in  the  sputum.  The  main  rea- 
son that  there  were  no  positive  aspirations 
in  this  goup  is  because,  in  most  of  these  pa- 
tients, the  examinations  followed  by  some 
ten  months  a  positive  sputum,  and  many  of 
these  cases  were  on  the  road  to  recovery. 

It  is  possible,  however,  to  have  a  negative 
gastric  content  and  a  positive  sputum,  which 
does  not  invalidate  the  reliability  of  this 
procedure.  There  were  several  patients  who 
became  gastric-content-negative  and  spu- 
tum-negative and  then  later  became  sputum- 
positive.  Unstable  cases  of  tuberculosis  are 
likely  to  fluctuate  like  this. 

In  the  past  year  and  one-half  it  has  been 
the  author's  policy  to  do  five  consecutive 
aspirations  on  negative  cases.  If  these  ex- 
aminations are  negative  by  culture,  the  in- 
dividual is  considered  as  having  no  evidence 
of  active  pulmonary  tuberculosis.  In  the  ma- 
jority of  cases  it  is  wise  to  hold  these  pa- 
tients for  observation  until  the  cultures  are 
completed.  Of  the  cultures,  over  95  per  cent, 
where  positive,  will  show  growth  within  six 
weeks.  However,  the  cultures  are  kept  until 
eight  weeks.  The  patient  is  then  re-X-rayed 
and  his  case  is  reevaluated.  Most  of  these 
are  discharged  with  no  clinical  evidence  of 
active  tuberculosis. 

The  Significance  of  Tubercle  Bacilli  in 
Gastric  Contents,  David  D.  Feld,  M.D.,  The 
American  Review  of  Tuberculosis,  Decem- 
ber, 19U. 


Air-Borne    Anti-Malaria    Program 

The  largest  air-borne  anti-malaria  program  yet 
launched  in  Europe  will  soon  be  undertaken  by 
UNRRA  in  Greece  in  cooperation  with  the  Greek 
Government.  As  part  of  an  all-out  drive  against  the 
critical  increase  of  malaria  in  Greece,  UNRRA  is 
sending  ten  specially  equipped  planes  to  that  coun- 
try to  be  used  in  spraying  mosquito  breeding  areas 
with  DDT. 


432 


NORTH  CAROLINA   MEDICAL  JOURNAL 


September,  1945 


CORRESPONDENCE 


July  27,  1945. 
Dr.  Ivan  Procter 
Secretary,  Medical  Board 
226  Hillsboro  St. 
Raleigh.  N.  C.  RE :  Telephone  narcotic 

orders. 
Sir: 

I  have  just  received  a  communication 
from  Commissioner  of  Narcotics  H.  J.  An- 
slinger,  dated  July  23,  1945,  to  which  was 
attached  a  copy  of  a  report  of  the  Federal 
Grand  Jury  sitting  at  Muskogee,  Oklahoma, 
dated  June  26,  1945,  concerning  the  taking 
of  narcotic  prescriptions  over  the  telephone 
by  druggists. 

I  am  attaching  hereto  a  copy  of  the  Grand 
Jury  report,  and  it  is  suggested  that  it  be 
reprinted  in  your  State  Medical  Journal. 
Respectfully. 

B.  M.  Martin,  District  Supervisor 
Treasury  Department 
Bureau  of  Narcotics 

REPORT  OF  THE  FEDERAL  GRAND 
JURY  AT  MUSKOGEE,  OKLAHOMA, 

DATED  JUNE  26,  1945 
"We  also  beg  to  report  that  we  have  made 
a  partial  investigation  of  a  report  concern- 
ing laxity  in  the  dispensing  of  narcotics  by 
some  of  the  medical  profession  and  some  of 
the  druggists.  The  facts  developed  disclosed 
a  rather  shocking  disregard  of  the  law.  In 
some  instances  it  appears  now  that  some 
druggists  fill  telephone  prescriptions  for 
narcotics  and  later  take  the  prescriptions  to 
the  doctor  for  his  signature.  It  also  appears 
now  that  an  unnecessarily  large  quantity  of 
narcotics  is  being  dispensed  by  some  drug- 
gists and  physicians  to  persons  who  are 
well  known  addicts.  The  investigation  thus 
far  reveals  an  astounding  condition  in  this 
respect.  We  do  not  wish  to  place  ourselves 
in  a  position  or  attempt  to  determine  when 
or  under  what  manner,  or  in  what  quanti- 
ties a  person  may  need  narcotics  for  the 
alleviation  of  pain  and  suffering,  but  we  feel 
that  we  are  in  position  to  say  that  the  con- 
ditions above  referred  to  are  intolerable  and 
wholly  unwarranted,  and  if  continued  can 
only  result  in  an  indictment  wherever  war- 
ranted. It  has  been  stated  in  defense  of  this 
condition  that  the  doctors  are  overworked 
and  prescriptions  by  telephone  are  time  sav- 
ers. We  are  conscious  of  the  overworked 
condition  of  most  of  our  physicians,  but  we 
disagree  with  the  contention  that  such  prac- 


tice is  warranted  in  order  to  save  time.  It 
is  a  matter  of  obeying  or  violating  the  law. 
"We  are  making  this  report  at  this  time 
in  the  hope  that  these  abuses,  as  well  as  any 
others  not  mentioned  herein,  may  be  speed- 
ily corrected.  We  propose  to  pursue  this  in- 
vestigation further  when  next  called  and  will 
then  take  such  action  as  the  facts  and  cir- 
cumstances warrant  at  that  time." 
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News  Notes  from  the  North  Carolina 
Tuberculosis  Association 

Mrs.  Claudia  J.  Hurt  of  Raleigh  has  just  joined 
the  State  Office  staff  as  a  field  worker. 

The  Committee  on  X-Ray  Apparatus  and  Tech- 
nique of  the  American  Trudeau  Society  is  develop- 
ing a  series  of  reproductions  of  interesting  chest 
x-rays.  They  will  be  printed  on  heavy,  glossy  paper, 
8%  x  11,  and  will  be  prepared  for  binding  in  a 
loose-leaf  folder.  This  series  shows  the  effect  of 
three  different  exposure  techniques  on  the  visibility 
of  tuberculosis  at  the  top  of  the  left  lung.  All  per- 
tinent data  appear  on  the  back  of  each  reproduction. 
This  series  should  be  of  great  value  to  physicians 
doing  x-ray  work,  and  especially  valuable  to  x-ray 
technicians. 

The  price  will  be  between  5  and  10  cents  per  set. 
Send  order  direct  to  the  State  Office  in  Raleigh. 

*  *     *     * 

The  USPHS  has  sent  one  of  their  35  mm.  ma- 
chines into  Cabarrus  County  to  do  a  mass  x-ray 
project.  They  plan  to  x-ray  the  general  population, 
beginning  first  with  the  employees  of  the  Cannon 
Mills  at  Kannapolis.  Dr.  T.  F.  Vestal,  Director  of 
the  Division  of  Tuberculosis  Control,  N.  C.  State 
Board  of  Health,  is  cooperating  in  this  project  and 
will  read  the  films.  The  staff,  with  the  exception  of 
the  x-ray  technician,  is  being  furnished  by  local 
health  agencies  under  the  direction  of  Dr.  M.  B. 
Bethel.  County  Health  Officer,  and  board  member 
of  NCTA. 

*  *     *     * 

Dr.  Herman  F.  Easom,  Medical  Director  of  the 
Eastern  North  Carolina  Sanatorium,  advises  us  that 
Dr.  Paul  V.  Joliet,  Cleveland,  Ohio,  Senior  Assist- 
ant Surgeon,  USPHS,  and  Dr.  W.  H.  Mills,  Green- 
ville, N.  C,  Past  Assistant  Surgeon,  USPHS,  are 
working  with  him  at  the  Sanatorium  for  the  months 
of  June,  July,  August  and  September.  These  men 
are  at  the  Sanatorium  for  the  purpose  of  gaining 
experience  in  the  treatment  of  tuberculosis. 


Supplemental  Rules  Concerning 
EMIC  Program 

A  service  man's  wife  may  now  apply  for  matern- 
ity care  and  care  for  her  baby,  under  the  Emerg- 
ency Maternity  and  Infant  Care  Program,  even 
after  her  husband  has  been  honorably  discharged, 
promoted,  or  demoted,  provided  she  was  pregnant 
during  the  period  when  he  was  in  one  of  the  four 
lowest  pay  grades  of  the  services,  or  was  serving 
as  an  aviation  cadet.  On  the  same  basis,  she  may 
apply  if  the  husband  and  father  is  a  prisoner  of 
war.  missing  in  action,  or  dead. 

Similarly,  if  the  father  of  an  infant  whose  mother 
did  not  receive  care  under  the  program  was  in  one 
of  those  grades  at  any  time  during  the  infant's  first 
year  of  life,  the  infant's  eligibility  for  care  under 
the  program  is  established. 
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News  Notes  from  the  Bowman  Gray 
School  of  Medicine 

Dr.  J.  E.  Hawkins,  formerly  instructor  in  physi- 
ology and  special  research  associate  in  the  psycho- 
acoustic  laboratory  at  Harvard  Medical  School,  has 
joined  the  faculty  of  the  Bowman  Gray  School  of 
Medicine  as  assistant  professor  of  physiology  and 
pharmacology. 

*  *     *     * 

Dr.  R.  P.  Morehead,  associate  professor  of  pa- 
thology, has  been  appointed  director  of  the  Depart- 
ment of  Pathology  and  Bacteriology  to  succeed 
Dean  C.  C.  Carpenter,  who  asked  to  be  relieved  of 
the  direction  of  the  department  because  of  the 
pressure  of  administrative  duties.  Dr.  Carpenter 
will  continue  to  be  a  member  of  the  staff  of  the 
department,  assuming  the  title  of  professor  of  legal 
medicine  and  director  of  the  laboratory  of  clinical 
pathology. 

Mr.  Ray  E.  Brown  resigned  as  administrator  of 
the  hospital  on  September  1,  1945,  to  assume  the 
position  of  assistant  director  of  the  University  of 
Chicago  Clinics.  Mr.  Reid  Holmes,  assistant  super- 
intendent of  Duke  Hospital,  has  been  elected  ad- 
ministrator to  succeed  Mr.  Brown. 

*  *     *     # 

Dr.  W.  H.  Fishman,  assistant  professor  of  bio- 
chemistry, has  resigned  his  position  effective  Oc- 
tober 1,  1945,  and  accepted  the  position  of  research 
associate  in  the  Departments  of  Surgery  and  Bio- 
chemistry at  the  University  of  Chicago  School  of 
Medicine. 

*  *     *     * 

Dr.  Charles  M.  Norfleet,  Jr.,  has  received  his  dis- 
charge from  the  army  after  serving  three  years  in 
India  and  has  resumed  his  position  as  instructor  in 
urology. 

*  *     *     * 

The  North  Carolina  Pathological  Society  met  as 
the  guests  of  the  Department  of  Pathology  on  Sep- 
tember 7,  1945.  Dr.  Frank  W.  Konzelmann,  presi- 
dent of  the  American  Society  of  Clinical  Pathol- 
ogists, was  guest  speaker.  His  topic  was,  "The 
Economics  of  the  Practice  of  Pathology." 

The  John  and  Mary  R.  Markle  Foundation  has 
awarded  a  grant  of  $7,000  for  research  in  the  De- 
partment of  Internal  Medicine  under  the  direction 
of  Dr.  George  T.  Harrell,  Jr. 

*  *     *     * 

The  Council  on  Pharmacy  and  Chemistry  of  the 
American  Medical  Association  has  awarded  a  grant 
of  $400.00  to  support  the  research  of  Dr.  Harold  D. 
Green  in  the  Department  of  Physiology  on  the  influ- 
ence of  environmental  temperature  on  ischemic 
compression  shock. 


Wake  County  Medical  Society 

Dr.  Robert  P.  Noble  addressed  the  Wake  County 
Medical  Society  at  its  August  meeting,  on  the  sub- 
ject "X-Ray — Past,  Present  and  Future."  Dr.  Hu- 
bert A.   Royster  discussed  Dr.  Noble's  paper. 


Edgecombe-Nash  Counties  Medical 
Society 

Major  Samuel  Eason  Way  of  Rocky  Mount  was 
guest  speaker  at  the  August  meeting  of  the  Edge- 
combe-Nash Counties  Society,  held  in  Rocky  Mount 
on  August  8,  1945. 


Martin-Washington-Tyrrell  Counties 
Medical  Society 

The  quarterly  meeting  of  the  Martin- Washington- 
Tyrrell  Counties  Medical  Society  was  held  in  Ply- 
mouth on  August  8.  The  principal  speakers  were 
Lt.  Cmdr.  Lyman  H.  Hoyt,  USNR,  of  the  Eden- 
ton  Auxiliary  Air  Station,  and  Captain  Thomas 
Stringfield  of  the  Marine  Corps.  Dr.  Hoyt  spoke  on 
"The  Medical  Duties  of  a  Physician  Aboard  a  U.S. 
Navy  Hospital  Ship"  and  Dr.  Stringfield  spoke  on 
"The  Peleliu  Campaign."  Dr.  Claudius  McGowan  is 
president  of  the  society. 


Cancer  Committee 

The  Cancer  Committee  of  the  State  Medical  So- 
ciety met  in  Raleigh  on  August  26  to  discuss  the 
development  of  a  cancer  control  program  for  the 
state.  The  committee  voted  to  invite  the  Field  Army 
of  the  American  Cancer  Society  to  hold  its  regional 
meeting  in  North  Carolina  in  October.  Dr.  Ivan 
Procter  of  Raleigh  is  chairman  of  the  committee. 


North  Carolina  Radiological  Society 

The  following  program  has  been  arranged  for 
the  fall  meeting  of  the  North  Carolina  Radiological 
Society,  to  be  held  at  Watts  Hospital  in  Durham 
on  October  5  and  6: 

Friday,  October  5 
9:30  A.M.     Business   Session 

Report  on   Industrial   Commission   by  J.  P. 
Rousseau,  M.D.,  Winston-Salem,  N.  C. 
11:00  A.M.     Case    Report 

C.  L.  Gray,  M.D.,  High  Point,  N.  C. 
11:15  A.M.     Case  Report 

James  E.  Hemphill,  M.D.,  Charlotte,  N.  C. 
11:30  A.M.     Effects    of   X-Ray    Therapy    in    Experi- 
mental Virus   Pneumonia 
George  Baylin,  M.D.,  Durham,  N.  C. 
11:45  A.M.     Experiences  in  the  Army  of  the  U.  S. 

G.  B.  Murphy,  M.D.,  Asheville,  N.  C. 
12:00  Noon  Fifteen  Minute  Intermission 
12:15  P.M.     Boeck's   Sarcoid 

Paul  P.  McCain,  M.D.,  N.  C.  State  Tuberculosis 
Sanatorium,   Sanatorium,  N.  C. 
1:00  P.M.     Discussion  of  Cutaneous  Manifestations 
of  Sarcoid 

J.  Lamar  Callaway,  M.D.,  Durham,  N.  C. 
1:15  P.M.     Discussion  of  Bone  Lesions  in  Sarcoid 

Robert  J.  Reeves,  M.D.,  Durham,  N.  C. 
1:45  P.M.     Lunch— Watts  Hospital 
3:00  P.M.     Diagnosis  of  Bone  Lesions  in  Childhood 
Vincent  Archer,   M.D.,  Professor  of  Radiology, 
University   of  Virginia,   Charlottesville,   Va. 
Discussion  to  be  opened  by  A.  H.  London,  M.D., 
Durham,  N.  C. 
4:15  P.M.     Treatment  of  Carcinomas  of  the  Larynx 
Hugh  F.  Hare,  M.D.,  Radiologist,  Lahey  Clinic, 
Boston,  Mass. 

Discussion  to   be  opened  by  James   R.   Harrill, 
M.D.,  Winston-Salem,  N.  C. 
6:30  P.M.     Social  Hour 

At  the  residence  of  Dr.  Robert  J.  Reeves,  920 
Anderson  Street,  Durham,  N.  C. 
8:00  P.M.     Dinner,  Washington  Duke  Hotel 

Saturday,  October  6 
2:00  P.M.     Duke-Navy  Football  Game 

Duke  University  Stadium,  Durham,  N.  C. 

Officers  of  the  Society  are  Dr.  W.  W.  Vaughan, 
Durham,  president;  Dr.  Allen  Tuggle,  Charlotte, 
vice  president;  and  Dr.  Major  I.  Fleming,  Rocky 
Mount,  secretary-treasurer.  Dr.  James  E.  Hemphill 
of  Charlotte  is  chairman  of  the  program  committee. 


Centers  for  the  Treatment  of  Tropical 
Skin  Diseases 

Two  army  hospitals  in  North  Carolina  have  been 
designated  as  centers  for  treatment  and  research 
on  tropical  skin  diseases.  They  are  the  Moore  Gen- 
eral Hospital  at  Swannanoa  and  the  United  States 
Army  General  Hospital  at  Camp  Butner,  near  Dur- 
ham. 
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HYGEIA 


Hygeia,  named  for  the  goddess  of  health, 
is  the  only  magazine  for  laymen  published 
by  the  American  Medical  Association.  To 
members  of  the  Auxiliary  that  fact  speaks 
for  itself.  It  is  a  magazine  we  should  be 
ashamed  not  to  have  in  our  homes  and  in 
our  husbands'  offices.  Most  of  you  know  that 
it  contains  reliable  information  each  month 
concerning  the  health  of  the  individual  from 
the  prenatal  period  to  the  end  of  life. 

Hygeia  makes  a  most  appropriate  gift  for 
the  doctor  and  his  wife  to  send  to  relatives 
and  friends.  Since  subscriptions  are  limited, 
it  is  wise  for  you  to  enter  your  subscriptions 
now.  Remember  that  the  Auxiliary  receives 
commissions  only  on  those  subscriptions  sent 
through  the  Hygeia  Chairman. 

If  you  are  not  a  subscriber  to  Hygeia,  now 
is  the  time  to  become  one.  I  believe  you  will 
soon  desire  to  see  that  others  also  have  ac- 
cess to  the  magazine.  If  you  are  already  a 
subscriber,  surely  this  article  need  not  have 
been  written  for  you.  You  will  not  overlook 
your  renewal,  and  you  are  helping  to  build 
up  the  circulation  of  Hygeia  in  the  state. 

Mrs.  D.  M.  Royal. 

Hygeia  Chairman. 

Salemburg. 

*  *     *     * 

We  are  pleased  to  quote  an  excerpt  from 
the  historian's  report  in  the  May  issue  of 
the  Bulletin  of  the  Auxiliary  to  the  Ameri- 
can Medical  Association : 

"It  was  hard  to  choose  an  outstanding  achieve- 
ment from  among  so  many  accomplishments,  but  I 
came  upon  it  tucked  away  in  the  report  from  N'orth 
Carolina:  'A  newly  organized  committee  of  medical 
officers'  wives  has  made  life  more  interesting  for  the 
women  whose  husbands  are  now  in  service]  and  has 
assisted  the  wives  and  families  of  those  members 
of  the  armed  forces  now  residing  in  the  state  to 
find  living  accommodations,  secure  household  help, 
and  obtain  baby  beds,  strollers,  etc.  In  general, 
they  have  helped  out  in  many  emergencies  and  have 
made  life  more  comfortable  for  these  people  away 
from  home.' 

"For  those  of  us  whose  sons  are  in  the  armed 
forces,  whose  daughters  and  grandchildren  are  liv- 
ing away  from  home,  N'orth  Carolina  has  done  a 
Christ-like  deed.  It  was  our  Lord  who  said,  'For  as 
much  as  ye  have  done  it  unto  the  least  of  these,  ye 
have  done  it  unto  me.'  " 

*  *      *      * 

The  Auxiliary  Advisory  Committee  from 
the  State  Medical  Society  is  composed  of  the 
following  physicians : 

Dr.  Rachel  Davis,  Chairman,  Kinston 


Dr.  Annie  Louise  Wilkerson,  Raleigh 

Dr.  Eleanor  B.  Easley,  Durham 

Dr.  H.  H.  Foster,  Norlina 

Dr.  Lester  A.  Crowell,  Jr..  Lincolnton 
Mrs.  Ralph  L.  Fike, 
Publicity  Chairman 


BOOK  RE  VIE  vYS 


Recent  Advances  in  Endocrinologv.  By  A. 
T.  Cameron,  M.A.,  D.Sc.  (Edin.),  F.R.I.C, 
F.R.S.C,  Professor  of  Biochemistry,  Fac- 
ulty of  Medicine,  University  of  Manitoba; 
Biochemist,  Winnipeg  General  Hospital. 
Ed.  5.  415  pages  with  73  figures,  including 
three  plates.  Price,  S5.00.  Philadelphia:  The 
Blakiston  Company,  1945. 

Cameron's  Endocrinology  has  long  been  an  ac- 
cepted text.  The  first  edition  appeared  in  1933,  and 
this,  the  fifth  edition,  has  been  almost  completely 
rewritten.  Dr.  Cameron  has  given  much  attention 
to  the  clinical  aspects  of  endocrinology  in  this  book, 
without  sacrificing  any  of  the  fundamental  material 
it  contains. 

The  division  of  the  material  and  the  excellent  in- 
dex make  this  volume  a  ready  reference  book,  since 
a  clear  and  concise  discussion  of  almost  any  subject 
related  to  the  field  of  endocrinology  can  be  found 
in  a  few  moments.  Each  section  has  a  full  bibli- 
ography. Dr.  Cameron  uses  sound  judgment  in  the 
clinical  material  he  presents.  An  example  is  the 
discussion  of  estrogen-androgen  relationships  to 
cancer  on  page  283,  in  which  he  presents  the  experi- 
mental and  clinical  evidence  concerning  this  rela- 
tionship. He  finally  concludes:  "While  the  clinical 
relationship  between  the  steroids  and  carcinogens 
such  as  benzpyrene  and  methylcholanthrene  suggests 
that  some  steroids  must  have  carcinogenic  potenti- 
alities, and  while  this  is  fully  borne  out  by  the 
experimental  work  just  quoted,  there  is  no  evidence 
that  when  used  in  proper  therapeutic  dosage  there 
is  danger  that  androgens  or  oestrogens  (including 
the   synthetic   compounds)    may  produce   cancer." 

This  book  fully  meets  the  high  standards  that  the 
previous  editions  have  set,  and  is  recommended  to 
the  student  and  physician. 


Rvpins'  Medical  Licensure  Examinations. 
Edited  bv  Walter  L.  Bierring.  M.D..  F.A. 
C.P.,  M.R.C.P.,  Edin.  (Hon.),  member.  Na- 
tional Board  of  Medical  Examiners:  Secre- 
tary. Federation  of  State  Medical  Boards 
of  "the  United  States.  Ed.  5.  546  pages. 
Price,  $6.00.  Philadelphia:  J.  B.  Lippincott 
Company,   1945. 

The  medical  undergraduate  faced  with  acceler- 
ation of  the  medical  course  and  with  the  modern 
trend  in  revision  of  the  curriculum  finds  it  impos- 
sible to  master  all  details  formerly  required;  like- 
wise the  young  graduate  finds  little  time  for  a  sys- 
tematic review.  Since  the  examination  conducted  by 
the  national  and  state  boards  of  medical  licensure 
must  of  necessity  be  on  the  level  of  "knowledge 
sampling,"  Rypins'  compilation  of  questions  and 
answers  should  be  most  useful  to  the  examiner  and 
the  candidate  for  licensure. 
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A  Guide  on  Alcoholism  for  Social  Workers. 

By  Robert  V.  Seliger,  M.D.,  Assistant  Visit- 
ing Psychiatrist,  Johns  Hopkins  Hospital. 
94  pages.  Price,  $2.00.  Baltimore:  Alcohol- 
ism Publications,  1945. 

The  author  approaches  alcoholism  as  a  public 
health  problem  and  recommends  attack  along  lines 
which  have  proven  effective  in  tuberculosis  and 
syphilis.  He  recommends  establishment  by  the  state 
of  an  alcoholism  program  associated  with  mental 
hygiene  clinics  and  acute  psychopathic  hospitals, 
with  the  addition  of  farms  for  non-compulsory  re- 
habilitation, where  social  and  psychiatric  aid  can  be 
given.  The  role  of  the  social  worker  here  is  dis- 
cussed. Throughout  the  book  it  is  stressed  that  the 
alcoholic  is  a  sick  man.  The  author  explores  the 
thesis  that  alcoholism  is  a  product  of  our  culture, 
which  reacts  fully  on  a  pre-alcoholic  personality. 
The  effects  of  social  legislation  in  reducing  the 
number  of  arrests  for  alcoholism  in  England  are 
discussed  in  this  volume. 
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My  Second  Life.  An  autobiography  by 
Thomas  Hall  Shastid,  M.D.  1174  pages. 
Price,  $10.00  and  $12.00.  Published  by 
George  Wahr,  publisher  to  University  of 
Michigan,   Ann   Arbor,   Michigan,   1944. 

This  collection  of  memoirs  by  Thomas  Hall  Shas- 
tid, an  ophthalmologist  of  the  Middle  West,  is 
lengthy  but  interesting.  It  is  full  of  anecdotes  about 
doctors  and  contains  some  information  of  historical 
value,  particularly  concerning  Lincoln.  Dr.  Shastid 
uses  incidents  and  memories  of  his  childhood,  youth, 
and  maturity  to  weave  a  picture  of  the  practice  of 
medicine  during  the  last  seventy  years. 


FOR  SALE — Eye,  ear,  nose  and  throat  in- 
struments. Can  be  seen  at  201  N.  Park 
Drive,  Greensboro,  N.  C.  Mrs.  Casper 
W.  Jennings. 


News  Notes 

Dr.  W.  C.  Davison,  Dean  of  the  Duke  University 
School  of  Medicine,  has  been  appointed  medical 
advisor  for  the  re-education  program  in  the  Euro- 
pean occupied  countries,  with  headquarters  prob- 
ably to  be  in  Germany. 

*  *     *     * 

Dr.  Clyde  R.  Hedrick  of  Lenoir  has  been  elected 
president  of  the  Caldwell  Hospital  to  succeed  Dr. 
J.  D.  Rudisill,  co-founder  of  the  hospital,  who  died 
on  July  28.  Dr.  Fred  Hubbard  of  North  Wilkesboro, 
Dr.  L.  N.  Glenn  of  Gastonia,  and  Dr.  Frank  Jones 
of  Newton  will  take  care  of  the  surgery  at  the 
hospital  until  arrangements  can  be  made  to  secure 
the  services  of  a  resident  surgeon. 

*  *     *     * 

Dr.  Vance  P.  Peery  of  Kinston  has  retired  from 
practice  because  of  a  heart  ailment.  He  was  head 
of  the  eye.  ear,  nose  and  throat  department  of 
Memorial  General  Hospital  and  one  of  the  found- 
ers of  the  Kinston  Clinic. 

*  *     *     * 

Lt.  F.  G.  Jarman,  Jr.,  of  Roanoke  Rapids,  was 
a  member  of  the  six-man  team  which  parachuted  on 
a  Japanese  prison  camp  in  Peking  on  August  17  to 
rescue  four  of  the  fliers  who  carried  out  the  first 
air  raid  on  Tokyo.  Dr.  Jarman  joined  the  OSS  in 
1944  and  went  overseas  in  May,   1945. 

*  *       *       * 

Dr.  R.  F.  Roberts  of  Asheville  has  been  promoted 
from  the  rank  of  major  to  that  of  lieutenant  colonel. 

*  *     *     * 

Major  Harold  M.  Horack  of  Durham,  formerly 
Chief  of  Dissemination  Branch,  Medical  Intelligence 
Division,  Preventive  Medicine  Service,  has  left  the 
Office  of  the  Surgeon  General  for  an  assignment  at 
Carlisle  Barracks,  Pa. 
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American  Board  of  Ophthalmology 
Important  Announcement 

Because  of  transportation  difficulties  the  exami- 
nation of  the  Board,  originally  scheduled  for  Chi- 
cago, October,  1945,  has  been  postponed  to  January 
18  to  22  inclusive,  1946. 

1946  Examinations:  Chicago,  January-  18  through 
22;  Los  Angeles.  January  28  through  February  1; 
New  York.   May  or  June;   Chicago,   October. 


Orientation  Course  in  Allergy 

The  School  of  Medicine,  University  of  Pittsburgh, 
offers  an  Orientation  Course  in  Clinical  Allergy, 
under  the  sponsorship  of  The  American  Academy 
of  Allergy,  for  five  days,  October  1  to  5.  1945,  in- 
clusive, at  the  School  on  Bayard  Street,  Pittsburgh, 
Pennsylvania.  Fee  §40.00;  for  veterans,  service  men, 
and  residents  $10.00.  Registration  for  evening  round 
table   conferences  only  by  special   arrangements. 

Inquiries  should  be  addressed  to  William  S.  Mc- 
Ellroy,  M.D..  Dean,  School  of  Medicine,  University 
of  Pittsburgh,  Pittsburgh   13,  Pennsylvania. 


Medical  and  Surgical  Relief  Committee 
of  America 

The  latest  report  of  the  Medical  and  Surgical 
Relief  Committee  indicates  that  postwar  medical 
relief  for  Europe  is  still  a  most  serious  problem. 
Appeals  more  numerous  than  ever  reach  Committee 
Headquarters.  These  appeals  have  been  answered  by 
sending  overseas  S20, 740.20  worth  of  medical  and 
dental  equipment  during  the  six  months  period  ex- 
tending from  January  through  June,  1945.  The  Med- 
ical and  Surgical  Relief  Committee  has  also  helped 
in  the  cure  and  prevention  of  disease  in  our  own 
country  by  donating  §23,187.57  worth  of  supplies 
over  the  same  period  of  time.  Mr.  Arthur  Kun- 
zinger.  treasurer  of  the  Committee,  announced  that 
total  donations  to  date  equal  $734,559.97. 

In  addition  to  its  fixed  purpose  of  providing  med- 
ical relief,  the  Medical  and  Surgical  Relief  Com- 
mittee is  again  concentrating  on  the  collection  of 
medical  and  dental  literature  written  within  the  last 
five  years  to  be  distributed  for  the  benefit  of  Euro- 
pean professional  men  who  have  been  unable  to 
keep  abreast  of  wartime  scientific  progress.  Any- 
one who  has  access  to  such  literature  is  urged  to 
get  in  touch  with  the  Medical  and  Surgical  Relief 
Committee,  420  Lexington  Avenue,  New  York  City. 


Front  Line  Psychiatry  Effective 

Approximately  90  per  cent  of  combat  exhaustion 
cases  are  returned  to  duty  largely  as  a  result  of 
prompt  detection  of  symptoms  and  skilled  handling 
of  the  patient,  it  was  announced  by  the  commission 
of  outstanding  civilian  psychiatrists  which  recently 
completed  an  11-week  survey-  of  psychiatric  condi- 
tions in  the  European  Theater  of  Operations. 

Combat  exhaustion  cases,  known  as  shell  shock 
in  the  last  war,  and  sometimes  referred  to  as  com- 
bat fatigue  or  operational  fatigue,  are  being  treated 
more  successfully  in  this  war  because  of  the  high 
quality  of  personnel  in  the  field  and  better  methods 
and  techniques.  Of  the  greatest  importance  is  the 
fact  that  our  psychiatrists  are  doing  some  of  their 
most  effective  work  right  up  near  the  front  at  the 
clearing  stations. 


Tryptophane 

How  tryptophane,  one  of  the  essential  amino 
acids,  may  be  used  in  improving  human  and  animal 
nutrition  is  described  as  "a  challenge  to  modern 
research"  in  a  review  of  published  studies  on  this 
dietary  supplement  issued  to  the  trade  by  the 
Special  Chemicals  Division,  Winthrop  Chemical 
Company,  Inc.,  Rensselaer,  N.  Y. 

Entitled  "Recent  Research  on  Tryptophane",  the 
publication  includes  a  bibliography  of  68  papers 
dating  back  to  1906.  Most  of  the  studies  referred  to, 
however,  are  dated  1943  and  1944.  The  review  con- 
cludes that  "the  potentialities  of  tryptophane  are 
vast." 


Penicillin    Discoverer    Anticipates    New    Drugs 
To  Aid   War   on   Disease 

World  medicine  appears  to  be  approaching  the 
threshold  of  a  brilliant  new  era  of  discovery  in 
which  some  of  mankind's  most  dreaded  diseases 
may  be  wiped  out  through  the  use  of  penicillin  and 
equally  dramatic  microbe-killers  yet  to  be  found,  it 
was  indicated  in  an  address  delivered  July  3  by  Sir 
Alexander  Fleming,  famed  British  bacteriologist 
who  discovered  penicillin  and  gave  it  to  the  world. 

Sir  Alexander's  address,  his  first  introduction  to 
an  American  radio  audience,  was  heard  at  the  con- 
clusion of  the  Schenley  Laboratories'  program, 
"The  Doctor  Fights,"  which  is  dedicated  to  physi- 
cians and  surgeons  serving  in  the  armed  forces  and 
on  the  home  front.  The  particular  dramatization, 
retitled  "The  Magic  Drug,"  was  built  around  his 
discovery  of  penicillin  and  the  life  story  of  Dr. 
Fleming,  whose  part  in  the  radio  play  preceding 
the  address  was  portrayed  by  Ronald  Colman,  Brit- 
ish-born celebrity  of  the  theater. 

"The  Doctor  Fights"  is  heard  weekly  over  77 
stations  of  the  CBS  coast-to-coast  network,  on 
Tuesdavs  at  9:30  p.m..  EWT. 


The  Danger  of  Small  Doses  of  Penicillin 
Dour,  white-thatched  Sir  Alexander  Fleming,  dis- 
coverer of  penicillin,  is  fearful  of  the  consequences 
of  uncontrolled  distribution  of  his  "baby."  In  a 
breakfast  interview  with  the  editor  of  the  Bulletin, 
Sir  Alexander  remarked  that  there  was  danger  of 
"educating  the  microbe  to  resist  penicillin".  In  his 
talk  at  a  dinner  tendered  him  by  penicillin  pro- 
ducers the  following  evening  he  again  referred  to 
this  fear.  "The  greatest  possibility  of  evil  in  self- 
medication  is  the  use  of  too  small  doses  so  that 
instead  of  clearing  up  the  infection,  the  microbes 
are  educated  to  resist  penicillin  and  a  host  of  peni- 
cillin-fast organisms  is  bred  out."  But  he  went  on 
to  express  the  hope  that  this  danger  could  be 
averted.  (This  can  be  done  with  the  knowledge  and 
controls  already  available.  Production  is  ample,  and 
very  large  doses  of  penicillin  have  not  produced 
any  serious  effects.  It  is  only  necessary  to  be  sure 
the  dosage  indicated  on  packaged  penicillin  is  heavy 
enough  to  give  bacteria  a  lethal  dose  in  any  par- 
ticular instance.) 

The  grave-eyed,  modest  hero  of  healing  described 
some  early  difficulties  in  isolating  and '  identifying 
Penicillinm  notatum  mold  after  the  chance  discov- 
ery of  its  powers.  He  recalled  that  the  original 
strain  of  Penicillium  notatum  was  isolated  by  a 
Swedish  pharmacist  named  Westling,  from  decay- 
ing hyssop.  The  earliest  reference  to  penicillin  might 
be  the  portion  of  Psalm  51  that  says,  "Purge  me 
with  hyssop  that  I  shall  be  cleansed." 

— Office  of  Pharmacal   Information 
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CHANGING  IDEAS  IN  THE  TREATMENT  OF  PULMONARY 

TUBERCULOSIS 

Charles  Hartwell  Cocke,  M.D.,  F.A.C.P.t 
Asheville 


Although  the  figures  for  the  current  year 
are  not  yet  available,  I  venture  the  assertion 
that  the  death  rate  from  pulmonary  tuber- 
culosis in  the  United  States  will  not  far  ex- 
ceed 42  per  100,000  of  population.  When  one 
contrasts  this  figure  with  the  mortality  rate 
of  186  per  100,000  which  prevailed  a  brief 
thirty  years  ago,  one  is  amazed  at  the  prog- 
ress made  in  the  fight  against  this  disease. 
This  encouraging  result  has  not  come  about 
by  virtue  of  improvements  in  treatment 
alone,  gratifying  as  these  have  been;  in  hon- 
esty one  must  point  out  other  essential  fact- 
ors which  have  played  their  part  in  it. 

To  begin  with,  the  incidence  of  the  disease, 
as  was  demonstrated  many  years  ago  by 
Newsholme,  bears  a  definite  relationship  to 
the  economic  status  of  a  people  and  to  their 
housing  and  sanitary  facilities.  The  more 
concentrated  the  population  and  the  lower 
the  economic  stratum,  the  higher  the  inci- 
dence of  the  disease  is  found  to  be.  The 
improved  economic  status  of  the  American 
public,  its  better  housing  conditions,  greatly 
improved  habits  of  sanitation  and  hygiene, 
and  a  diet  vastly  superior  to  that  of  our  fore- 
bears have  played  an  important  part  in  re- 
ducing the  incidence  of  tuberculosis  in  this 
country.  Control  of  plagues,  pestilences,  epi- 
demics, and  debilitating  diseases  which  pre- 
dispose to  tuberculosis  is  increasingly  ac- 
cepted as  a  factor  in  the  prevention  of  tuber- 
culosis. Training  in  dental  hygiene,  posture, 
and  physical  education  has  raised  the  health 
standards  of  our  youth  and  has  made  the 
going  tougher  for  the  tubercle  bacillus. 

Crusades  of  all  sorts  by  tuberculosis  or- 
ganizations, national,  state  and  local,  have 

Presented   at   the  Great  Lakes  Naval   Hospital.   Chicago,   111., 
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aroused  public  attention,  and  early  recogni- 
tion campaigns  have  uncovered  many  cases 
of  tuberculosis  in  the  curable  stage.  The 
enormous  expansion  of  sanatorium  facilities 
has  served  a  dual  purpose :  first,  protection 
of  the  well  members  of  the  family  by  isola- 
tion of  the  infectious  cases;  and  second,  a 
much  better  opportunity  for  competent 
treatment  of  the  sick. 

Doubtless  many  other  factors  have  played 
important  parts  in  lowering  the  tuberculosis 
death  rate.  All  these  factors  together,  how- 
ever, would  hardly  have  been  so  successful 
had  there  not  been  a  concurrent  improve- 
ment in  our  methods  of  treatment.  It  is  my 
purpose  tonight  to  discuss  briefly — and,  I 
fear,  inadequately — the  changes  which  have 
brought  about  this  improvement.  Tubercu- 
losis holds  a  unique  place  among  diseases  in 
that,  itself  an  unchanging  disease,  it  has 
gone  through  so  many  revolutionary  eras  of 
treatment. 

It  was  not  so  long  ago  that  about  the  only 
advice  a  physician  could  give  a  tuberculous 
patient  was  to  go  west,  or  else  seek  the  Ap- 
palachian Mountains.  There,  as  a  result  of 
activity  and  lack  of  proper  supervision,  he 
all  too  frequently  reached  the  inevitable  end 
of  his  trail.  The  sanatorium  idea,  imported 
from  the  institutions  of  Brehmer  and  Dett- 
weiler,  took  root  when  Trudeau  built  the 
Little  Red  Cottage  in  the  Adirondack  Moun- 
tains, which  was  the  beginning  of  the  now 
well-known  Trudeau  Sanatorium. 

The  essential  features  of  the  treatment  in 
these  early  institutions  were  rest  in  the 
open,  exercise  under  controlled  conditions, 
and  a  nourishing  diet.  While  we  have  devel- 
oped refinements  of  treatment,  three  factors 
remain  as  fundamental.  These  are,  in  order 
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of  importance,  rest,  food,  and  fresh  air. 

As  sanatoria  were  built,  it  was  quite  nat- 
ural that  they  would  be  located  in  sections 
more  or  less  noted  for  the  purity  of  the  air 
and  the  salubrity  of  the  climate.  This  is  not 
the  place  to  debate  the  value  of  climate  in 
the  treatment  of  tuberculosis.  While  treat- 
ment in  the  resort  community  offers  the  de- 
cided advantage  of  separating  the  patient 
from  his  business,  friends,  and  family  dur- 
ing the  period  of  his  enforced  bed  rest,  the 
patient  who  cannot,  because  of  the  financial 
strain,  live  away  from  home  in  relative  com- 
fort and  peace  of  mind  is  much  better  off  at 
home.  As  Osier  put  it,  care  without  climate 
is  much  better  than  climate  without  care. 
No  one  today  denies  that  tuberculosis  can  be 
cured  in  any  climate.  I  feel  that  some  cli- 
mates, however,  by  providing  greater  physi- 
cal comfort,  may  well  offer  superior  chances 
of  a  cure  to  patients  who  can  afford  to  live 
in  them. 

Soon  after  he  made  his  epic  discovery  of 
the  tubercle  bacillus  in  1882.  Koch  developed 
tuberculin,  which  he  believed  at  first  to  be 
the  long-sought  specific  therapeutic  agent.  I 
need  not  recite  here  the  tragic  disappoint- 
ments that  followed  its  development.  Suffice 
it  to  say  that  at  present  tuberculin  is  used 
largely,  if  not  entirely,  for  diagnostic  pur- 
poses. 

It  was  Forianini  of  Pavia  who  contributed 
more  to  the  treatment  of  tuberculosis  than 
any  man  since  Trudeau.  by  introducing 
pneumothorax  therapy.  While  suggestions 
along  this  line  had  been  made  by  others 
much  earlier.  Forlanini's  work  laid  the  foun- 
dation for  what  is  now  perhaps  our  most 
valuable  method  of  compression.  Pneumo- 
thorax has  saved  many  patients  who  other- 
wise would  have  died,  and  the  indications 
for  its  use  have  been  so  greatly  extended 
within  the  last  fifteen  or  twenty  years  that 
this  method  of  treating  tuberculosis  has  be- 
come almost  commonplace.  At  first  it  was 
indicated  only  in  patients  whose  lesions  were 
largely  unilateral.  Increasing  use  of  the 
roentgen  ray  has  shown  how  infrequently 
this  criterion  can  be  met.  and  alternating 
pneumothorax  or  bilateral  pneumothorax 
has  been  undertaken  with  increasing  success 
in  properly  selected  patients  with  bilateral 
lesions.  There  has  also  been  a  tendency  to 
extend  the  application  of  pneumothorax  to 
earlier  lesions,  although  the  original  concept 
was  that  its  use  must  be  confined  to  the  case 
which  was  progressive  in  its  downhill  course 


under  conservative  rest  treatment.  Pneumo- 
thorax is  indicated  for  the  control  of  hemor- 
rhage and  spreading  infiltrations,  for  the 
closure  of  cavities  not  too  close  to  the  periph- 
ery or  apex  of  the  lung,  and  incidentally  for 
sputum  conversion.  When  satisfactory  com- 
pression is  possible,  it  is  undoubtedly  the 
quickest  way  to  control  a  lesion. 

While  it  is  of  great  value  in  wholly  ambu- 
latory patients  who  cannot  afford  to  stop 
work,  pneumothorax  does  not,  as  a  general 
rule,  absolve  the  patient  from  obtaining  the 
proper  amount  of  rest  and  taking  care  of 
himself.  Pneumothorax  may  be  compared 
to  a  plaster  cast  on  a  broken  limb ;  it  does 
not  heal,  but  it  gives  nature  a  better  chance 
to  effect  healing.  It  is  well  that  this  point 
be  impressed  upon  the  patient  taking  pneu- 
mothorax, who  often  assumes  liberties  he 
otherwise  would  not  take. 

Pneumothorax  has  its  limitations.  Pleural 
adhesions,  which  cannot  be  definitely  ascer- 
tained by  any  known  method  of  investiga- 
tion until  air  is  put  in,  may  prevent  proper 
compression  and  closure  of  cavities.  In  a 
certain  number  of  such  cases  intrapleural 
pneumonolysis  or  severing  of  the  adhesions 
by  cautery  has  greatly  enhanced  the  value 
of  the  method.  In  some  instances  a  phrenic 
crush  enhances  the  success  of  pneumothorax. 
causing  cavities  to  close.  Separation  of  ad- 
hesions by  open  operation  is  a  far  more  for- 
midable procedure  and  its  usefulness  is  much 
more  restricted. 

The  most  frequent  complication  of  pneu- 
mothorax is  the  formation  of  fluid.  In  mv 
experience  this  occurs  some  time  during-  the 
course  of  treatment  in  50  to  80  per  cent  of 
the  patients.  Frequently  a  small  amount  of 
fluid  that  neither  the  patient  or  I  had  sus- 
pected is  found  on  fluoroscopic  examination. 
These  small  amounts  are  often  so  evanescent 
that,  unless  fluoroscopic  studies  are  made 
at  frequent  intervals,  thev  mav  be  missed. 
The  proper  handling  of  fluid  which  persists 
or  increases  or  becomes  purulent  is  a  subject 
that  might  well  occupy  a  whole  evening,  and 
cannot  be  discussed  here. 

A  less  frequent  but  serious  complica- 
tion is  spontaneous  pneumothorax  resulting 
from  the  rupture  of  an  adhesion  and  some- 
times followed  by  the  development  of  pyo- 
pneumothorax if  the  patient  survives  the 
first  crisis.  Shifting  of  the  heart,  mediasti- 
nal structures,  trachea,  and  diaphragm  (par- 
ticularly in  certain  left-sided  cases)  may 
cause    grave    respiratory,    circulatory,    and 


October,  1945 


PULMONARY  TUBERCULOSIS— COCKE 


439 


gastric  difficulties.  Such  occurrences  can 
readily  be  shown  by  the  fluoroscope,  which 
I  find  to  be  an  invaluable  guide  in  the  man- 
agement of  pneumothorax  cases.  I  make  a 
fluoroscopic  examination  both  before  and 
after  each  pneumothorax  refill  when  pos- 
sible. Mediastinal  hernia  is  another  compli- 
cation which  may  be  met  with,  but  it  should 
be  readily  recognized  under  the  fluoroscope. 
Of  the  more  bizarre  and  terrifying  compli- 
cations, air  embolism  and  pleural  shock  cer- 
tainly take  first  rank.  Theoretically,  embol- 
ism is  always  preventable ;  pleural  shock  is 
not  completely  understood,  despite  the  work 
of  Capps111  and  a  few  others,  who  have  recog- 
nized the  condition  as  an  actual  entity. 

Up  to  a  certain  point  pneumothorax  is  re- 
versible. Pneumothorax  therapy,  however, 
especially  if  there  has  been  much  fluid, 
sometimes  leaves  the  patient  with  a  complete 
dextrocardia,  a  fishhook  trachea  and  mis- 
placed mediastinum,  emphysema  or  fibro- 
thorax,  or  a  fixed  diaphragm.  In  such  cases, 
even  though  the  patient  recovers  from  tuber- 
culosis, his  vital  capacity  is  pitifully  low,  and 
he  is  capable  of  little  if  any  physical  activity 
and  usefulness. 

A  few  years  ago  extrapleural  pneumo- 
thorax had  quite  a  vogue.  I  believe  that  its 
field  of  usefulness  is  much  more  limited  than 
was  first  claimed.  Certainly  the  hazards  of 
it  far  exceed  those  of  intrapleural  pneumo- 
thorax. Infection,  travelling  through  the 
lung  and  resulting  in  either  a  ^tuberculous 
or  a  mixed  pyogenic  infection  of  the  pleural 
cavity,  has  frequently  occurred  in  spite  of 
all  possible  surgical  precautions.  On  the 
whole  I  have  found  the  ultimate  results  dis- 
appointing. 

Oleothorax  has  a  limited  field  of  usefulness 
in  those  cases  where  one  hopes  to  sterilize 
an  empyema,  where  the  lung  has  a  stubborn 
tendency  to  re-expand  before  cavity  healing 
has  occurred,  or  where  the  patients  have  to 
come  considerable  distances  for  their  refills. 
I  feel  that  the  use  of  this  method  is  on  the 
wane. 

While  I  have  several  patients  who  still 
carry  their  paraffin  packs,  which  closed 
cavities  when  all  other  methods  suitable  to 
their  cases  had  failed,  the  thoracic  surgeons 
have  so  vastly  improved  their  technique  for 
thoracoplasty  that  this  procedure  may  soon 
be  in  the  discard. 

Paralysis  of  the  phrenic  nerve,  either  tem- 

1.  Capps.  J.  A.:  Air  Embolism  Versus  Pleura)  Rellex  as  the 
Cause  nf  Pleural  Shock.  J.A.M.A.  109:952-851  (Sept.  11) 
1937. 


porary  or  permanent,  has  a  definite  place  in 
cases  with  either  unilateral  or  bilateral  in- 
volvement in  which  pneumothorax  is  impos- 
sible. Combined  with  pneumothorax,  it  fre- 
quently gives  sufficient  relaxation  to  permit 
the  closure  of  cavities  in  a  formerly  unsuc- 
cessful pneumothorax.  I  prefer  the  tempor- 
ary crush,  later  to  be  made  permanent  if 
that  is  desirable.  I  have  never  seen  the  un- 
comfortable and  at  times  disastrous  results 
that  followed  the  earlier  methods  of  exeresis. 

The  use  of  bilateral  elevation  of  the  dia- 
phragm, or  pneumoperitoneum,  when  other 
methods  of  compression  fail  has  been  advo- 
cated with  most  zeal  in  this  country  by 
Banyai'-'.  While  I  have  had  some  patients 
who  obtained  relief  from  this  method,  I  have 
little  enthusiasm  for  the  measure  generally, 
and  on  the  whole  have  found  the  ultimate 
results  disappointing. 

Thoracoplasty  and  its  variants  offer  a 
means  of  permanently  closing  cavities  that 
can  be  closed  no  other  way.  When  Sauer- 
bruch  first  popularized  the  method,  a  mor- 
tality rate  of  25  to  50  per  cent  was  not  un- 
common. This  appalling  rate  has  been  low- 
ered until  the  immediate  operative  mortality 
in  properly  selected  patients  is  now  compar- 
able to  that  found  in  acute  appendicitis — 
truly  an  astonishing  triumph  for  the  thor- 
acic surgeon !  The  operation  is  one  of  degrees 
and  stages.  The  number  of  upper  ribs  re- 
moved may  vary  from  one  to  eleven.  In  lim- 
ited areas  bilateral  thoracoplasty  may  be 
performed,  or  a  unilateral  operation  may  be 
done  successfully  while  the  patient  is  still 
undergoing  pneumothorax  for  the  contra 
lateral  lung.  It  may  cause  little  or  no  ex 
ternal  deformity,  or  it  may  be  quite  deform- 
ing, leaving  the  patient  with  a  drooping 
shoulder,  a  shrunken  chest  wall,  and  a 
twisted  spinal  column.  Its  effects  are  more 
or  less  irrevocable. 

Various  ancillary  operations  have  been  de- 
vised in  an  attempt  to  provide  greater  physi- 
ological rest  for  the  diseased  lung.  Apicoly- 
sis,  scaleniotomy,  and  the  multiple  inter- 
costal paralysis  operation  of  Alexander  per- 
haps have  more  importance  in  this  group 
than  the  other  less  well  known  and  technic- 
ally difficult  variants. 

A  few  years  ago  Monaldi  published  rather 
stimulating  reports  on  his  method  of  closed 
cavitary  drainage.  The  technical  difficulties 
and  poor  end  results  have  been  discourag- 

2.  Bauvai.  A.  L. :  Principles  of  Pneumoperitoneum  Treatment 
of  Pulmonary  Tuberculosis,  Dis.  of  Chest  7:402-401]  (Dec.) 
1941. 
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ing,  however,  and  at  present  the  method  has 
definitely  limited  application. 

Lobectomy  has  been  successfully  done  for 
pulmonary  neoplasm  and  bronchiectasis  and, 
in  a  few  instances,  for  tuberculosis.  Diffi- 
culty in  proving  the  complete  integrity  of  the 
other  lung  and  the  formidable  nature  of  the 
operation  are  the  chief  drawbacks  to  the  use 
of  this  procedure.  As  one  raised  in  the  con- 
servative school  of  thought,  I  would  have 
some  hesitancy  in  recommending  the  proced- 
ure for  a  tuberculous  lesion  no  greater  in  ex- 
tent than  the  confines  of  a  single  lobe. 

When  Moellgaard  introduced  sanocrysin 
(gold  and  sodium  thiosulfate)  some  years 
ago,  interest  in  the  chemotherapeutic  ap- 
proach to  the  treatment  of  tuberculosis 
reached  a  high  point.  Though  some  careful 
workers  in  this  country,  notably  Matson'3', 
have  found  it  useful,  it  has  not  met  with 
much  popular  acclaim.  I  cannot  evaluate  its 
usefulness,  as  I  have  had  slight  experience 
with  it.  While  some  may  be  hopeful  that 
some  of  the  sulfonamide  group  of  drugs  may 
be  the  answer  to  the  prayer  for  a  specific 
agent  against  the  tubercle  bacillus,  the  lim- 
ited experiences  with  promin  published  so 
far  have  not  been  encouraging. 

In  a  recent  publication  on  "Trends  in  Fre- 
quency and  Types  of  Surgical  Procedures  in 
the  Treatment  of  Tuberculosis,"  Drolet'4'  re- 
ports that  one  hundred  Canadian  and  Ameri- 
can tuberculosis  sanatoria  and  hospitals, 
most  of  them  having  a  bed  capacity  of  300 
or  more,  at  the  end  of  1937  were  utilizing 
some  form  of  collapse  therapy  in  49  per  cent 
of  patients,  while  in  1941  the  figure  was  48 
per  cent.  From  these  figures,  it  would  seem 
that  the  use  of  collapse  therapy,  which  was 
rapidly  increasing  one  or  two  decades  ago, 
has  about  become  stabilized.  This  state  of 
affairs  I  believe  is  proper,  for  I  have  never 
been  one  to  subscribe  to  the  theory  that  tu- 
berculosis is  primarily  a  surgical  disease. 

Summary 

Tuberculosis  is  a  curable  disease.  Under 
proper  conditions  of  care  and  rest  it  has  a 
great  tendency  to  resolution  and  healing. 
When  the  patient  is  seen  relatively  early, 
this  treatment  may  be  all  that  is  necessary. 
Should  the  disease  be  progressive  or  cavita- 
tion occur,  collapse  therapy  of  a  suitable  na- 

3.  Matson.  U.  C. :  The  Treatment  of  Pulmonary  Tuberculo- 
sis.  J. A.M. A.    115:    It 20-1024    (Nov.    0)    low. 

■i.  Drolet.  G.  .1.:  Collapse  Therapy:  Trends  in  Frequency 
...ifl  Types  of  Surgical  Procedures  in  Treatment  of  Pul- 
monary Tuberculosis,   Am.  Rev.  Tubere.  47:184-215   (Feb.) 
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ture  should  be  used.  The  method  that  has 
proven  of  greatest  value  is  intrapleural  pneu- 
mothorax; this  must  often  be  supplemented 
by  intrapleural  pneumonolysis,  however,  and 
less  often  by  phrenic  paralysis.  Thoraco- 
plasty is  now  a  relatively  safe  procedure,  and 
is  being  used  with  increasing  frequency.  It 
has  the  disadvantage  of  causing  frequent  de- 
formities and  of  being  irreversible. 

(Slides  illustrating  the  different  procedures  and 
the  results  obtained  in  an  unselected  group  of  pa- 
tients were  shown  on  the  screen.) 


PERIBRONCHITIS 

Frederic  M.  Hanes,  M.D. 
Durham 

Although  the  pulmonary  lesion  to  which 
attention  is  directed  in  this  brief  paper  is 
an  entity  with  very  characteristic  features, 
it  is  not  always  recognized  as  such.  It  is 
usually  diagnosed  as  bronchopneumonia 
(acute  or  subacute),  sometimes  as  "non- 
tuberculous  bronchopneumonia,"  or  again 
as  "delayed  resolution."  Not  infrequently 
it  is  mistaken  for  basal  tuberculosis,  and 
the  patient  is  subjected  to  prolonged  treat- 
ment for  this  disease.  Since  the  lesion 
under  discussion  is  a  definite  morbid  entity, 
with  an  easily  recognizable  natural  history, 
it  deserves  a  distinctive  name.  The  term 
"peribronchitis"  seems  best,  since  it  is  based 
upon  the  pathology  of  the  condition. 

That  the  cardinal  and  distinctive  features 
of  peribronchitis  are  not  as  familiar  to  stu- 
dents as  they  should  be  is  not  surprising, 
for  it  is  seldom  described  as  a  separate  en- 
tity in  the  textbooks  or  systems  of  medi- 
cine. This  lack  of  specificity  has  resulted  in 
confusion  of  thought  and  inexactitude  of 
diagnosis. 

Pathogenesis 

Peribronchitis  is  the  result  of  repeated 
infection  of  the  lung  from  lesions  in  the 
upper  respiratory  tract,  either  acute — as  in 
the  common  cold  or  influenza,  with  second- 
ary pyogenic  invasion  of  the  mucous  mem- 
branes— or  chronic,  from  sinus  disease  or 
infected  tonsils.  As  a  rule  one  of  the  lower 
lobes  of  the  lung,  usually  the  left,  is  in- 
volved, and  with  each  succeeding  infection 
this  area  of  lowered  resistance  shows  signs 
of  activity.   One  entire  lobe,  or  a  large  part 
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of  one,  usually  is  involved,  and  it  is  uncom- 
mon to  find  involvement  in  both  lungs. 

The  smaller  bronchi,  or  bronchioles,  be- 
come inflamed,  causing  bronchial  exudation, 
which  may  result  in  an  astonishingly  pro- 
fuse mucopurulent  expectoration  suggesting 
in  its  amount  a  bronchiectasis.  Fibrosis  of 
the  peribronchial  tissues  results  from  the 
organization  of  peribronchial  inflammatory 
exudate,  and  a  chronically  impaired  area  of 
lung  gradually  develops.  This  constitutes  a 
locus  minoris  resistentiae  for  the  localiza- 
tion of  subsequent  infections.  The  peribron- 
chial fibrosis  is  not  a  gross  affair  and  can 
not,  as  a  rule,  be  detected  by  x-ray  studies. 

Symptoms  and  Signs 

Peribronchitis  is  characterized  sympto- 
matically  by  the  recurrence  of  febrile  at- 
tacks of  only  a  few  days'  duration,  accom- 
panied by  malaise,  aching  and  considerable 
prostration.  Cough  is  severe  and  results  in 
the  production  of  mucopurulent  sputum, 
which  may  be  blood-tinged.  The  fever  may 
rise  sharply  several  degrees,  but  subsides 
within  three  or  four  days.  There  may  be  a 
mild  leukocytosis.  Examination  of  the  spu- 
tum reveals  a  scanty  number  of  the  pyogens 
usually  found  in  acute  bronchitis.  The  en- 
tire attack,  at  least  in  the  early  stages  of  the 
disease,  may  last  less  than  a  week,  and  the 
patient  usually  regains  quickly  his  former 
well-being.  Through  the  years,  however, 
the  attacks  may  become  more  severe  and 
localized  bronchiectasis  may  result. 

It  will  be  noted  how  closely  the  condition 
simulates  a  basilar  tuberculous  lesion,  and 
the  grave  possibility  of  making  this  mis- 
taken diagnosis  is  always  present.  Repeated 
examinations  of  the  sputum  for  tubercle 
bacilli  and  fungi  should  be  made.  X-ray 
studies  help,  as  a  rule,  only  in  a  negative 
way. 

When  the  patient  is  quite  free  of  symp- 
toms and  is  up  and  about  and  feeling  well, 
one  is  astonished  at  the  persistence  of  a 
great  abundance  of  moist  rales  over  the  area 
of  involvement.  This  is  the  most  character- 
istic sign  of  peribronchitis.  Impairment  of 
percussion  resonance  is  slight  or  absent  and 
the  respiratory  murmur  is  normal,  but  on 
inspiration  one  hears  a  profusion  of  small 
moist  rales  over  the  lobe  involved.  These 
may  persist  for  months  or,  when  some  bron- 
chiectatic  dilatation  occurs,  even  years.  On 
the  other  hand,  healing  and  restitution  to 
normal  may  occur  even  after  many  attacks. 


The  danger  of  recurrence  is  always  pres- 
ent, however,  with  any  respiratory  infec- 
tion, even  years  after  the  initial  attack.  The 
attacks  repeat  themselves  in  a  stereotyped 
way,  with  a  reappearance  of  the  symptoms 
and  signs  first  observed. 

Diagnosis 

Peribronchitis  has  a  characteristic  natur- 
al history  which  makes  the  diagnosis  rela- 
tively easy.  The  history  of  recurring  febrile 
bronchitic  attacks  of  short  duration,  the 
rapidity  with  which  the  constitutional  symp- 
toms disappear,  the  persistence  of  signs 
which  suggest  extensive  lung  disease  after 
the  patient  feels  well,  and  the  absence  of 
radiographic  evidence  of  pathologic  lesions 
in  the  lung  constitute  a  clear-cut  syndrome. 
Tuberculosis  or  fungus  infection  may  and 
should  be  suspected — for,  as  is  well  known, 
basilar  tuberculosis  is  not  rare — ■,  but  care- 
ful and  repeated  negative  examinations  of 
the  sputum  and  the  absence  of  serious 
constitutional  symptoms  in  the  presence  of 
signs  of  extensive  lung  involvement  make 
the  diagnosis  clear.  The  important  thing  is 
to  know  that  such  a  syndrome  as  has  been 
described  does  occur  not  infrequently  and 
that  it  may  be  diagnosed  mistakenly  as  tu- 
berculosis or  fungus  infection. 

Treatment 

Treatment  consists,  first  of  all,  in  the 
utilization  of  all  measures  which  may  pre- 
vent the  recurring  attacks  of  febrile  bron- 
chitis. The  entire  upper  respiratory  tract, 
the  nasal  sinuses,  tonsils  and  adenoids,  and 
teeth  should  be  searched  minutely  for  in- 
fection and,  where  possible,  any  infected 
foci  should  be  eradicated.  Such  foci  may 
not  be  discovered,  and  in  this  case  unintelli- 
gent mutilation  of  the  patient  is  not  indi- 
cated. The  great  seriousness  of  upper  res- 
piratory infections  should  be  explained  care- 
fully to  the  patient,  and  bed-rest  should  be 
insisted  upon  when  such  infections  occur. 
Personally,  I  believe  that  the  use  of  sulfa- 
diazine, or  possibly  penicillin,  prophylactic- 
ally  at  the  very  beginning  of  a  bronchitic 
attack  is  fully  justified,  though  others  may 
not  agree.  The  inherent  dangers  of  promis- 
cuous sulfonamide  medication  are  known  to 
all,  and  are  not  to  be  minimized,  but  these 
seem  to  me  to  be  outweighed  by  the  danger 
of  repeated  peribronchitic  attacks.  Experi- 
ence has  shown  that  the  attacks  are  rend- 
ered less  severe  and  prolonged  by  sulfadia- 
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zine  therapy.  The  dosage  need  not  exceed 
12  Gm.  given  over  a  period  of  three  days,  a 
level  teaspoonful  of  sodium  bicarbonate  be- 
ing given  with  each  four-hourly  dose  of  1 
Gm.  of  sulfadiazine. 

Now  that  penicillin  is  available  to  all,  this 
drug,  either  alone  or  combined  with  sulfa- 
diazine, may  be  the  treatment  of  choice. 
The  necessity  of  administering  penicillin 
hypodermically  throughout  the  twenty-four 
hours,  however,  lessens  its  usefulness  as  a 
prophylactic,  unless  the  patient  is  hospital- 
ized. If  penicillin  is  used  it  should  be  given 
every  three  hours  hypodermically  in  doses 
of  5,000-10,000  units.  Very  recently  some 
suggestive  evidence  has  been  produced  that 
penicillin  given  orally,  with  tri-sodium  cit- 
rate as  a  buffer,  is  absorbed  from  the  intes- 
tines. Penicillin  inhaled  in  a  finely  nebulized 
state,  administered  hourly  in  a  concentration 
of  20,000  units  to  the  cubic  centimeter,  may 
prove  beneficial. 


SOME  NOTES  ON  THE  PRACTICAL 
USE  OF  DIGITALIS 

Robert  L.  McMillan,  M.D. 
Winston-Salem 

Digitalis  is  one  of  the  most  useful  but 
most  abused  drugs  commonly  prescribed.  In 
spite  of  160  years'  experience  in  its  use, 
physicians  often  fail  to  select  potent  prep- 
arations and  to  prescribe  adequate  initial 
and  maintenance  doses.  The  all  too  fre- 
quent observation  of  these  errors  led  to  the 
preparation  of  this  paper. 

Indications  and  Limitations 

The  single  important  condition  for  which 
digitalis  should  be  employed  is  congestive 
heart  failure.  The  usual  indications  of  this 
condition  are  cardiac  enlargement  and  dila- 
tation, gallop  rhythm,  dyspnea,  orthopnea, 
edema,  hepatic  enlargement,  rales  in  the 
lung  bases,  and  auricular  fibrillation.  Com- 
binations of  these  findings  establish  the  di- 
agnosis of  heart  failure  and  indicate  at 
once  the  need  for  digitalis. 

In  patients  with  paroxysmal  auricular 
fibrillation  adequate  and  continued  adminis- 
tration of  digitalis  results  in  definite  im- 
provement and  often  precludes  the  attacks. 
It  is  very  important  that  the  drug  be  given 
in  full  dosage  in  such  cases  and  that  the  pa- 
tient be  kept  on  a  maintenance  dose,  since 
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paroxysmal  fibrillation  may  become  continu- 
ous if  not  controlled  and  prevented.  This  dis- 
order of  the  cardiac  rhythm  may,  even  if  of 
short  duration,  produce  crippling  or  fatal 
emboli.  Quinidine  as  well  as  digitalis  may 
be  necessary  to  prevent  or  treat  the  attacks. 
Although  one  may  encounter  heart  failure 
in  patients  with  thyrotoxicosis,  many  of 
these  cases  will  not  respond  satisfactorily  to 
digitalis  therapy  unless  the  thyrotoxic  con- 
dition is  treated  by  iodine  or  surgery.  In 
functional  cardiac  disorders  such  as  effort 
syndrome  and  marked  sinus  arrhythmia 
(which  are  often  associated  with  sighing 
respirations,  palpitation,  and  some  anxiety 
state),  and  in  paroxysmal  tachycardia,  digi- 
talis is  not  usually  indicated,  although  some 
cases  of  paroxysmal  tachycardia  seem  to  be 
benefited  by  the  prolonged  administration 
of  digitalis. 

Dosage 

The  gravest  and  most  common  errors  en- 
countered in  the  use  of  digitalis  are  inade- 
quate initial  dosage  and  failure  to  provide 
the  patient  with  a  maintenance  dose.  Pa- 
tients frequently  object  to  taking  digitalis, 
contending  that  if  they  once  begin  it,  they 
must  take  it  the  rest  of  their  lives.  It  is  the 
physician's  duty  to  convince  the  patient  that 
digitalis  is  the  simplest,  surest,  and  best 
means  of  sustaining  the  failing  heart 
muscle,  of  giving  him  comfort  and  physical 
well  being,  and  of  prolonging  his  life. 

"Digitalizing  dose" 

The  amount  of  digitalis  necessary  varies 
from  patient  to  patient.  In  general,  how- 
ever, the  average  amount  of  the  drug  re- 
quired for  initial  digitalization  is  1  U.S. P. 
unit  (l1  -2  grains  or  0.1  Gm.)  of  the  dried 
leaf  per  10  pounds  of  the  patient's  normal 
body  weight.  This  amount  should  be  given 
over  a  twenty-four  to  forty-eight  hour 
period,  the  rapidity  of  administration  being 
governed  by  the  severity  of  the  heart  fail- 
ure. To  be  certain  that  an  adequate  digi- 
talizing dose  is  given,  the  drug  should  be 
administered  until  the  patient's  clinical  im- 
provement is  satisfactory  or  until  certain 
symptoms  and  signs  of  intoxication  appear. 
Loss  of  appetite,  nausea,  vomiting,  and  blur- 
ring or  dimness  of  vision  are  the  usual 
symptoms.  Bigeminy  or  coupled  beats,  due 
usually  to  premature  ventricular  contrac- 
tions occurring  after  every  other  beat,  and 
bradycardia  are  also  signs  of  intoxication. 
Electrocardiographic  evidences  of  digitalis 
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intoxication  are  early  auriculo-ventricular 
block  and  alteration  of  the  T  waves  and  S-T 
intervals,  but  the  electrocardiogram  should 
not  be  relied  upon  as  a  criterion  of  digitali- 
zation.  The  clinical  improvement  of  the  pa- 
tient as  manifested  by  slowing  of  the  heart, 
reduction  of  dyspnea,  orthopnea  and  edema, 
increase  in  vital  capacity,  decrease  in  pulse 
deficit,  and  loss  of  weight  (due  to  diuresis) 
is  the  most  important  criterion  for  judging 
the  amount  of  the  drug  to  be  given. 

It  is  seldom  necessary  to  digitalize  a  pa- 
tient so  rapidly  that  one  must  prescribe 
more  than  4  or  5  U.S. P.  units  in  one  dose. 
However,  if  the  heart  failure  is  of  such 
gravity  as  to  demand  larger  doses,  one  must 
be  positive  that  the  patient  has  not  had  digi- 
talis, squill,  or  strophanthus  recently,  as  it 
is  quite  possible  in  such  cases  to  produce 
ventricular  standstill  by  a  single  large  dose 
of  digitalis. 

Maintenance  dose 

When  one  is  sure  that  the  patient  has 
been  properly  digitalized,  further  doses 
should  be  discontinued  for  that  day  and  the 
maintenance  dose  of  1  or  more  U.S. P.  units 
a  day  should  be  instituted  the  following 
morning.  In  chronic  or  acute  heart  failure, 
there  is  never  any  indication  for  discontinu- 
ing digitalis  after  a  "few  doses."  Wither- 
ing's  only  error  in  the  use  of  digitalis  was 
his  failure  to  administer  a  maintenance 
dose. 

The  average  patient  will  excrete  1  U.S. P. 
unit  of  digitalis  each  twenty-four  hours,  and 
this  amount  must  be  replaced  daily  in  order 
to  maintain  the  state  of  digitalization.  The 
maintenance  dose  varies  from  patient  to  pa- 
tient as  does  the  "digitalizing  dose"  and 
must  be  altered  to  suit  the  individual  re- 
quirement of  the  patient.  In  many  cases  it 
is  necessary  to  give  a  maintenance  dose  of 
1.5  or  2  U.S. P.  units  a  day. 

The  following  table  gives  the  average  es- 
timated amounts  of  digitalis  ordinarily  re- 
quired for  individuals  of  various  body 
weights.  As  has  already  been  stated,  there 
is  no  fixed  calculable  dose. 


Average  body  weight 

before  edema 

(pounds) 

"Digitalizing  dose" 
(U.S.P.  units) 

Daily   mainte- 
nance dose 
(U.S.P.  units) 

100 

8  to  10 

1 

120 

10  to  12 

1 

140 

12  to  14 

1  to  1.5 

160 

14  to  16 

1  to  1.5 

180 

16  to  18 

1.5 

200 

18  to  20 

1.5  to  2.0 

Types  of  Digitalis 

The  choice  of  the  type  of  digitalis  to  be 
employed  is  of  exceptional  importance.  It 
has  been  established  for  some  years  that 
tincture  of  digitalis  is  unstable  and  that  its 
strength  does  not  remain  constant.  Many 
tinctures  have  been  assayed  and  found  to 
vary  from  33  per  cent  to  444  per  cent  of  the 
U.S.P.  standard  strength. 

There  are  several  so-called  digitalis  com- 
pounds marketed  under  trade  names  and 
dispensed  in  tablet  and  liquid  form.  Their 
use  is  obviously  unsound.  Some  contain 
three  or  more  separate  drugs  such  as  squill, 
strophanthin,  and  apocynum,  each  of  which 
has  a  digitalis-like  effect  on  the  heart. 
Apocynum  also  acts  as  a  purgative,  and 
when  it  is  employed  in  such  compounds  the 
patient,  in  self  defense,  often  discontinues 
the  medication.  One  compound  often  en- 
countered in  inadequately  treated  cases  of 
cardiac  failure  has  been  found  to  contain 
nitroglycerine,  tincture  of  digitalis,  tincture 
of  strophanthin,  and  tincture  of  belladonna; 
another,  digitalis,  strophanthin,  and  cactus. 
Patients  subjected  to  such  "shotgun"  pre- 
scriptions surely  fall  into  the  class  of  those 
who  have  "suffered  much  of  many  physi- 
cians." In  by  far  the  majority  of  cases  prop- 
er administration  of  digitalis  alone  is  ade- 
quate to  treat  cardiac  failure.  If  purgatives, 
coronary  vasodilators,  sedatives,  or  diuretics 
are  needed,  they  may  be  administered  sep- 
arately as  such. 

There  are  many  glycosides  of  digitalis 
which  have  been  found  to  be  effective  in  the 
treatment  of  cardiac  failure.  These  drugs 
are  increasing  in  popularity  and  will  prob- 
ably be  more  widely  used  in  the  future.  At 
present,  however,  powdered  leaf  tablets  or 
capsules  are  still  the  digitalis  preparations 
of  choice,  and  are  better  understood  as  re- 
gards dosage.  Prescriptions  should  specify 
these  tablets  or  capsules  and  the  amount  in 
U.S.P.  units,  grams,  or  grains  (1  U.S.P. 
unit  =  0.1  Gm.  or  1.5  grains).  By  this  means 
one  may  have  reasonable  assurance  of  em- 
ploying a  potent  drug,  the  therapeutic  ef- 
fects of  which  may  be  anticipated  in  the 
majority  of  patients. 

Summary 

1.  Digitalis  is  one  of  the  most  abused 
drugs  in  the  Pharmacopoeia,  the  common 
tendency  being  to  give  too  little  rather  than 
too  much. 

2.  The    single    important    condition    for 
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which  the  drug  should  be  employed  is  con- 
gestive heart  failure. 

3.  "Partial  digitalization"  or  the  use  of 
"a  few  doses"  of  digitalis  is  never  indicated 
in  cases  of  acute  or  chronic  heart  failure. 

4.  Although  digitalis  glycosides  are  of 
uniform,  measurable  potency  and  are  gain- 
ing in  popularity,  powdered  digitalis  leaf, 
in  tablets  or  capsules,  is  still  preferred  by 
most  internists  and  cardiologists. 

5.  Compounds  of  digitalis  and  tincture  of 
digitalis  should  never  be  employed. 


CHRONIC  NON-CALCULOUS 
CHOLECYSTITIS 

C.  T.  Smith,  M.D. 
Rocky  Mount 

Chronic  non-calculous  cholecystitis  is  the 
chief  organic  cause  of  "chronic  indigestion." 
Some  patients  with  distressing  symptoms 
may  have  little  pathologic  evidence  of  dis- 
ease in  the  gallbladder,  while  others  with 
few,  if  any,  symptoms  will  be  found  to  have 
extensive  cholecystic  disease. 

The  function  of  the  gallbladder  and  the 
mechanism  of  the  pain  associated  with  chole- 
cystitis have  been  ably  described  by  Carter, 
Greene,  and  Twiss111.  They  have  compared 
the  functions  of  the  gallbladder  to  those  of 
the  intestine — namely,  absorption,  secretion, 
and  motor  activity.  Bile  is  stored  during  the 
period  of  digestive  inactivity  and  supplied 
during  the  digestive  period  as  an  aid  in  the 
absorption  of  fatty  foods.  In  the  process  of 
storing  bile  the  gallbladder  absorbs  some  of 
the  water  and  thus  concentrates  it.  Pribram, 
upon  the  basis  of  his  experimental  work,  has 
concluded  that  a  secretion  from  the  wall  of 
the  gallbladder,  rather  than  the  bile  itself,  is 
an  essential  factor  in  the  digestion  of  fats. 

Emptying  of  the  Gallbladder 

The  presence  of  acid  or  of  fatty  sub- 
stances in  the  upper  portion  of  the  small  in- 
testine causes  the  formation  of  a  hormone, 
cholecystokinin.  It  is  the  action  of  this  hor- 
mone that  stimulates  contraction  and  empty- 
ing of  the  gallbladder. 

In  addition  to  the  hormonal  control,  there 
is  a  nervous  factor.  The  autonomic  system 


Read  beore  the  Regional  Meeting  of  the  American   College 
of  Physician?.   Chapel   Hill.   November  3.   1941. 

From  the  Park  View  Hospital,  Rocky  Mount.  X.   C. 

I.  Carter.  R.  F..  Greene.  C  H..  and  Twiss,  J.  R.:  Diagnosis 
ami  Management  of  Diseases  of  the  Biliary'  Tract.  Phila- 
delphia, Lea  &  Febiger,  1939. 


sends  parasympathetic  motor  and  sympa- 
thetic inhibitory  fibers  to  the  gallbladder. 
This  innervation  explains  certain  reflex 
.symptoms  as  well  as  those  due  to  autonomic 
imbalance. 

The  direct  application  of  magnesium  sul- 
fate to  the  region  of  the  sphincter  of  Oddi 
will  cause  a  relaxation  of  that  sphincter  and 
a  flow  of  bile. 

The  Mechanism  of  the  Pain 

When  the  gallbladder  contracts  and  the 
sphincter  of  Oddi  fails  to  relax,  pain  is  in- 
duced. Ergotamine  tartrate  and  nitroglyc- 
erin are  supposed  to  relax  the  spasm  of  the 
sphincter,  and  thus  relieve  the  pain.  Mor- 
phine and  other  preparations  of  opium  re- 
lieve the  pain  but  do  not  relax  the  sphincter. 
Apparently  some  types  of  pain  which  are 
initiated  by  the  biliary  tract  are  not  due  to 
the  gallbladder.  Such  pain  is  probably  due 
to  pylorospasm  or  cardiospasm,  and  persists 
after  the  diseased  gallbladder  has  been  re- 
moved. 

Pathology 

The  early  stages  of  chronic  cholecystitis 
are  characterized  by  round  cell  infiltration. 
congestion,  and  edema,  with  enlargement  of 
the  organ.  After  recurrent  infections,  the 
gallbladder  may  be  small,  encysted,  and 
fibrotic.  Cultures  of  the  gallbladder  bile  are 
likely  to  be  sterile.  The  positive  culture  is 
more  frequently  obtained  from  the  wall  of 
the  gallbladder  or  from  adjacent  lymph 
nodes'-'.  This  fact  suggests  that  the  route  of 
infection  is  probably  through  the  blood 
stream  or  lymph  vessels  rather  than  through 
the  lumen  of  the  ducts.  It  is  not  often,  how- 
ever, that  a  history  of  either  systemic  or  ali- 
mentary infection  preceding  chronic  inflam- 
mation of  the  gallbladder  can  be  obtained. 

Symptoms  and  Signs 

Intolerance  to  fried  foods,  epigastric  dis- 
comfort following  meals,  nausea,  eructa- 
tions, fear  of  eating,  "biliousness,"  and  even 
loss  of  weight  may  be  noted.  If  the  patient 
complains  that  cooked  vegetables  give  him 
indigestion,  it  is  probably  the  smoked  meat 
or  grease  used  for  seasoning  that  is  the  dis- 
turbing ingredient.  He  may  be  able  to  eat 
the  same  vegetables  cooked  in  clear  water 
without  any  discomfort.  Pain  may  be  severe 
enough  to  seem  to  require  a  hypodermic.  In 
a  series  of  78  patients  at  Park  View  Hospital 

■_•.    Boyd.    William:      Pathology    of    Internal    Diseases,    Phila- 
delphia.  Lea   &   Febiger,    1935.   p.   371.     _ 
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who  were  found  at  operation  to  have  chronic 
gallbladder  disease,  more  than  half  had  re- 
ceived hypodermic  injections  for  pain. 

Physical  examination  may  reveal  tender- 
ness to  pressure  in  the  right  hypochondrium, 
particularly  on  inspiration.  There  is  no 
rigidity.  The  cholecystogram  may  show  a 
faint  shadow  or  no  shadow  at  all,  or  it  may 
show  a  filled  gallbladder  which  does  not  con- 
tract after  a  fatty  meal.  The  other  labora- 
tory examinations  are  non-relevant.  In  the 
series  of  cases  at  Park  View  Hospital  gastric 
analysis  was  usually  within  normal  limits, 
although  cases  of  both  hypochlorhydria  and 
hyperchlorhydria  were  found.  There  was 
no  jaundice  or  history  of  jaundice  in  any 
case. 

Differential  Diagnosis 

It  is  not  always  possible  to  rule  out  nerv- 
ous indigestion  resulting  from  autonomic 
imbalance,  even  though  the  cholecystogram 
indicates  disease.  Both  conditions  sometimes 
respond  to  the  same  treatment.  An  atypical 
peptic  ulcer  may  simulate  chronic  cholecys- 
titis, but  the  typical  ulcer  is  easily  recog- 
nized. Lesions  about  the  right  side  of  the 
diaphragm  are  usually  too  acute  to  be  con- 
fused with  chronic  cholecystitis. 

The  early  stages  of  coronary  heart  disease 
may  be  very  difficult  to  exclude.  The  failure 
of  the  gallbladder  to  concentrate  the  dye  does 
not  rule  out  heart  disease.  Both  conditions 
may  be  present,  and  studies  should  be  con- 
tinued until  the  presence  or  absence  of  heart 
disease  is  proved. 

The  gastric  symptoms  of  early  pregnancy 
may  simulate  chronic  cholecystitis.  The  find- 
ing of  pregnancy  does  not  always  clear  up 
the  diagnosis,  for  the  symptoms  may  persist 
during  the  entire  pregnancy. 

Treatment 

The  plan  of  treatment  is  to  relieve  biliary 
stasis  by  relaxing  the  sphincter  of  Oddi.  A 
diet  which  will  not  cause  violent  contraction 
of  the  gallbladder  may  give  complete  relief 
of  symptoms.  The  diet  usually  prescribed  is 
low  in  fat  and  cholesterol;  highly  seasoned 
foods  should  not  be  allowed,  since  they  stim- 
ulate gastric  acidity. 

A  saline  mixture  containing  equal  parts  of 
sodium  sulfate,  sodium  phosphate,  and  so- 
dium bicarbonate'3'  has  been  found  to  be 
helpful.    A  teaspoonful  of  the  mixture  in  a 

3.  Rehfuss,  Martin  E.  and  Nelson,  Guy  M.:  The  Medical 
Treatment  of  Gallbladder  Disease,  Philadelphia.  W.  B. 
Saunders   Company,   1935,   p.   287. 


glassful  of  warm  water  should  be  taken  be- 
fore breakfast.  To  relax  spasms  of  the  card- 
iac or  pyloric  sphincter,  phenobarbital  com- 
bined with  extract  of  Hyoscyamus  or  atro- 
pine is  rather  popular. 

Chronic  non-calculous  cholecystitis  may 
be  considered  a  medical  condition,  although 
a  certain  number  of  such  cases  will  require 
surgery.  If  a  patient  has  repeated  attacks 
of  painful  indigestion,  and  his  gallbladder 
fails  to  take  the  stain,  one  cannot  be  certain 
that  there  is  not  a  stone  in  the  cystic  duct. 
For  such  a  patient  operation  must  be  con- 
sidered. 


THE   ORGANIZATION  OF  A 
COMMUNITY  HOSPITAL 

H.  H.  Bradshaw,  M.D. 

Winston-Salem 

The  subject  you  have  asked  me  to  discuss 
is  one  that  has  interested  me  greatly  for  a 
number  of  years,  because  all  of  my  medical 
life  has  been  spent  in  hospitals.  Further- 
more, I  am  convinced  that  the  level  of  med- 
ical care  in  any  community  is  established 
by  its  hospitals  and  not  by  individual  prac- 
titioners. 

The  following  remarks  are  in  no  way  di- 
rected toward  any  individual  or  individuals, 
but  are  entirely  impersonal  and  might  well 
apply  to  any  community  hospital.  Many  of 
you  may  disagree  with  these  ideas,  but  you 
can  be  assured  that  they  are  not  merely  my 
own  views,  but  are  based  on  practices  em- 
ployed today  in  the  better  hospitals.  My 
only  interest  in  your  proposed  project  for  a 
new  hospital  is  the  improvement  of  medical 
care  throughout  this  section  of  North  Caro- 
lina. ^ 

Building  Plans 

It  is  necessary  that  you  do  your  planning 
and  thinking  before  you  build — not  after. 
Make  a  full  survey  of  existing  conditions,  in- 
cluding the  population  to  be  served,  sub- 
groups of  the  population,  and  public  health 
needs.  Adequate  provisions  should  be  made 
for  the  care  of  both  white  and  colored  pa- 
tients in  the  hospital  and  outpatient  clinics. 
It  has  been  said  that  every  hospital  should 
be    built    with    completely    portable    walls, 


Read  before  the  board  and  staff  members  of  the  High  Point 
Memorial   Hospital. 

From  the  Department  of  Surgery,  Bowman  Gray  School  of 
Medicine  of  Wake  Forest  College,  and  the  North  Carolina 
Baptist   Hospital,   Winston-Salem,   N.  C. 
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doors,  and  windows,  and  experience  sup- 
ports thai  statement.  Since  such  a  hospital 
is  not  practicable  at  present,  planning  must 
be  careful  and  prolonged,  and  the  actual 
construction  should  be  in  the  hands  of  a 
recognized  hospital  builder  of  proved  ability. 

Financial  Responsibility   of 
the  Community 

It  is  a  known  fact  that  no  good  community 
hospital  is  self-supporting;  there  is  always 
an  annual  deficit  if  patients  receive  the  care 
they  should.  Of  course,  private  institutions 
can  break  even  or  make  a  profit  if  they  are 
well  managed,  but  that  profit  comes  mostly 
from  professional  fees  and  not  from  the 
hotel-keeping  part  of  the  organization.  To 
realize  the  truth  of  this  statement,  one  has 
only  to  recall  the  financial  plight  of  almost 
all  hotels  until  very  recently.  And  hotels  do 
not  provide  twenty-four  hour  intern,  nurs- 
ing, and  orderly  services,  or  various  labora- 
tory and  dietary  services.  Furthermore,  no 
one  has  heard  of  a  hotel  which  takes  in 
charity  guests  who  can  pay  nothing.  In  a 
community  hospital  obviously  none  of  the 
professional  fees  can  be  used  to  make  up  a 
deficit. 

Some  hospital  administrators  and  some 
board  members  boast  that  they  can  run  their 
hospitals  without  a  deficit.  That  boast  is  an 
admission  of  gross  ignorance  as  to  what  con- 
stitutes good  care  for  sick  people.  Upon 
visiting  such  hospitals  it  is  at  once  apparent 
why  there  is  no  deficit.  A  hospital  never 
stands  still;  it  goes  either  forward  or  back- 
ward. Tr,  order  for  it  to  go  forward,  finan- 
cial outlay  is  necessary.  A  niggardly  finan- 
cial policy  is  costly  in  the  lone  run.  both  to 
t>ie  patient  and  to  the  hospital.  Therefore, 
those  in  control  of  the  city  budget  should 
evpect  some  deficit  each  year  and  be  pre- 
pared to  meet  it.  Or  better  still,  after  the 
hospital  is  built  and  equipped,  efforts  should 
be  made  to  obtain  more  funds  for  an  endow- 
ment to  take  care  of  current  expenses.  Many 
hospitals  have,  over  a  period  of  years,  built 
up  sizable  endowments  for  such  purposes. 

Responsibilities  of  the  Profession 

Physicians  are  notorious  for  being  indi- 
vidualists and  for  developing  cliques  and 
jealousies,  often  traceable  to  some  doctor's 
cutting  fast  financial  or  ethical  corners  or 
listening  to  patients'  unfavorable  comments. 
It  is  likely  that  the  profession  in  this  com- 
munitv  is  not  different  from  that  in  similar 


communities  elsewhere.  Those  traits  that 
have  been  mentioned  are  apt  to  be  the 
greatest  stumbling  blocks  to  the  achievement 
of  a  really  first-rate  institution. 

A  community  hospital,  by  its  very  name, 
should  be  operated  for  the  communal  good. 
No  individual  should  expect  to  profit  finan- 
cially from  such  a  project,  and  no  individual 
or  group  should  attempt  to  gain  control  of 
it.  Good  financial  and  professional  direction  ' 
are  absolutely  essential,  and  will  in  some  in- 
stances necessitate  the  staff  members'  relin- 
quishing certain  previously  held  privileges. 
One  should  not  expect  the  same  freedom 
when  he  becomes  part  of  an  organization 
that  he  had  when  he  was  on  his  own.  If 
everyone  connected  with  a  hospital  did  just 
as  he  pleased  and,  for  example,  tried  to  be 
internist,  obstetrician,  and  surgeon,  a  state 
of  chaos  would  result  and  the  patient  would 
be  the  one  who  paid — sometimes  with  his 
life.  Every  member  of  a  hospital  staff  should 
have  ths  interests  of  the  institution  at  heart 
and  place  them  before  his  own.  It  has  al- 
ways been  hard  to  understand  how  so  many 
men  fail  to  realize  the  benefits  which  they 
derive  from  being  part  of  a  good  institution. 
A  good  institution  has  infinitely  greater 
drawing  power  than  any  individual,  and  as 
a  part  of  that  institution  each  staff  member 
is  bound  to  share  in  it.  The  proper  care  of 
sick  people  is  no  longer  the  job  of  an  in- 
dividual ;  it  requires  the  combined  efforts  of 
many,  and  can  reach  its  optimum  only  in  a 
well  equipped  and  properly  staffed  hospital. 
It  necessitates  some  "giving  and  taking"  and 
a  recognition  of  the  other  fellow's  abilities. 

These  ideas  may  sound  somewhat  Utopian 
and  impossible  of  realization,  but  it  is  cer- 
tain that  unless  there  is  a  good  deal  of  think- 
ing and  acting  along  these  lines  any  com- 
munity project  becomes  a  farce  and  the 
building  and  running  of  a  community  hos- 
pital will  meet  with  only  mediocre  success 
if  not  downright  failure. 

Components  of  a  Community  Hospital 

So  far  only  broad  principles  have  been 
mentioned,  and  there  is  probably  some 
agreement  on  them.  When  we  become  a  little 
more  specific,  apparent  difficulties  at  once 
arise,  but  they  can  be  overcome  if  there  is 
a  real  desire  to  elevate  the  level  of  medical 
care  in  1his  community. 

Board  of  trustees 

The  board  of  trustees  has  a  very  real  duty 
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to  perform.  Unfortunately  some  boards  do 
not  seem  to  realize  that.  Some  trustees  feel 
that  their  financial  support  is  enough ;  others 
accept  the  position  merely  because  it  does 
them  honor.  But  a  real  board  can  and  us- 
ually does  establish  standards  in  a  hospital. 
If  members  attend  meetings  regularly  and 
take  an  active  interest  in  plans  and  policies, 
the  future  of  their  institution  is  pretty  well 
assured.  On  the  other  hand,  if  the  board  is 
lackadaisical  and  perfunctory,  the  nursing 
and  professional  staffs  are  apt  to  be  the 
same.  A  small  board,  consisting  of  certainly 
not  more  than  five  members,  and  preferably 
three,  is  most  efficient.  Board  members 
should  not  be  picked  solely  because  they  oc- 
cupy a  high  social  or  financial  position. 
They  must  be  vitally  interested  in  the  hos- 
pital and  be  willing  to  give  unlimited  time 
to  it.  It  is  not  an  easy  job  to  be  a  •  good 
trustee. 

Superintendent 

Perhaps  the  most  important  individual  in 
a  hospital  is  the  director  or  superintendent. 
His  duties  are  well  known.  He  must  be 
trained  as  an  administrator  in  both  the  pro- 
fessional and  business  phases.  He  is  as  much 
a  specialist  as  is  the  surgeon,  internist,  or 
obstetrician.  A  good  hospital  administrator 
is  worth  his  weight  in  gold.  The  ideal  man 
is  a  physician,  trained  in  hospital  adminis- 
tration, and  preferably  one  who  has  taken 
a  course  in  hotel  management  such  as  is 
given  at  Cornell.  Hospital  administration  is 
definitely  a  career  job  and  not  one  for  some 
physician  who  has  not  been  too  successful 
in  the  practice  of  medicine.  Certain  hos- 
pitals have  directors.  If  a  physician  is  not 
available,  the  hospital-trained  layman  makes 
a  good  second  choice.  He  will  help  to  keep 
up  the  standards  of  the  hospital  and  at  the 
same  time  will  save  many  times  enough  to 
pay  the  difference  between  his  salary  and 
that  of  a  mediocre  man. 

Hospital  services 

There  are  certain  essential  hospital  serv- 
ices which  are  more  important  to  the  wel- 
fare of  the  patient  and  the  institution  than 
is  any  individual  staff  member.  Such  serv- 
ices are  the  clinical  laboratory,  the  labora- 
tory of  pathology,  and  the  roentgenology 
and  anesthesia  services.  These  departments 
must  be  well  equipped  and  should  be  directed 
by  competent  physicians  working  on  a  full- 
time  basis.  It  is  impossible  to  diagnose  and 
treat  patients  properly  unless  these  services 


are  available  and  are  dependable.  Incident- 
ally, these  departments  can  support  them- 
selves and  even  show  a  profit  for  the  hospital 
if  they  are  efficiently  handled. 

Clinical  departments 

The  most  difficult  problem  will  be  the  man- 
agement of  the  various  clinical  departments. 
Without  proper  organization  and  supervi- 
sion of  these  it  is  impossible  to  have  a  good 
hospital,  no  matter  how  fine  a  building  may 
be  erected.  Most  communities  have  enough 
good  doctors  to  staff  a  hospital  properly.  To 
obtain  best  results,  however,  many  physi- 
cians will  have  to  limit  their  work  to  a 
special  field.  Almost  any  physician  can  be- 
come proficient  in  a  specialty  if  he  practices 
and  studies  it  enough  to  the  near  exclusion 
of  other  branches  of  medicine.  This  state- 
ment is  not  intended  to  belittle  the  general 
practitioner  who  makes  many  house  calls; 
he  is  perhaps  more  valuable  to  a  community 
than  many  men  who  limit  their  work  to  a 
given  field.  But,  by  the  very  nature  of  his 
work,  he  is  not  of  much  help  in  hospital  or- 
ganization and  administration.  Certainly 
there  is  not  a  good  hospital  in  this  country 
that  is  staffed  primarily  with  general  prac- 
titioners. 

It  is  becoming  increasingly  clear  that  the 
supervision  of  a  clinical  service  in  a  hospital 
of  any  size  requires  much  time  and  thought, 
and  that  the  chiefs  of  the  major  services 
should  have  offices  in  the  hospital  and  be 
available  to  the  intern  and  nursing  staffs 
as  well  as  to  the  members  of  the  visiting 
staff.  The  inefficient  custom  of  having  mem- 
bers of  the  visiting  staff  rotate  and  become 
chief  of  the  service  for  a  certain  number  of 
months  should  be  avoided  if  possible.  It  is 
followed  usually  for  the  sole  purpose  of 
keeping  good  will.  How  long  would  a  busi- 
ness or  industrial  plant  last  if  a  new  man- 
ager or  president  were  appointed  every 
three  to  six  months?  The  associate  chiefs, 
however,  must  of  necessity  rotate,  so  that 
the  work  is  more  or  less  evenly  divided. 

The  rub  comes  in  deciding  who  are  to  be 
the  chiefs  of  the  services.  Except  in  a  very 
few  instances,  it  is  not  wise  to  import  out- 
siders. It  remains,  then,  for  the  chiefs  to  be 
chosen  from  among  the  local  doctors.  Prob- 
ably the  most  satisfactory  way  of  making 
the  selection  would  be  by  a  majority  vote  of 
the  active  members  of  the  profession,  with 
a  majority  approval  by  the  board  of  trustees. 
There  doubtless  are  other  ways  of  making 
the  choice,  but  that  would  be  democratic  and 
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would  be  apt  to  satisfy  more  people.  Once 
men  have  been  selected  to  head  the  various 
clinical  services,  a  big  hurdle  is  passed.  It 
then  is  essential  for  every  other  staff  mem- 
ber to  agree  with  the  selection  in  deed, 
whether  or  not  he  agrees  in  thought.  Each 
member  should  affiliate  with  the  service  of 
his  choice  and  practice  accordingly. 

It  is  mandatory  that  you  set  up  standards 
which  must  be  met  before  any  newcomer  is 
allowed  to  practice  in  your  hospital :  certifi- 
cation by  one  of  the  specialty  boards,  mem- 
bership in  a  well-recognized  national  spec- 
ialty organization,  a  certain  period  of  prac- 
tice in  the  community,  or  some  other  re- 
quirement which  will  eliminate  unqualified 
men.  Many  of  these  organizations  have  be- 
come significant  only  in  recent  years;  there- 
fore the  younger  members  of  your  staff 
should  be  encouraged  to  qualify  for  certifi- 
cation by  one  of  the  boards  or  membership 
in  some  recognized  specialty  organization. 
The  older  local  men  cannot  be  expected  to 
do  so.  Remember,  the  young  doctors  of  to- 
day will  be  vour  chiefs  tomorrow ;  pick  them 
well.  -,w 

Conclusion 

Only  the  high  spots  have  been  touched  in 
this  brief  presentation  of  the  modern  con- 
cepts of  hospital  organization  and  manage- 
ment. It  may  sound  too  idealistic  and  im- 
possible of  achievement.  It  is  certain,  how- 
ever, that  if  you  do  not  follow  some  such 
scheme  of  organization  and  if  you  are  not 
willing  to  place  the  welfare  of  your  patients 
and  the  reputation  of  your  hospital  above 
your  individual  interests,  you  will  have  just 
another  hospital. 


Total    Streptomycin    Production    Only    Fourteen 
Ounces   a   Month 

Strentomycin,  the  new  wonder  sister  drug  to 
penicillin,  is  being:  used  in  thirty  Army  general  hos- 
pitals over  the  country,  but  is  so  difficult  to  obtain 
that  the  total  output  of  the  four  companies  now 
making  it  has  been  only  fourteen  ounces  a  month. 

Major  General  Norman  T.  Kirk,  Surgeon  General 
of  the  Army,  said  the  Army  was  receiving  many 
requests  for  the  drug  for  use  in  treatment  of  urin- 
ary and  other  infections  caused  by  gram-negative 
bacteria  which  do  not  respond  to  penicillin,  but  that 
these  cannot  be  met  since  the  Army  neither  controls 
the  supply  nor  can  get  enough  for  its  own  needs  in 
treatment  of  battle-wounded  soldiers.  General  Kirk 
said  that  the  four  companies,  Merck,  Upjohn,  Ab- 
bott and  Squibb,  were  the  principal  manufacturers 
of  the  new  product,  but  that  other  concerns  were 
working  at  experimental  production  at  pilot  plants 
and  that  any  civilian  request  for  streptomycin 
naturally  would  go  to  these  companies. 


UVEOPAROTITIS:  CASE  REPORT 

F.  T.  Harper,  M.D. 

Burlington 

The  relative  rarity  of  the  condition  known 
as  uveoparotitis  (uveoparotid  fever  or  Heer- 
fordt's  disease)  justifies  the  report  of  an 
additional  case.  This  disease  was  first  diag- 
nosed and  accurately  described  by  Heer- 
fordt111  in  1909,  and  until  1940  only  100 
cases  had  been  reported.  Twenty  of  these 
were  from  the  United  States. 

Uveoparotitis  is  a  definite  clinical  entity 
characterized  by  bilateral  uveitis  and  paro- 
titis. The  prodromal  period  lasts  for  weeks 
or  months  and  is  characterized  by  malaise, 
drowsiness,  weakness,  nausea,  vomiting, 
weight  loss,  and  low-grade  fever.  The  dis- 
ease runs  a  chronic  course,  frequently  end- 
ing in  spontaneous  recovery.  Paralysis  of 
the  cranial  nerves — usually  the  peripheral 
portion  of  the  seventh  nerve — .  erythema, 
xerostomia,  aching  pains,  polyuria,  and 
night  sweats  are  often  associated  with  uveo- 
parotitis. There  may  be  general  glandular 
enlargement,  particularly  of  the  lacrimal, 
submaxillary,  and  sublingual  glands,  but  the 
affected  glands  are  not  tender,  and  never 
suppurate.  The  conditions  to  be  considered 
in  the  differential  diagnosis  are  epidemic 
parotitis,  teratoma,  lues,  Hodgkin's  disease, 
and  sarcoid.  The  histologic  picture  is  uni- 
formly that  of  hyperplastic  or  epithelioid 
tuberculosis  without  caseation. 

The  prognosis  is  good.  Recovery  usually 
occurs  spontaneously  in  about  three  to 
twelve  months.  Only  four  deaths  have  been 
reported,  and  three  of  these  were  attributed 
to  tuberculosis. 

The  etiology  is  still  obscure,  but  the  ma- 
jority of  the  writers  tend  to  identify  the  con- 
dition with  tuberculosis,  particularly  the 
anergic  or  sarcoid  form.  This  relation  has 
never  been  proved. 

Case  Report 

W.  W.,  a  white  male,  came  to  me  on  Jan- 
uary 21,  1945,  with  a  history  of  sore  throat, 
lacrimation,  photophobia,  blurred  vision, 
and  redness  of  the  eyes,  all  of  several  days' 
duration.  These  symptoms  persisted  for 
about  two  weeks,  at  which  time  there  devel- 
oped a  bilateral  non-tender  swelling  of  both 

i.  Heerfordt,  c.  F. :  l\-i>er  elne  Febrla  uveoparotidea  sub 
chronica  an  der  Glandula  parotic  unil  der  Uvea  des  Auges 
lokalisiert  und  haufiir  mit  Paresen  cerebrospfnaler  N'crven 
kompliziert.   Arch.   f.  Ophtb.    70:254-!7S.    mini. 
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Fig.  1.  Photograph  made  February  10,  1945 
— ■  about  one  month  after  onset  — ,  showing 
marked  bilateral  parotid  swelling. 


glands  in  front  of  his  ears,  associated  with 
malaise,  lassitude,  and  a  dry  mouth.  Physi- 
cal examination  was  negative  except  for  a 
•temperature  of  100  F.,  uveitis,  and  bilateral 
swelling  of  the  parotid  and  submaxillary 
glands.  The  past  history  was  non-contrib- 
utory. The  patient  had  recovered  unevent- 
fully from  the  usual  diseases  of  childhood, 
including  mumps  on  both  sides  at  the  age 
of  7.  A  tuberculin  test  was  negative.  The 
white  blood  cell  count  was  8600,  with  74  per 
cent  polymorphonuclears,  20  per  cent  lymph- 
ocytes, and  6  per  cent  monocytes.  Urinalysis 
was  negative,  and  a  Kahn  test  was  negative. 
The  patient  was  given  30  mg.  of  thiamin 
chloride  daily,  and  no  other  treatment.  On 
March  9,  1945,  the  swelling  of  the  left  paro- 
tid and  submaxillary  glands  began  to  sub- 
side, and  on  March  25,  1945,  these  glands 
were  almost  entirely  normal.  The  right 
parotid  and  submaxillary  glands  began  de- 
creasing in  size  about  this  time.  On  April 
1,  1945,  the  tuberculin  test  was  repeated 
and  was  again  negative.  On  April  9,  1945, 
the  right  submaxillary  and  parotid  glands 
were  entirely  normal.  The  whole  illness  ran 
a  course  of  approximately  three  months.  No 
complications  developed,  and  there  was  no 
cranial  nerve  paralysis  such  as  frequently 
occurs  in  this  disease. 


THUMBNAIL  SKETCHES  OF  EMINENT  PHYSICIANS 

Josiah  C.  Trent,  M.D.,  Editor 

Ann  Arbor,  Michigan 


THE  EVOLUTION  OF  THE  ASEPTIC 
PRINCIPLE  IN  SURGERY 

X 
ROBERT  KOCH    (1843-1910) 

Pyemia  and  septicemia — one  disease  or 
two?  In  the  first  part  of  the  nineteenth  cen- 
tury this  question  provoked  heated  argu- 
ments. As  late  as  1869  a  prolonged  discus- 
sion on  the  subject  of  purulent  infections 
took  place  in  the  Academy  of  Medicine  in 
Paris,  a  discussion  which  did  nothing  more 
than  demonstrate  again  the  utter  chaos  pre- 
vailing among  the  leaders  of  the  profession 
with  regard  to  this  question.  The  germ 
theory  was  just  coming  into  its  own,  by 
virtue  of  Pasteur's  work  on  fermentation'1' 
and  Lister's  remarkable  antiseptic  treatment 

1.    See  Sketch  VIII. 


of  wounds12'.  Bacteriology  as  a  science  was 
still  unknown.  Pure  cultures  of  bacteria 
were  unobtainable.  Is  it  any  wonder  that 
confusion  existed  as  to  the  causative  agent 
of  surgical  sepsis?  The  results  achieved  by 
Lister  seem  all  the  more  remarkable  when 
we  consider  the  meager  knowledge  of  the  in- 
fective agents  then  available.  His  experi- 
ments, carried  out  under  the  assumption 
that  the  germs  in  the  air  produced  sepsis, 
led  him  to  believe  that  sepsis  was  to  be 
avoided  by  preventing  the  access  of  germs 
to  wounds.  It  is  clear,  as  we  look  back,  that 
his  early  work  was  based  upon  an  incom- 
plete knowledge  of  the  etiology  of  infections. 
The  modern  view  of  wound  infection  had  its 
true  beginning  when  Robert  Koch,  in  1878, 
published  his  epoch-making  work  on  the 
etiology  of  traumatic  infective  diseases. 

2.    See  Sketch  IX. 
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Koch  was  born  in  Klausthal,  Hanover,  on 
December  11,  1843,  one  of  thirteen  children. 
He  attended  the  Klausthal  Gymnasium  and 
later  the  University  of  Goettingen,  where  he 
obtained  his  doctor's  degree  in  1866.    Here 
Jacob  Henle,    the   anatomist,    made    a    pro- 
found impression  on  him  and  undoubtedly 
inspired  his  later  work.    Koch  served  as  a 
surgeon  in  the  Franco-Prussian  war.  On  his 
return  he   secured   the   position   of   district 
physician  in  the  town  of  Wollstein,  where 
he  carried  on  a  busy  country  practice  for 
several  years.  Why  he  did  not  follow  the  line 
of  least  resistance  and  lapse  into  that  res- 
pectable mediocrity  which  his  position  called 
for  we  shall  never  know.    We  do  know  that 
upon  his  arrival  in  Wollstein  he  improvised 
a  laboratory  which  contained  a  microscope, 
microtome,  and  incubator.    While  carrying 
on  his  practice  he  conducted  numerous  de- 
tailed experiments  on  anthrax,  and  in  April, 
1876,    he    reported    to    Ferdinand  Cohn    of 
Breslau  that  he  had  worked  out  the  com- 
plete life  history  of  the  anthrax  bacillus. 
A  week    later,    at    Cohn's  invitation,    Koch 
gave  a  three-day  demonstration  of  his  cul- 
ture methods  and  results  in  the  presence  of 
Cohn,     Weigert,     Auerbach,     Traube,     and 
Cohnheim,3».     Cohn    immediately    published 
Koch's  results,  which  were  later  confirmed 
by    Pasteur.    In    1877    Koch    published   his 
method  of  fixing,  drying,  staining,  and  pho- 
tographing  bacterial   films.     A   year   later, 
while  still  carrying  on  his  practice  at  Woll- 
stein,   he    completed     his    experiments     on 
wound  infections  and  published  his  famous 
memoir,  Investigations  into  the  Etiology  of 
Traumatic  Infective  Diseases  (Untersuchun- 
gen  ueber  die  Aetiologie  derWundinfektions- 
krankheiten) .    Such    men    as    Billroth    and 
Klebs  had  maintained  that  the  same  micro- 
organisms could  cause  diverse  diseases,  such 
as  pyemia,  septicemia,  puerperal  fever,  diph- 
theria, and  smallpox.   Koch  reported  six  dif- 
ferent kinds  of  surgical  infections  artificial- 
ly produced  in  animals;  he  clearly  demon- 
strated that  each    was    due    to    a    different 
microorganism  which  bred  true  in  pure  cul- 
ture  through   many   generations   and   thus 
was  capable  of  indefinite  propagation. 

The  three  papers  mentioned  above  estab- 
lished Koch  as  one  of  the  leaders  of  medical 
science  and  resulted  in  his  appointment  in 

1880  to  a  position  in  the  Imperial  Depart- 

3  "Dr  W  II.  Welch  was  working  in  Cohnlieim's  laboratory 
at  tlii-i  time  and  states  that  Cohnheim's  enthusiasm  over 
Koch's  discovery  made  a  profound  impression  upon  all 
the  men  in  the  Pathological  Institute."  (Ford,  William  W.: 
The  Life  and  Work  of  Kohert  Koch,  Bull.  Johns  Hopkins 
Ilosp.   22:419    (Dec.)    1911.) 
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Fig.  1.  The  first  page  of  Koch's  article  on 
steam  sterilization,  published  in  the  Mittheil- 
ungen  aus  dem  Kaiserlichen  Gesundheitsamte. 
Volume    I,    Berlin,    1881.    (Author's    collection.) 

ment  of  Health  (Kaiserliches  Gesundheit- 
samt)  with  Loeffler  and  Gaffky  as  his  assist- 
ants. Here  he  produced  his  important  paper 
upon  the  poured-plate  method  of  obtaining 
organisms  in  pure  culture,  a  contribution  re- 
garded as  his  greatest  achievement;  until 
this  time  no  effective  method  had  been  de- 
vised for  obtaining  pure  cultures  from  mix- 
tures. At  the  Department  of  Health  he  de- 
vised a  method  of  steam  sterilization,  and 
in  1881,  with  Loeffler  and  Gaffky,  published 
his  method  and  results  in  the  Mittheilungen 
was  dem  Kaiserlichen  Gesundheitsamte  (fig. 
1 ) .  From  this  method  has  grown  the  modern 
autoclave,  so  integral  a  part  of  our  present- 
day  operating  room. 

The  year  1881  marked  the  close  of  the  in- 
ventive period  in  Koch's  life.  From  this  time 
on  he  merely  applied  the  methods  he  had 
perfected  in  the  decade  following  the 
Franco-Prussian  war.  He  investigated  nu- 
merous diseases  and  revolutionized  many 
existing  concepts. 

Two  achievements  of  this  great  man — the 
establishment  of  the  etiology  of  wound  in- 
fections, and  the  introduction  of  steam  ster- 
ilization— brought  us  nearer  to  our  present- 
day  practice  of  aseptic  surgical  technique. 

J.  C.  T. 
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HARRY  AITCHISON 

Harry  Aitchison  died  on  September  27 
at  1 :45  p.m.  Although  he  was  known  to  few 
of  the  doctors  of  the  state,  he  had  served 
the  medical  profession  of  North  Carolina 
with  devotion  and  skill  for  the  past  six 
years.  As  vice  president  and  general  man- 
ager of  the  Penry-Aitchison  Printing  Com- 
pany, he  had  been  the  godfather  of  the 
North  Carolina  Medical  Journal  since 
its  inception  in  1940.  With  endless  patience 
he  answered  the  many  questions  put  to  him 
by  a  novitiate  editor  and  assistant  editor, 
and  with  unfailing  tact  and  good  judgment 
he  offered  solutions  of  the  many  problems 
which  arose  as  the  JOURNAL  passed  through 
its  infancy  and  the  trying  period  of  war. 
His  interest  in  the  Journal  was  so  personal 
that  his  family  always  referred  to  it  as  his 


baby.  A  real  artist — though  he  would  have 
been  the  first  to  deny  it — Harry  took  an 
artist's  pride  in  the  appearance  of  each 
month's  issue.  The  September  number, 
which  was  mailed  out  the  day  before  he  died, 
is  the  first  one  he  failed  to  inspect  person- 
ally. 

When  the  famous  architect,  Sir  Chris- 
topher Wren,  died,  his  body  was  buried  in 
St.  Paul's  Cathedral,  recognized  as  his 
masterpiece.  His  resting  place  is  marked 
by  a  tablet  which  says:  "If  you  would  see 
his  monument,  look  about  you."  North  Caro- 
lina doctors  who  want  to  see  the  monument 
of  their  friend,  Harry  Aitchison,  need  only 
to  look  over  the  past  numbers  of  the  North 
Carolina  Medical  Journal;  and  because 
he  has  instilled  into  those  who  worked  with 
him  his  solicitude  for  it,  each  future  num- 
ber will  also  be  a  memorial  to  him. 


SAMUEL  GOMPERS  VS.  THE  WAGNER- 
MURRAY-DINGELL  BILL 

In  the  Journal  of  the  American  Medical 
Association  for  September  22  is  reproduced 
an  address  delivered  December  5,  1916,  by 
Samuel  Gompers,  who  was  then  president  of 
the  American  Federation  of  Labor,  and  who 
was  one  of  the  greatest  leaders  labor  ever 
had.  Although  this  address  was  given  nearly 
twenty-nine  years  ago,  it  would  be  hard  to 
conceive  a  more  powerful  argument  against 
the  Wagner-Murray-Dingell  Bill.  It  is  to  be 
hoped  that  all  our  subscribers  have  read  the 
full  text  of  the  address  for  themselves.  Lest 
some  may  have  overlooked  it,  however,  a 
few  quotations  from  it  are  given  here. 

"There  has  never  yet  come  down  from  any  gov- 
ernment any  substantial  improvement  in  the  con- 
ditions of  the  masses  of  the  people,  unless  it  found 
its  own  initiative  in  the  mind,  the  heart  and  the 
courage  of  the  people.  Take  from  the  people  of  our 
country  the  source  of  initiative  and  the  opportunity 
to  aspire  and  to  struggle  in  order  that  that  aspir- 
ation may  become  a  reality,  and,  though  you  couch 
your  action  in  any  sympathetic  terms,  it  will  fail 
of  its  purpose  and  be  the  undoing  of  the  vital  forces 
that  go  to  make  up  a  virile  people.  Look  over  all 
the  world  where  you  will  and  see  those  govern- 
ments where  the  features  of  compulsory  benevo- 
lence have  been  established,  and  you  will  find  the 
initiative  taken  from  the  hearts  of  the  people. 

"There  are  certain  species  of  compulsory  social 
insurance  that  by  their  mere  statement  carry  with 
them  the  conviction  of  their  self-evident  necessity 
and  justice,  into  which  the  element  of  depriving  the 
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people  of  rights  cannot  enter — such  as  workmen's 
compensation  and  old  age  pensions.  But  when  com- 
pulsory health  insurance  and  compulsory  unemploy- 
ment insurance  are  proposed,  the  question  arises  at 
once,  What  are  the  conditions  and  regulations  to  be 
imposed  by  the  government  to  regulate  the  conduct 
of  the  supposed  beneficiaries?  .  .  . 

"Social  insurance  cannot  even  undertake  to  re- 
move or  prevent  poverty.  It  is  not  fundamental  and 
does  not  get  at  the  causes  of  social  injustice.  The 
only  agency  that  does  get  at  the  cause  of  poverty 
is  the  organized  labor  movement  .  .  . 

"Then  again,  the  first  step  in  establishing  com- 
pulsory social  insurance  is  to  divide  people  into 
groups,  those  eligible  for  benefits  and  those  con- 
sidered capable  of  caring  for  themselves.  The  divi- 
sion is  based  on  earning  capacity.  This  government- 
al regulation  must  tend  to  fix  the  citizens  of  the 
country  into  classes,  and  a  long-established  insur- 
ance system  would  tend  to  make  those  classes  rigid. 

"Governmental  power  grows  upon  that  on  which 
it  feeds.  Give  an  agency  power,  and  it  at  once  tries 
to  reach  out  after  more.  Its  effectiveness  depends 
on  increasing  power  .  .  . 

"The  introduction  of  compulsory  social  insurance 
in  cases  of  sickness,  or  compulsory  social  insurance 
in  cases  of  unemployment,  means  that  the  workers 
must  be  subject  to  examinations,  investigations, 
regulations  and  limitations.  Their  activities  must 
be  regulated  in  accordance  with  the  standards  set 
by  governmental  agencies.  To  that  we  shall  not 
stand  idly  by  and  give  our  assent  .  .  . 

"There  is  in  the  minds  o±  many  an  absence  of 
understanding  of  the  fundamental  essentials  of  free- 
dom. They  talk  freedom  and  yet  would  have  bound 
upon  their  wrists  the  gyves  that  would  tie  them  to 
everlasting  bondage.  And  no  matter  how  sympa- 
thetic or  humanitarian  is  the  gloss  over  the  plan 
and  the  scheme,  I  again  bid  you  beware.  We  know 
not  when  or  how  this  great  struggle  going  on  in 
Europe  will  terminate,  or  what  it  shall  mean  for 
the  future  of  those  countries;  but  at  least  let  the 
people  of  the  United  States  hold  their  liberties  in 
their  own  hands,  for  it  may  come  to  pass  that  our 
America,  the  America  whose  institutions  and  ideals 
we  so  much  revere,  may  be  the  one  nation  to  hold 
the  beacon  light  of  freedom  aloft  and  thus  aid  in 
relighting  the  torch,  rekindling  the  heart  flame  of 
the  world's  liberty  .  .  . 

"For  a  mess  of  pottage,  under  the  pretense  of 
compulsory  social  insurance,  let  us  not  voluntarily 
surrender  the  fundamental  principles  of  liberty  and 
freedom,  the  hope  of  the  Republic  of  the  United 
States,  the  leader  and  teacher  to  the  world  of  the 
significance  of  this  great  anthem  chorus  of  human- 
ity—liberty!" 

Let  us  hope  that  the  people  of  America 
will  heed  the  warning  of  this  justly  famous 
spokesman  for  labor,  and  will  not  sell  their 
birthright  for  the  mess  of  pottage  offered 
them  by  Messrs.  Wagner,  Murray,  and 
Dingell. 


"A  WASTE   OF   MEDICAL   SERVICE" 

In  the  "Correspondence  Department"  of 
this  issue  there  is  published  a  letter  from  a 
member  of  the  State  Medical  Society  which 
will  be  of  interest  to  all  our  readers.  It  is 
typical  of  numerous  other  expressions  of 
opinion,  both  written  and  verbal,  from  med- 
ical men  who  have  served  in  the  armed 
forces.  Now  that  the  war  is  over — even 
though  the  "duration"  is  not — men  feel 
much  more  free  to  speak  their  minds. 

An  Associated  Press  dispatch  from  Wash- 
ington (Sept.  21)  quoted  an  army  medical 
officer,  Col.  W.  Paul  Holbrook,  as  testifying 
before  a  group  of  senators  that  "the  army 
had  not  fully  utilized  the  services  of  its  phy- 
sicians." Colonel  Holbrook  stated  that  the 
average  division  had  one  doctor  for  300  men 
— "far  too  many  for  simple  medical  care  and 
preventive  medicine  on  a  group  of  healthy 
young  men."  Democratic  Senator  Downey 
commented  that  there  had  been  "a  vast  and 
unwarranted  waste  of  medical  service"  dur- 
ing the  war. 

A  few  months  ago,  Captain  Irving  S. 
Schipper  wrote  to  a  Chicago  paper  that  "For 
every  physician  caring  for  patients  nearly 
eight  see  no  patients  at  all  .  .  .  Yet  the  coun- 
try must  bear  this  excessive  cost  to  keep  the 
army  medical  corps  overstrength,  so  that 
the  table  of  organization  for  regular  army 
medical  corps  officers  will  give  them  rank 
and  salary  .  .  .  there  are  very  few  satisfied 
physicians  in  the  army." 

The  dentists  are  in  the  same  boat  with 
the  doctors.  A  sailor  who  was  recently  home 
on  leave  told  of  his  experience  with  a  navy 
dentist.  Because  a  small  cavity  was  found 
in  a  tooth,  he  was  sent  to  the  dentist's  office. 
He  got  in  the  chair  at  7 :55  p.m.,  and  by 
8:03  the  work  was  done.  When  he  started 
to  dismount  from  the  chair,  the  dentist  bade 
him  wait  until  9:30,  saying  that  the  regula- 
tions required  that  he  keep  someone  in  the 
chair  until  then,  and  he  did  not  care  to  do 
any  more  work.  The  sailor  sat  more  or  less 
patiently  until  closing  time,  while  the  dentist 
worked  on  a  crossword  puzzle.  This  sailor 
doubtless  voiced  the  feeling  of  many  when 
he  said,  "If  socialized  medicine  is  not  en- 
acted before  the  service  men  get  home,  there 
will  be  no  need  to  worry  about  it.  They  have 
seen  all  the  regimentation  of  medicine  they 
care  for." 


October,  1945 


EDITORIALS 


453 


MORPHINE  ADDICTION 

In  the  Journal  of  the  Medical  Association 
of  Georgia  for  August  Dr.  Joseph  G.  Massee 
has  an  excellent  article  on  the  treatment  of 
morphine  addiction,  based  largely  upon  his 
experience  in  dealing  with  addicts  in  the 
Federal  Prison,  Atlanta.  Here  Dr.  Massee 
had  the  advantage  of  being  able  to  control 
his  patients  far  better  than  can  be  done  in 
private  practice.  From  these  prisoner  ad- 
dicts he  learned  much  of  value  to  the  pri- 
vate practitioner. 

One  important  lesson  is  that  morphine 
may  be  withdrawn  abruptly  without  any 
more  serious  consequences  than  an  emotional 
upheaval  and  frequently  a  bout  of  nausea. 
The  usual  rule  in  the  Federal  Prison  is  to 
give  the  addict  "a  saline  purge  and  a  seda- 
tive of  the  barbiturate  group  to  relieve 
symptoms,  and  let  him  sweat  it  out."  The 
saline  purge  is  given  to  get  rid  of  the  mor- 
phine, which  "is  re-excreted  into  the  gastro- 
intestinal tract  no  matter  in  what  form  it 
is  introduced  into  the  body."  Paraldehyde, 
given  to  the  point  of  deep  sedation,  helps 
carry  the  patient  over  the  stage  of  acute 
withdrawal  symptoms. 

Dr.  Massee  stresses  the  absolute  necessity 
of  having  the  patient  in  an  institution  for 
treatment,  since  "you  can  not  treat  a  pa- 
tient for  drug  addiction  in  his  home."  He 
learned  from  his  experience  with  prisoners 
that  "when  the  patient  realizes  that  he  is 
not  to  get  any  more  drug  regardless  of  what 
happens  to  him,  a  good  part  of  the  struggle 
is  over  and  he  resigns  himself." 

Another  point  made  by  Dr.  Massee  is  that 
5  grains  a  day  is  usually  sufficient  for  the 
control  of  pain.  "More  than  that  may  be 
simply  catering  to  drug  addiction."  Further- 
more, if  an  addict  can  persuade  a  doctor  to 
prescribe  more  than  5  grains  a  day,  he  may 
satisfy  his  craving  with  that  amount  and 
sell  the  balance  for  enough  to  net  a  profit — 
possibly  as  much  as  a  dollar  a  grain. 

Another  interesting  observation  is  that 
addicts  may  take  advantage  of  tattooing  on 
their  arms  to  hide  the  marks  of  repeated 
needle  punctures. 


Only  about  10  per  cent  of  prisoner  addicts 
who  served  short  terms  remained  cured.  In 
a  much  greater  proportion  of  those  serving 
five  years  or  more  the  cure  was  permanent. 
The  results  with  private  patients  treated  in 
hospitals  were  much  better  than  those  with 
prisoners.    • 

Because  the  morphine  habit  is  so  insidious 
and  so  prevalent,  it  is  well  to  know  that  there 
is  virtually  no  real  danger  in  withdrawing 
the  drug,  no  matter  how  vigorously  the  pa- 
tient protests. 

THE  BEST  MEDICINES  IN  1945 

Dr.  Morris  Fishbein  recently  stated  in  the 
American  Weekly  that,  according  to  a  sur- 
vey of  outstanding  physicians  of  the  coun- 
try, the  major  medicinal  aids  of  1945  are: 
(1)  penicillin  (shares  credit  with  sulfa 
drugs  as  medicinal  drug  leaders),  (2)  mor- 
phine, (3)  blood  plasma,  (4)  ether,  (5)  qui- 
nine, (6)  digitalis,  (7)  diphtheria  antitoxin, 
(8)  insulin,  (9)  iron,  (10)  vitamins. 

It  is  interesting  to  note  that  six  of  these 
ten  remedies  were  listed  in  1910 :  ether,  mor- 
phine, digitalis,  diphtheria  antitoxin,  iron, 
and  quinine.  The  other  four  members  of  the 
1910  group  were  smallpox  vaccine,  iodine, 
mercury,  and  alcohol.  Doubtless  there  are 
some  excellent  physicians  who  would  put  up 
an  argument  for  iodine  and  alcohol  even 
now.  Both  are  valuable  for  external  use, 
and  it  would  be  hard  to  do  without  iodine  in 
dealing  with  the  thyroid  gland.  Alcohol  is 
also  considered  by  many  as  the  best  vaso- 
dilator. 

In  spite  of  the  apparently  small  net  gain 
in  "best  medicines"  in  thirty-five  years,  it 
should  be  noted  that  the  new  group  includes 
the  tremendously  important  penicillin,  the 
whole  line  of  sulfonamide  derivatives,  and 
the  host  of  vitamin  preparations.  The  chemo- 
therapeutic  agents  and  the  vitamins  alone 
have  been  chiefly  responsible  for  the  passing 
of  the  era  of  therapeutic  nihilism  and  the 
coming  of  the  day  of  therapeutic  optimism. 
Never  have  medical  men  had  more  cause  to 
rejoice  in  their  profession. 
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CLINICO-PATHOLOGICAL 
CONFERENCE 

Bowman  Gray  School  of  Medicine  of 
Wake  Forest  College 

A  48  year  old  white  housewife  entered  the 
hospital  on  August  3,  1941,  complaining  of 
severe  precordial  pain  and  shortness  of 
breath.  The  patient  was  in  acute  distress, 
and  for  this  reason  the  history  and  physical 
examination  were  limited. 

The  patient  was  told  three  years  ago  that 
she  had  diabetes  mellitus.  However,  no  in- 
sulin was  administered  and  the  urine  was 
"cleared  up"  by  diet.  She  had  followed  the 
diet  prescribed  only  haphazardly,  but  with 
no  apparent  untoward  effect. 

The  present  illness  began  when  the  pa- 
tient awakened  on  the  morning  of  August 
1  with  a  feeling  of  pain  localized  in  both 
shoulders  and  a  sensation  of  weight  over  the 
sternum  and  precordium.  This  pain  was 
constant,  knife-like  in  character,  and  worse 
on  inspiration.  She  vomited  on  one  occasion. 
The  pain  increased  in  severity  during  the 
day.  A  hypodermic  injection  administered 
by  her  physician  relieved  her  so  that  she 
was  able  to  rest  on  the  first  night  after  the 
onset  of  the  pain.  The  severe  pain  in  the 
precordial  region  recurred  on  the  following 
afternoon  and  was  associated  with  dyspnea 
and  orthopnea.  She  found  that  the  pain  was 
made  easier  when  she  sat  up  to  breathe.  The 
increasing  intensification  of  the  pain  caused 
her  to  seek  hospitalization  on  the  third  day 
of  her  illness. 

Physical  examination  revealed  an  ex- 
tremely ill,  dyspneic,  middle-aged  white  wo- 
man weighing  about  275  pounds.  The  family 
reported  her  height  as  5  feet.  She  was 
slightly  cyanotic,  was  perspiring  profusely, 
and  complained  bitterly  of  pain  beneath  the 
sternum.  The  skin  was  cold  and  clammy. 
The  temperature  was  102  F.  rectally,  pulse 
118,  respiration  28.  There  was  a  definite 
acetone  odor  to  the  breath.  The  heart  was 
slightly  enlarged  to  the  left.  A  loud  to-and- 
fro  friction  sound  was  noted  at  the  extreme 
apex  and  over  the  entire  base  of  the  heart. 
A  slight  systolic  blow  was  heard  over  the 
aorta.  The  lungs  showed  numerous  coarse, 
moist  rales.'  The  liver  was  enlarged  two 
fingers'  breadth  below  the  right  costal  mar- 
gin. There  was  no  edema  of  the  extremities. 


Accessory  clinical  findings:  On  admission 
the  urine  was  cloudy,  yellow,  and  acid,  with 
a  specific  gravity  of  1.028,  no  albumin,  and 
a  4  plus  reaction  for  sugar,  acetone,  and 
diacetic  acid;  microscopic  examination  was 
negative.  There  were  4,860,000  red  blood 
cells,  94  per  cent  hemoglobin,  and  19,650 
white  cells,  with  70  per  cent  neutrophils  and 
30  per  cent  lymphocytes.  The  blood  sugar 
was  222  mg.  per  100  cc.  An  electrocardio- 
gram showed  marked  deformities  of  the  T 
waves  in  the  ST  segments,  apparently  due 
to  massive  myocardial  infarction. 

Course  in  the  hospital:  With  insulin  ther- 
apy the  diacetic  acid  and  acetone  disap- 
peared from  the  urine  and  the  sugar  content 
varied  from  a  trace  to  1  plus.  The  pain  was 
relieved  by  the  use  of  morphine.  The  blood 
pressure  on  August  4  was  97  systolic,  74 
diastolic,  and  the  pulse  was  88  per  minute. 
The  pericardial  friction  rub  was  gone.  The 
patient  appeared  comfortable  but  com- 
plained at  intervals  of  indigestion  and  asked 
for  soda.  On  August  5  the  patient's  temper- 
ature (taken  rectally)  was  99.8  F.  and  her 
pulse  90.  She  refused  to  eat  breakfast,  but 
was  given  a  small  amount  of  milk  and 
orange  juice.  At  10:30  a.m.  she  was  turned 
on  her  right  side  for  an  alcohol  rub.  Her 
color  became  suddenly  quite  cyanotic,  and 
her  pulse  irregular  and  weak.  She  was 
markedly  dyspneic  and  her  body  was  cold 
and  clammy.  During  the  next  half  hour  the 
pulse  remained  unchanged,  although  the 
heart  sounds  became  quite  distant.  At  about 
10:55  the  heart  sounds  were  no  longer 
audible  and  blood  pressure  and  pulse  could 
not  be  obtained.  Respirations  became  more 
labored  and  the  patient  expired  at  11  a.m. 

Discussion 

Dr.  John  R.  Williams,  Jr.  :  In  summary, 
we  have  a  48  year  old  woman  who  had  been 
a  known  diabetic  for  three  years  and  who 
had  never  taken  adequate  care  of  her  dia- 
betes. She  apparently  had  not  had  hyper- 
tension. Two  days  before  admission  she 
.  had  a  severe,  knife-like  pain  under  her  ster- 
num, aching  in  both  shoulders,  and  a  feel- 
ing of  constriction  in  her  chest.  The  pain 
was  relieved  only  by  a  hypodermic  injec- 
tion. It  recurred  the  next  day  in  the  pre- 
cordial region,  associated  with  dyspnea  and 
orthopnea.  The  pain  was  easier  when  she 
sat  up:  it  was  increased  by  breathing.  The 
following  day  she  was  admitted  to  the  hos- 
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pital  because  of  increasing  pain  and  short- 
ness of  breath. 

Physical  examination  revealed  a  very 
obese  woman  who  apparently  had  both  heart 
failure  and  peripheral  circulatory  failure, 
and  whose  breath  had  an  acetone  odor.  A 
friction  rub  was  noted  over  her  heart  and  a 
soft  systolic  blow  over  her  aorta. 

The  laboratory  findings  showed  her  to 
have  diabetes.  She  had  a  white  cell  count  of 
19,600,  and  the  electrocardiogram  showed 
changes  apparently  due  to  a  massive  infarct. 

After  she  was  admitted,  the  diabetes  was 
controlled  with  insulin  and  diet.  The  pain 
was  relieved  by  morphine,  and  she  appar- 
ently was  getting  along  reasonably  well, 
though  her  blood  pressure  was  low  and  she 
had  some  indigestion.  Five  days  after  ad- 
mission, she  suddenly  became  cyanotic.  Her 
pulse  was  irregular  and  weak  and  she  was 
markedly  dyspneic.  Her  body  was  cold.  This 
condition  persisted  for  half  an  hour,  and 
then  her  heart  apparently  stopped.  Shortly 
thereafter  her  respiration  ceased. 

Among  the  possible  causes  of  severe  pain 
in  the  chest  are  esophageal  hiatus  hernia, 
cascade  stomach,  pancreatitis,  gallbladder 
disease,  perforated  duodenal  ulcer,  scalenus 
anticus  syndrome,  cervical  disc,  pleurisy, 
and  arthritis  of  the  spine.  However,  none 
of  these  conditions  are  ever  associated  with 
sudden  death.  There  are  five  disorders  that 
cause  pain  in  the  chest  which  are  associated 
with  sudden  death.  These  are  angina  pec- 
toris, ruptured  aorta,  pulmonary  infarct, 
dissecting  aneurysm,  and  coronary  throm- 
bosis. Several  of  these  possibilities  can  be 
ruled  out  fairly  easily. 

While  angina  pectoris  can  cause  the  sort 
of  pain  that  the  patient  had  and  can  also 
be  responsible  for  sudden  death,  the  pain 
with  angina  pectoris  does  not  generally  per- 
sist over  any  prolonged  period  of  time.  One 
does  not  see  elevations  of  the  white  count 
with  angina  pectoris,  and  angina  pectoris 
would  hardly  be  responsible  for  congestive 
heart  failure.  Therefore,  I  think  we  can  ex- 
clude it. 

Rupture  of  the  aorta  without  a  dissecting 
aneurysm  can  and  does  occur.  It  would  be 
associated  with  very  severe  pain,  with  heart 
failure,  and  with  sudden  death.  However, 
rupture  of  the  aorta  causes  heart  failure  be- 
cause of  the  derangement  of  the  aortic  leaf- 
lets and  the  resulting  marked  aortic  insuffi- 
ciency.   Since  this  patient  showed  no  signs 


of  aortic  insufficiency  and  yet  developed 
heart  failure,  I  think  we  can  exclude  rup- 
ture of  the  aorta. 

Pulmonary  infarction  is  a  fairly  common 
cause  of  death,  and  at  times  is  extremely 
difficult  to  diagnose.  Electrocardiographic 
changes  can  occur  in  pulmonary  infarction, 
but  they  can  be  distinguished  from  the 
changes  that  one  sees  in  myocardial  infarc- 
tion. I  believe  that  if  such  changes  had 
taken  place  in  this  patient,  they  would  have 
been  noted  in  the  record.  Almost  invariably 
the  patient  who  has  a  pulmonary  infarct 
gives  a  history  of  a  cough,  and  usually  he 
spits  up  frothy,  blood-tinged  sputum.  The 
presence  of  a  friction  rub  over  the  heart,  in 
this  case,  along  with  the  absence  of  a  story 
of  cough,  is  good  evidence  against  pulmon- 
ary infarction. 

This  leaves  us  a  choice  between  dissecting 
aneurysm  and  coronary  thrombosis.  This  is 
always  a  difficult  differential  diagnosis  to 
make,  for  an  aneurysm  can  dissect  around 
the  mouth  of  one  of  the  coronary  vessels  and 
produce  all  of  the  typical  changes  of  either 
a  posterior  or  an  anterior  infarct.  However, 
patients  with  a  dissecting  aneurysm  usually 
have  a  history  of  hypertension,  which  this 
patient  did  not  have,  and  they  not  infre- 
quently have  pain  through  to  their  back  and 
pain  in  their  abdomen  caused  by  the  occlu- 
sion of  vessels  to  the  abdominal  viscera.  No 
note  is  made  in  the  record  as  to  whether 
there  was  a  difference  in  blood  pressure  in 
the  two  arms.  Such  a  difference,  if  marked, 
would  be  very  much  in  favor  of  a  dissecting 
aneurysm.  It  must  have  been  looked  for,  and 
the  absence  of  any  note  on  this  point  is  in 
favor  of  a  coronary  thrombosis. 

The  whole  picture  fits  very  well  with  a 
massive  infarct  of  the  heart.  The  pain,  the 
heart  failure,  the  peripheral  circulatory 
failure,  the  high  white  cell  count,  the  peri- 
cardial friction  rub  which  disappeared  in  a 
day  or  two,  and  the  sudden  death  are  all 
compatible  with  this  diagnosis.  While  it  is 
not  commonly  realized,  pain  on  breathing  is 
seen  rather  frequently  with  coronary  throm- 
bosis. 

Three  things  could  have  been  responsible 
for  this  patient's  sudden  death.  Since  I  have 
been  told  that  the  patient  was  given  no  in- 
sulin on  the  day  of  death,  I  believe  we  can 
rule  out  insulin  shock,  which  should  certain- 
ly be  considered.  Rupture  of  the  heart,  with 
cardiac    tamponade,    is    a    real    possibility. 


45G 


NORTH   CAROLINA    MEDICAL  JOURNAL 


October,  1945 


However,  while  this  is  not  an  uncommon 
disorder  in  patients  who  are  active  follow- 
ing an  attack  of  coronary  thrombosis,  it  is 
rare  in  the  individual  who  is  lying  in  bed. 
Cardiac  tamponade  would  not  account  for 
the  irregularity  of  the  patient's  pulse.  It 
would  ordinarily  cause  death  more  quickly 
than  it  occurred  in  this  patient  following 
the  onset  of  her  collapse,  and  should  have 
been  associated  with  marked  fullness  of  her 
veins.  This  sign  was  apparently  not  present. 

It  is  my  feeling  that  the  patient  probably 
developed  ventricular  tachycardia,  which 
might  well  have  persisted  for  half  an  hour 
and  could  have  accounted  for  the  irregular 
and  weak  pulse,  the  marked  dyspnea,  and 
the  fact  that  her  heart  apparently  stopped 
beating  before  respiration  ceased. 

My  diagnoses  are  diabetes  mellitus,  coron- 
ary thrombosis,  and  death  due  to  ventricular 
tachycardia  and  fibrillation. 

Pathological  Discussion 

Dr.  W.  C.  Thomas:  The  significant  find- 
ings at  postmortem  examination,  in  addition 
to  the  marked  obesity,  were  in  the  heart.  The 
organ  was  increased  in  size  as  a  result  of 
left  ventricular  myocardial  hypertrophy. 
The  anterior  descending  branch  of  the  left 
coronary  artery  was  completely  occluded  by 
an  organizing  thrombus.  The  myocardium 
of  the  anterior  portion  of  the  left  ventricle 
appeared  discolored  and  softened.  A  deep- 
reddish,  linear  area,  1  by  5  mm.,  was  noted 
midway  between  the  apex  and  the  base  of 
the  heart  on  the  anterior  surface  of  the  left 
ventricle.  On  section,  the  discolored  portion 
on  the  surface  was  found  to  be  continuous 
with  blood  clot  which  apparently  had  dis- 
sected between  the  muscle  fibers.  Micro- 
scopic study  showed  an  infarct  which  was 
at  least  a  week  old.  The  hemorrhagic  dis- 
section of  the  myocardium  was  obviously  a 
terminal  event,  as  was  evidenced  by  the  lack 
of  tissue  reaction. 

This  case  is  an  excellent  example  of  a  sel- 
dom encountered  complication  of  myocardial 
infarction — namely,  myocardial  dissection. 
If  the  process  had  continued,  the  heart 
would  have  ruptured  and  death  would  have 
resulted  from  cardiac  tamponade".  I  believe 
that  myocardial  dissection  may  be  the  mech- 
anism of  cardiac  rupture  - . 

i.    Krambhaar,  E.  B.  and  Crowell.  C:  Spontaneous  Rupture 
of  ihe  Heart.  Am.  J.   M.  Sc.   170:828^8511    (Dec.)    1SI5. 

2.    Thomas,    \V.    O:    Unpublished   experimental   data. 


Anatomical  Diagnoses 

Generalized  arteriosclerosis. 

Coronary  artery  atherosclerosis  and 
thrombosis,  organizing,  of  the  anterior  de- 
scending branch  of  the  left  coronary  artery. 

Myocardial  infarction,  massive,  of  the 
anterior  portion  of  the  left  ventricle. 

Myocardial  dissection,  incomplete. 


CASE   REPORTS   FROM   THE 
TUMOR  CLINIC 

North  Carolina  Baptist  Hospital 

Case  8 

Mrs.  D.,  a  45  year  old  housewife,  was  first 
seen  at  this  hospital  in  January,  1944.  Her 
chief  complaint  was  vaginal  discharge  of 
two  years'  duration.  In  May,  1942,  the  pa- 
tient had  undergone  a  subtotal  hysterectomy 
for  uterine  fibroids  and  a  unilateral  sal- 
pingo-oophorectomy.  The  patient  was  a  well 
developed,  slender  woman  who  appeared 
quite  well.  A  diagnosis  of  vaginitis  and 
menopausal  syndrome  was  made.  The  vag- 
initis was  treated  conservatively  and  the 
menopausal  symptoms  were  abated  by  estro- 
gen therapy. 

On  May  13,  1944,  Mrs.  D.  fell  and  frac- 
tured her  right  radius.  This  was  easily 
aligned  and  healed  uneventfully. 

Mrs.  D.  was  seen  by  an  internist  in 
August,  1944,  because  of  a  cardiac  neurosis. 
She  had  no  demonstrable  organic  heart  dis- 
ease. Her  neurosis  improved  following  re- 
assurance. 

On  February  13,  1945,  she  reported  that 
she  was  having  a  slight  recurrence  of  the 
vaginal  discharge.  She  had  no  other  com- 
plaints. A  physical  examination,  including 
vaginal  and  rectal  examinations,  showed  her 
to  be  in  excellent  general  condition.  The 
vaginitis  was  again  treated,  and  she  was  ad- 
vised that  removal  of  the  cervical  stump 
would  probably  give  her  permanent  relief 
from  leukorrhea.  She  was  to  make  a  deci- 
sion regarding  this  operation,  and  return  in 
one  month. 

She  returned  on  April  24  with  an  entirely 
new  complaint.  Nineteen  days  prior  to  this 
visit,  she  had  noted  a  rounded,  firm  mass  in 
the  left  lower  abdomen.  At  that  time  it  was 
approximately  the  size  of  a  baseball.  In  nine- 
teen days  the  mass  grew  so  rapidly  that  on 
examination  it  filled  the  entire  lower  abdo- 
men, and  its  upper  limit  reached  above  the 
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level  of  the  umbilicus.  The  abdomen  was 
quite  distended.  The  mass  was  irregularly 
smooth,  rounded,  and  semi-solid  in  consist- 
ency. It  seemed  to  arise  in  the  pelvis;  it 
was  only  slightly  movable,  suggesting  part- 
ial fixation  to  the  pelvic  viscera.  The  tumor 
was  non-tender.  Pelvic  examination  added 
little  knowledge  of  the  origin  of  the  tumor, 
because  the  mass  filled  the  entire  pelvis. 
The  patient's  general  condition  was  good. 
She  had  maintained  her  usual  weight  of  105 
pounds ;  her  red  blood  cell  count  was  4,200,- 
000  and  there  were  13.5  Gm.  of  hemoglobin. 

The  impression  was  that  the  process  was 
malignant  and  represented  either  an  ovarian 
tumor  or  a  retroperitoneal  sarcoma. 

A  laparotomy  performed  on  April  25, 
1944,  revealed  a  large,  smooth  mass  con- 
taining necrotic  and  hemorrhagic  areas.  It 
completely  filled  the  pelvis  and  extended  a 
few  centimeters  above  the  level  of  the  umbil- 
icus. There  were  innumerable  adhesions  to 
the  bowel  and  to  the  abdominal  wall.  The 
site  of  origin  could  not  be  definitely  demon- 
strated, but  the  neoplasm  had  infiltrated  ex- 
tensively the  posterior  abdominal  wall.  Re- 
moval proved  to  be  difficult  because  of  the 
size  and  vascularity  of  the  lesion  and  the 
many  adhesions.  Numerous  cystic  implants 
were  found  in  the  bowel  and  mesentery ;  no 
attempt  was  made  to  remove  these.  The  pa- 
tient withstood  the  operation,  being  sup- 
ported by  parenteral  fluids  and  a  trans- 
fusion. 

Tumor  Clinic  Discussion 

Pathologist:  The  specimen  presented  to 
the  pathological  laboratory  consisted  of  350 
Gm.  of  tumor  tissue  which  was  lobulated 
and  well  circumscribed,  and  which  showed 
an  indefinite  but  distinguishable  thin  cap- 
sule. Numerous  areas  showed  hemorrhage 
and  cystic  changes.  The  surface  of  this  tu- 
mor on  cut  section  was  white-yellow  to  white 
in  color  and  was  opalescent  and  glistening. 
The  vascularity  of  the  tumor  was  very 
marked. 

Sections  of  the  tissue  show  numerous 
small,  spindle-shaped  cells,  which  are  ar- 
ranged heterogeneously  in  various  bizarre 
patterns,  scattered  throughout  the  section. 
A  moderate  amount  of  interstitial  fibrosis  is 
present,  and  the  interstitial  tissue  is  sepa- 
rated away  from  the  cells  in  some  areas, 
leaving  vacuolated  spaces  about  the  nuclei. 
There  is  no  attempt  at  an  orderly  arrange- 
ment of  the  cells  in  any  area.    Pseudo-ros- 


ettes are  seen  in  some  areas,  and  palisade 
formation  about  the  blood  vessels  is  ob- 
served in  others.  Anaplasia,  hyperchro- 
matism,  and  a  bizarre  type  of  mitosis  are 
noted.  Pleomorphism  is  also  seen.  In  other 
sections,  the  appearance  of  the  tissue  in 
cross  section  is  very  difficult  to  interpret, 
and  there  is  a  question  as  to  whether  it  is 
smooth  muscle  or  connective  tissue.  The  ar- 
rangement suggests  smooth  muscle. 

The  microscopic  diagnosis  is  spindle-cell 
saixoma.  This  specimen  is  compatible  with 
a  malignant  sarcoma  arising  in  the  smooth 
muscle  of  the  retroperitoneal  tissues  or  of 
the  abdominal  organs. 

Radiologist:  The  ultimate  prognosis  in 
most  patients  who  develop  a  retroperitoneal 
or  abdominal  spindle-cell  sarcoma  is  almost 
invariably  poor.  All  we  can  hope  to  accom- 
plish with  deep  x-ray  treatment  is  relief  of 
some  of  the  patient's  symptoms. 

Gynecologist:  This  patient  had  a  huge, 
friable,  vascular  tumor  which  apparently 
arose  in  the  retroperitoneal  space  near  the 
promontory  of  the  sacrum  or  in  the  hollow 
of  the  sacrum.  Numerous  coils  of  small 
bowel  were  adherent  to  the  tumor  and  were 
involved  in  it.  Approximately  four-fifths  of 
the  tumor  tissue  could  be  removed.  The  re- 
maining tumor  could  not  be  removed,  be- 
cause of  the  marked  vascularity,  the  infiltra- 
tion of  the  posterior  wall  of  the  pelvis,  and 
the  fact  that  there  was  no  definite  cleavage 
plane  which  could  be  used  for  dissection. 

The  most  remarkable  feature  of  this  pa- 
tient's illness  is  the  rapidity  of  the  tumor's 
growth.  The  patient  first  noticed  an  abdom- 
inal mass  which  she  described  to  be  the  size 
of  a  baseball  approximately  six  weeks  after 
a  careful  examination  had  revealed  no  pa- 
thology in  her  abdomen  or  pelvis.  In  an  ad- 
ditional period  of  less  than  three  weeks,  the 
tumor  grew  so  rapidly  that  she  was  unable 
to  fasten  her  clothes  over  it ;  it  attained  a 
size  described  on  her  record  as  being  larger 
than  a  six  months'  pregnancy. 

It  is  this  type  of  malignant  tumor  which 
discourages  all  of  us  about  the  management 
of  malignant  disease  in  general.  The  patient 
was  most  cooperative,  and  reported  at  the 
first  sign  of  anything  wrong.  Her  brief  de- 
lay in  getting  medical  advice  after  the  tumor 
appeared  was  occasioned  by  illness  in  her 
family  and  was  unavoidable.  I  do  not  think 
that  the  three  weeks'  delay  between  the  ap- 
pearance of  the  tumor  and  her  operation 
affected  the  ultimate  prognosis.   I  would  like 
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to  ask  if  the  very  rapid  course  suggests  that 
the  tumor  will  be  unusually  radio-sensitive? 
Radiologist  :  We  are  never  able  to  cor- 
relate definitely  the  radio-sensitivity  of  a 
tumor  with  its  microscopic  appearance  or  its 
clinical  course.  We  know  that  certain  tumors 
in  general  respond  well,  and  that  others  re- 
spond poorly.  There  are  numerous  excep- 
tions, and  a  definite  prediction  of  the  effect 
of  irradiation  upon  a  given  tumor  is  impos- 
sible. 

Tumor  Clinic  Opinion 

Recommendation:  Deep  x-ray  therapy, 
the  amount  to  be  determined  by  the  patient's 
subsequent  course. 

Prognosis :    Hopeless 

Blame:    None 

Credit :    None 

The  prognosis  is  considered  inevitable  by 
the  Tumor  Clinic  group,  because  of  the  type 
of  tumor  and  its  rapid  course. 

Follow-Up  Note 

Mrs.  D.'s  postoperative  course  was  very 
stormy,  being  complicated  by  paralytic  ileus 
and  a  urinary  tract  infection,  but  she  was 
discharged  in  good  condition  about  twenty 
days  postoperatively.  During  her  hospital 
stay,  she  received  fourteen  x-ray  treatments 
of  228  r  each.  On  discharge  from  the  hos- 
pital, she  weighed  95  pounds;  her  hemo- 
globin was  13.5  Gm.  and  there  were  4,200,- 
000  red  blood  cells. 

She  was  seen  on  July  11,  1945,  approxi- 
mately six  weeks  after  her  operation,  and  a 
mass  measuring  8  by  8  cm.  was  found  in  the 
right  upper  quadrant.  It  was  hard,  irregu- 
lar, and  somewhat  movable.  Between  July 
12  and  July  20,  she  received  further  x-ray 
therapy  daily.  It  did  not  seem  to  affect  the 
mass. 

About  the  middle  of  July  she  began  to  be 
quite  uncomfortable.  Her  symptoms  were 
weakness,  malaise,  a  feeling  of  epigastric 
fullness,  aching  pain  in  the  left  lower  quad- 
rant, and  a  gradual  decrease  in  the  fre- 
quency and  caliber  of  her  stools.  For  four 
days  before  her  last  admission  to  the  hos- 
pital on  August  21  she  had  passed  neither 
flatus  or  feces,  and  enemas  were  ineffective. 
On  this  admission  she  was  pale,  cachectic, 
and  looked  quite  ill.  She  had  developed  a 
cough  productive  of  thick  white  sputum.  Her 
heart  seemed  to  be  normal;  the  pulse  rate 
was  increased  to  120  per  minute.   The  chest 


was  clear  to  percussion,  but  auscultation  re- 
vealed fine,  moist  rales  over  the  lower  two- 
thirds  of  the  right  chest  posteriorly  and  the 
lower  one-third  of  the  left  chest  posteriorly. 
She  had  no  lymphadenopathy.  Her  abdomen 
was  enormously  enlarged  and  rounded.  It 
was  tympanitic  anteriorly  with  dullness  in 
the  flanks.  The  entire  abdomen  and  pelvis 
were  filled  irregularly  with  hard  tissue 
masses. 

A  diagnosis  of  partial  intestinal  obstruc- 
tion was  made,  but  colostomy  was  not  con- 
sidered feasible.  The  patient  pursued  a  rap- 
id downhill  course  and  expired  on  August 
31,  1945,  just  five  months  after  the  mass 
was  discovered. 


MEDICOLEGAL  ABSTRACT 


J.  F.  Owen,  M.D.,  LL.B. 
Raleigh 

Breach  of  Warranty:  A  druggist 
impliedly  warrants  that  the  prescrip- 
tion contains  the  drugs  which  were 
ordered  by  the  physician. 

A  physician  ordered  by  prescription  a  1 
per  cent  gentian  violet  solution,  with  written 
directions  that  the  drug  be  used  as  a  mouth- 
wash. The  physician  directed  the  patient 
orally  to  use  the  solution  also  as  an  eyewash, 
and  gave  specific  rules  for  its  use.  The 
druggist  who  filled  the  pi-escription  made  a 
3  per  cent  solution  instead  of  the  1  per  cent 
solution  ordered.  The  patient,  in  accordance 
with  the  oral  directions  of  the  doctor,  used 
the  drug  in  his  eyes,  and  as  a  result  thereof 
lost  the  sight  of  both  eyes.  A  suit  against 
the  druggist  was  instituted  by  the  patient 
for  the  purpose  of  recovering  damages.  In 
Superior  Court  the  defendant  entered  a  de- 
murrer which  in  effect  admitted  that  the 
prescription  was  improperly  compounded 
but  denied  that  his  act  in  this  regard  was 
the  proximate  cause  of  the  injury.  The  de- 
murrer further  stated  that  the  act  of  the 
physician  in  giving  directions  which  were 
inconsistent  with  the  safe  use  of  a  3  per  cent 
solution  of  gentian  violet  was  the  direct 
cause  of  the  injury.  When  this  demurrer 
was  upheld  by  the  court,  the  plaintiff  ap- 
pealed to  the  Supreme  Court. 

When  the  case  came  up  for  consideration 
by  the  higher  court,  this  body  ruled  that  the 
demurrer  should  not  have  been  been  allowed 
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and  that  the  facts  should  have  gone  to  the 
jury  for  decision.  The  court  stated  that  it 
is  a  settled  principle  of  law  that  a  druggist 
impliedly  warrants  that  the  article  he  sells 
is  the  article  called  for,  and  is  liable  for 
breach  of  warranty  for  injury  resulting 
from  his  giving  the  purchaser  the  wrong 
drug.  The  court  further  stated  that  because 
of  the  peculiar  and  dangerous  nature  of  the 
drug  business  and  profession  a  high  degree 
of  care  and  caution  is  mandatory. 

Although    this    particular    suit    was    not 


brought  against  the  physician,  it  should  be 
mentioned  in  this  connection  that,  when 
damage  results  to  a  patient  from  the  negli- 
gent action  of  a  physician  in  writing  an 
order  for  drugs,  the  fact  that  the  pharma- 
cist is  also  negligent  does  not  lessen  the  re- 
sponsibility of  the  doctor. 

The  judgment  of  the  Superior  Court  in 
this  instance  was  reversed  and  the  case  was 
returned  to  the  lower  court  for  a  new  trial. 
(P.  171,  v.  830,  S.  E.  Reporter.  Court  of 
Appeal,  Georgia,  November,  1933) 
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THE  tuberculin  test,  on  which  much  of  the  early  work  in  tuberculosis  was  based,  came 
into  serious  question  when  significant  numbers  of  tuberculin  negative  reactors  were 
found  to  have  pulmonary  calcification  suggestive  of  tuberculous  infection. 

The  evidence  now  accumulating  indicates  that  calcification  is  a  non-specific  response  of 
lung  tissue  to  invasion,  and  may  be  called  forth  not  only  by  the  tubercle  bacillus  but  by 
Histoplasma  capsulatum,  Coccidioides  hnmitis,  and  perhaps  other  organisms.  Tuberculin 
testing,  therefore,  takes  again  its  rightful  place  as  a  biological  test  for  the  presence  of 
the  tubercle  bacillus,  while  chest  X-rays  complement  but  do  not  supplant  it  as  a  diagnostic 
procedure. 

NONTUBERCULOUS  PULMONARy'CALCIFICATION  AND 
SENSITIVITY  TO  HISTOPLASMIN 


In  different  parts  of  the  country,  there 
are  marked  variations  in  the  frequency  of 
pulmonary  calcification  observed  in  roent- 
genograms of  the  chest.  Recent  studies  have 
shown  that  the  prevalence  of  calcified  lesions 
varies  from  six  per  cent  in  Oregon  to  28  per 
cent  in  Kentucky.  An  area  of  high  preva- 
lence occurs  in  the  East  Central  States,  with 
a  frequency  generally  lower  in  surrounding 
regions.  Roentgenographic  findings  have 
been  the  basis  for  rejecting  appreciable 
numbers  of  persons  from  the  armed  services. 

Although  pulmonary  calcification  is  usual- 
ly considered  evidence  of  healed  tuberculo- 
sis, there  are  strong  indications  that  this 
disease  is  not  the  only  important  cause  of 
such  lesions.  The  correlation  between  the 
prevalence  of  tuberculosis  and  the  frequency 
of  calcification  is  not  close,  and  a  number 
of  reports  have  shown  that  in  the  area  of 
high  rates  of  calcification,  a  large  proportion 
of  the  persons  with  such  lesions  have  nega- 
tive tuberculin  reactions.   It  has  been  shown 


repeatedly  that  reversion  from  tuberculin 
positive  to  negative  takes  place  very  slowly, 
and  that  calcifications  exist  in  tuberculin 
negative  children.  These  facts  have  led  to  a 
search  for  nontuberculous  origins  of  the  le- 
sions, especially  among  the  fungi.  Ascaria- 
sis,  as  a  cause  of  pulmonary  calcification  in 
man,  has  not  been  proved  of  significance.  In 
the  Southwest,  coccidioidomycosis  accounts 
for  some  calcification.  Because  the  endemic 
area  of  clinical  histoplasmosis  corresponds 
with  the  area  of  high  prevalence  of  pulmo- 
nary calcification  in  tuberculin  negative  re- 
actors, a  possible  association  has  been 
sought. 

The  question  of  tuberculin  negative  pul- 
monary calcification  has  been  studied  re- 
cently in  an  extensive  investigation  on  tu- 
berculosis in  student  nurses,  which  is  being 
conducted  cooperatively  by  the  National  Tu- 
berculosis Association,  the  U.  S.  Public 
Health  Service,  and  a  large  number  of 
specialists    throughout    the  country.    About 
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10,000  student  nurses  are  under  close  obser- 
vation, and  are  given  tuberculin  tests  and 
14"  x  17"  chest  X-rays  at  six-month  inter- 
vals. The  schools  are  sixty-five  in  number, 
and  are  located  in  nine  widely  distributed 
metropolitan  centers.  Results  from  the  study 
bring  out  clearly  the  regional  differences  in 
the  frequency  of  pulmonary  calcification,  as 
well  as  the  fact  that  especially  in  the  East 
Central  part  of  the  country,  the  majority 
of  nurses  with  calcification  have  negative 
tuberculin  reactions. 

In  order  to  investigate  the  possibility  that 
infection  with  Histoplasma  capsulation  may 
be  a  cause  of  pulmonary  calcification,  a  large 
number  of  nurses  were  given  intradermal 
histoplasmin  tests.  Preliminary  data  are 
based  on  records  of  these  tests,  roentgeno- 
grams, and  tuberculin  tests  of  3,105  student 
nurses  in  four  centers.  Results  of  this  work 
indicate  that  (a)  infection  with  histoplasma, 
or  an  immunologically  related  organism,  is 
common  in  widespread  localities,  and  that 
(b)  it  is  probably  the  principal  nontuber- 
culous  cause  of  pulmonary  calcification. 
These  conclusions  are  based  on  the  assump- 
tion that  skin  sensitivity  to  the  histoplasmin 
used  in  this  study  is  indicative  of  infection 
with  Histoplasma. 

All  skin  tests  were  performed  and  read 
by  one  person,  and  all  films  were  interpreted 
by  one  experienced  roentgenologist.  Film 
findings  are  limited  to  a  report  as  to  the 
presence  or  absence  of  shadows  character- 
istic of  calcification  in  the  lung  parenchyma 
or  lymph  nodes.  The  interpretation  was 
recorded  without  knowledge  of  the  tubercu- 
lin reaction  and  prior  to  the  testing  with 
histoplasmin. 

Most  of  the  nurses  tested  were  given  tu- 
berculin and  histoplasmin  at  the  same  time, 
and  measurements  of  both  erythema  and  in- 
duration were  recorded  at  48  hours.  The  re- 
actions to  the  two  tests  were  similar  and 
could  not  be  distinguished  by  their  appear- 
ance. 

Of  the  3,105  nurses  studied,  711  (22.9  per 
cent)  showed  a  positive  reaction  and  61 
(2.0  per  cent)  a  doubtful  reaction  to  histo- 
plasmin. Great  differences  were  found  in 
the  percentage  of  nurses  reacting  to  histo- 
plasmin in  the  various  cities.  In  Minneapolis 
and  St.  Paul,  the  percentage  of  definite  or 
doubtful  reactions  was  6.3;  in  Philadelphia, 
12.6;  in  Detroit,  14.4;  in  Kansas  City,  Kan- 
sas, 54.0;  and  in  Kansas  City,  Missouri,  65.8. 

The  most  striking  findings  in  the  investi- 


gation are  derived  from  the  study  of  the 
relation,  in  individual  nurses,  between  pul- 
monary calcification  and  reaction  to  histo- 
plasmin and  tuberculin  tests. 

About  one-fifth  (21.4  per  cent)  of  the  total 
group  of  294  nurses  with  calcification  had  a 
positive  tuberculin.  Of  the  remaining  four- 
fifths  (231),  who  had  a  negative  tuberculin, 
206  had  a  positive  or  doubtful  histoplasmin 
reaction.  Only  25  nurses  (8.5  per  cent  of 
the  294  with  calcification)  had  a  negative 
reaction  to  both  tests.  From  these  findings 
it  may  be  seen  that  a  high  proportion  of  the 
group  having  pulmonary  calcification  react 
to  histoplasmin,  tuberculin,  or  both  (91.5 
per  cent),  and  that  many  more  react  to 
histoplasmin  than  tuberculin. 

Of  the  nurses  who  react  only  to  the  latter, 
10.4  per  cent  show  pulmonary  calcification, 
while  of  those  reacting  only  to  histoplasmin, 
31.1  per  cent  show  calcification.  A  very  low 
rate  of  pulmonary  calcification  (1.2  per 
cent)  is  found  among  the  large  group  of  2,- 
141  nurses  who  are  negative  to  both  tests. 

Perhaps  it  is  premature  at  the  present 
time  to  discuss  the  significance  of  the  gen- 
eral findings  presented  in  this  paper.  If  the 
histoplasmin  test  is  correctly  interpreted, 
however,  a  number  of  implications  become 
apparent.  Histoplasmosis,  in  a  mild,  per- 
haps subclinical  form,  may  be  a  common  in- 
fection in  the  East  Central  States,  and  the 
number  of  persons  attacked  may  total  sev- 
eral million.  The  epidemiological  evidence 
indicates  that  a  high  proportion  of  the  pul- 
monary calcification  observed  in  individuals 
living  in  these  States  may  be  due  to  infection 
with  Histoplasma  or  a  related  organism, 
and  not  to  tuberculosis. 

Nont liberations  Pulmonary  Calcification 
and  Sensitivity  to  Histoplasmin,  Carroll  E. 
Palmer,  M.D.,  Public  Health  Reports,  Vol. 
60,  p.  513,  May  11,  1945. 


Hospitals  must  recognize  that  a  significant  num- 
ber of  tuberculosis  cases  are  admitted  among  their 
patients,  first,  because  frequently  the  diagnosis  is 
made  only  after  a  stay  in  the  hospital,  and  more 
often  because  tuberculosis  is  not  recognized  and  re- 
mains undiagnosed  among  their  patients,  unless 
special  measures  are  instituted  for  its  discovery.  Re- 
liable studies  have  shown  as  much  as  2  per  cent  of 
admissions  to  general  hospitals  may  have  unrecog- 
nized tuberculosis.  Hence  hospitals  should  insist  at 
least  that  every  patient  with  respiratory  infection 
be  considered  potentially  tuberculous  until  proven 
otherwise  and  the  use  of  the  proper  contagion  tech- 
nic  should  be  insisted  upon  in  their  nursing  care. 
— M.  Pollak,  M.D.,  The  Am.  Jour,  of  Nursing,  De- 
cember, 1944. 
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21  August,  1945 

To  the  Secretary  of  the  Medical  Society 
of  the  State  of  North  Carolina : 

As  a  former  active  member,  secretary- 
treasurer,  and  president  of  the County 

Medical  Society  and  secretary  and  treasurer 

of  the  District  Medical  Society,  I  am 

speaking  for  myself  and  am  taking  the  lib- 
erty of  speaking  for  many  other  physicians 
who  are  now  serving  as  reserves  in  the 
armed  forces. 

Firstly,  we  all  thank  our  God,  regardless 
of  creed,  that  this  war  is  terminated.  We 
feel  that  we  have  done  our  duty  to  the  best 
of  our  ability  wherever  we  have  served.  At 
the  same  time  we  realize  that  our  absence 
has  put  an  additional  strain  on  those  physi- 
cians left  at  home.  To  those  we  can  only  say, 
"Thank  you  for  attending  our  patients  so 
faithfully  while  we  were  away." 

Secondly,  we  have  experienced  socialized 
medicine  (call  it  by  any  name  you  wish)  in 
its  ultimate  in  the  Navy  and  Army.  And 
the  majority  of  us  are  disgusted  with  the 
entire  set-up.  It  is  a  top-heavy  organization, 
with  the  regulars  in  both  services  getting 
most  of  the  breaks.  A  medical  officer  must 
follow  either  the  rules  and  traditions  or  his 
conscience,  and  the  two  are  not  the  same. 
I  have  learned  that  the  easiest  way  to  get 
along  in  the  Navy  is  to  "apple  polish"  every 
medical  officer  who  holds  more  rank  than 
I.  It's  surprising  how  they  love  even  the 
most  obvious  boot-licking!  We  don't  like  this 
type  of  medicine,  regardless  of  what  the 
chiefs  of  the  Army  and  Navy  Medical  De- 
partments would  have  you  believe.  Prior  to 
now  we  did  not  dare  contradict  them  openly, 
for  it  would  have  meant  abominable  duty 
on  some  god-forsaken  station.  A  few  months 
ago  Vice  Admiral  Mclntyre  made  a  state- 
ment which  was  quoted  by  Medical  Econom- 
ics. It  was  to  the  effect  that  USNR  medical 
officers  thought  the  Navy  Medical  Corps 
(and  socialized  medicine)  was  better  than 
our  former  type  of  practice  and  would  like 
to  continue  thus.  He  went  on  to  say  that  we 
thought  that  there  was  more  incentive  to  do 
good  work  and  we  liked  the  security  offered 
by  the  Navy.  I  can  assure  you  that  of  the  19 
medical  officers  on  one  station  only  one 
agreed  with  that  statement  and  he  was  a 
USN  (or  regular).  Quotations  for  publica- 
tion by  men  of  such  high  rank  sound  good, 
but    they    are    false    and    do    not    express 


opinions  of  those  of  us  who  had  our  practice 
before  the  war. 

Thirdly,  is  the  Medical  Society  of  the  State 
of  North  Carolina  doing  anything  to  rush 
our  return  to  civilian  practice?  You  see  we 
feel  that  we  are  needed  more  there  than 
here  and  think  that  now  is  the  time  for  us 
to  leave  and  let  the  USN's  and  those  whom 
the  Government  put  through  medical  school 
take  over.  This  is  their  chosen  profession 
and  they  can  have  it  with  our  blessings. 

In  case  you  decide  to  publish  this  in  the 
Journal  (in  order  to  see  if  others  feel  the 
same  way)  please  omit  my  name  for  obvious 
reasons. 

Best  wishes  to  you  and  the  members  of 
the  State  Society. 

Very  truly  yours, 
Lieut.  (MC)  USNR 
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News  Notes  from  the  State  Board 
of  Health 

In  North  Carolina,  the  intensive  warfare  that 
public  health  is  making  on  syphilis  and  gonorrhea 
is  being  carried  on  with  phenomenal  success  at  the 
Rapid  Treatment  Centers  in  Charlotte  and  Durham. 
More  than  10,000  patients  have  been  treated  at  these 
centers.  Syphilis  is  being  cured  in  nine  days,  gonor- 
rhea in  a  matter  of  hours. 

These  Rapid  Treatment  Centers  are  staffed  by 
specialists  from  the  United  States  Health  Service 
and  receive  patients  from  local  health  departments 
throughout  the  state,  regardless  of  race  or  economic 
standing.  Many  patients  also  are  referred  by  prac- 
ticing physicians. 

All  patients  taking  intensive  treatment  are  sub- 
ject to  educational  as  well  as  medical  procedure. 
Lectures  on  how  to  avoid  re-infection  once  a  cure 
is  effected  are  illustrated  with  lantern  slides  and 
motion  pictures.  Since  the  inauguration  of  this  prac- 
tice, the  number  of  patients  requiring  re-treatment 
has  very  sharply  declined. 

Only  patients  referred  by  health  officers  or  quali- 
fied medical  physicians  can  be  admitted — that  is, 
cases  that  have  been  completely  diagnosed,  sup- 
ported by  laboratory  findings.  Furthermore,  each 
discharged  patient  must  present  himself  to  a  doctor 
or  approved  clinic  capable  of  making  examinations 
at  regular  intervals,  to  make  sure  a  cure  has  been 
effected.  This  feature  is  deemed  highly  important 
as  a  safeguard  against  relapse  or  reinfection. 
*     *     *     * 

The  general  death  rate  among  the  civilian  popu- 
lation in  North  Carolina  for  1917  and  1918  respec- 
tively— the  years  of  our  participation  in  World  War 
I — was  14.1  and  17.6  per  thousand  inhabitants.  Com- 
pare these  figures  with  the  years  of  our  participa- 
tion in  World  War  II.  North  Carolina's  general 
death  rate  for  1942  was  only  8.2  per  thousand;  for 
1943,  it  was  8.1  per  thousand,  and  for  1944,  it  was 
7.9  per  thousand,  the  last  figure  having  been  the 
lowest  in  our  history-  The  17.6  death  rate  in  1918 
was  due,  in  large  measure,  to  the  influenza  epidemic. 
We  had  no  influenza  epidemic  during  World  War  II. 
There  was,  throughout  our  participation,  a  steady 
decline  in  the  death  rate  among  the  civilian  pop- 
ulation at  home. 


NORTH  CAROLINA   MEDICAL  JOURNAL 


October,  1945 


If  the  record  made  in  North  Carolina  during  the 
first  six  months  of  1945  is  maintained  throughout 
the  year,  the  general  death  rate  will  be  lower  than 
it  was  last  year,  when  a  new  low  of  7.9  was  estab- 
lished. There  were  in  this  state  14.641  deaths 
through  June,  this  year,  as  compared  with  15,387 
for  the  first  half  of"  1944 — a  numerical  decrease  of 

746. 

*     *     *     * 

DDT  is  now  commercially  available  for  general 
use.  The  State  Board  of  Health  has  received  quota- 
tions from  several  producers  of  DDT,  and  has  ascer- 
tained the  price  the  United  States  Public  Health 
Service  pays  for  xylene  and  triton,  used  to  make 
up  a  spray.  The  basic  costs  of  the  ingredients  used 
in  one  gallon  of  a  5  per  cent  solution  is  approxi- 
mately thirty-five  cents.  Reports  have  been  received 
of  purchases  being  made  in  the  state  at  prices  as 
high  as  §4.50  per  gallon.  The  price  of  the  ingre- 
dients used  in  one  gallon  of  a  35  per  cent  concen- 
trate is  approximately  $1.90.  Several  health  officers 
have  received  quotations  running  as  high  at  S10 
per  gallon.  Such  prices  are  considered  exorbitant, 
and  beyond  all  reasonable  profit  margins. 

Any  DDT  spray  designed  for  domestic  use  should 
be  5  per  cent  strong,  and  the  percentage  should  be 
given"  or.  the  label  of  the  container.  There  is  no 
point  in  mixing  it  with  any  other  spray.  When 
properly  applied  to  the  ceilings,  walls,  and  screens 
of  homes  DDT  has  been  known  to  kill  flies  and  mos- 
quitoes for  as  long  as  seven  months.  It  can  be  re- 
lied upon  to  remain  entirely  effective  for  at  least 
three  months.  DDT  is  not  a  substitute  for  screens, 
but  is  a  very  effective  aid  in  controlling  undesirable 
insects.  If  the  interior  of  a  well-screened  house  is 
sprayed  correctly,  all  flies  and  mosquitoes  that  enter 
it  will  be  down  in  three  hours  or  less,  and  dead  after 
ten  or  fifteen   hours. 

There  has  recently  appeared  in  the  newspapers 
the  following  item  sent  out  of  Washington  by  the 
United  Press: 

"The  government  is  prepared  to  crack  down  on 
manufacturers  who  are  cashing  in  on  the  magic 
name  of  DDT.  with  so-called  -DDT  insecticides'  that 
are  reallv  of  little  or  no  value  as  bug-killers."  The 
United  States  Department  of  Agriculture,  the 
article  went  on  to  say,  will  soon  open  a  nationwide 
drive  by  issuing  complaints  against  firms  and  in- 
dividuals suspected  of  violating  .the  insecticide  act 
of  1910.  This  is  a  federal,  not  a  state  law.  Convic- 
tions under  the  act  carry  a  fine  of  $100  for  the  first 
offense.  Subsequent  offenses  are  subject  to  a  pen- 
alty of  $200  and  one  year's  imprisonment. 

"Government  scientists,"  the  article  concludes, 
"emphasized  that  DDT  is  actually  as  potent  as  its 
reputation  indicates.  But  the  trouble  with  many 
DDT  products  now  on  the  market,  they  said,  is  that 
thev  have  as  little  as  1  100th  of  one  per  cent  of 
DDT.  Most  effective  solutions,  the  Agriculture  De- 
partment said,  contain  at  least  five  per  cent." 

The  October  number  of  The  Health  Bulletin,  the 
State  Board  of  Health's  monthly  publication,  will 
be  devoted  exclusively  to  information  concerning 
this  product,  including  formulas  and  methods  of 
use.  Those  who  desire  a  copy  of  this  publication 
mav  obtain  it  by  addressing  Dr.  John  H.  Hamilton, 
the'  editor,  care"  State  Board  of  Health.   Raleigh. 

In  the  meantime,  here  are  some  pertinent  facts 
about  DDT  and  its  domestic  uses.  DDT  readily  dis- 
solves in  kerosene  oil.  In  spraying  for  flies,  mos- 
quitoes and  other  insects,  the  Army  uses  a  5  per 
cent  solution  of  DDT  in  kerosene.  This  is  easily 
obtained  bv  dissolving  two  pounds  of  powdered 
DDT  in  five  gallons  of  kerosene.  When  larger  or 
smaller  quantities  are  desired,  the  same  ratio  is 
maintained.  The  mixing  should  continue  until  the 
liquid  becomes  clear  and  contains  no  small  particles 


in  suspension.  The  kerosene  spray  is  as  effective 
as  any  devised  for  applying  DDT,  yet  it  has  the 
objectionable  quality  of  being  a  fire  hazard  for  a 
longer  period  than  that  mixed  with  xylene.  Kero- 
sene sometimes  leaves  a  greasy  residue.  And  its 
odor,  which  soon  disappears,  is  objectionable  to 
some  people. 

Xylene  is  the  solvent  most  commonly  used  by  the 
U.  S.  Public  Service  and  the  State  Board  of  Health 
and  it  will  absorb  a  much  greater  amount  of  DDT 
than  would  be  used  in  a  spray.  This  makes  it  pos- 
sible to  prepare  concentrated  solutions  that  can  be 
stored  in  smaller  containers  and  transported  more 
easily. 

To  spray  for  mosquitoes,  a  good  application  of 
either  the  DDT  emulsion  or  the  5  per  cent  kerosene 
solution  should  be  applied  to  the  walls  and  ceilings 
of  each  room  in  the  house,  as  well  as  the  porches. 
The  screens  also  should  be  sprayed  or  painted  with 
one  of  these  mixtures.  The  spray  does  not  harm 
wall  paper  nor  painted  surfaces,  but  will  show 
slightly  on  dark  or  varnished  surfaces  after  it  dries. 
This  can  be  removed  with  ordinary  furniture  polish. 
Walls,  curtains,  wall  paper  or  furniture  are  not  in- 
jured. Screen  doors  should  be  given  heavy  applica- 
tions, as  large  numbers  of  mosquitoes  rest  on  the 
outside,  awaiting  the  opening  of  the  door  to  enter 
the  house. 

In  addition  to  killing  mosquitoes,  DDT  on  walls 
and  ceilings  also  will  cut  down  the  fly  population, 
especially  if  the  kitchen  and  pantry  are  carefully- 
sprayed.  Before  using  DDT  in  the  kitchen  or  pantry 
remove  all  food  and  cover  all  eating  utensils.  Spray 
the  window  and  door  screens,  and  the  sides  of  the 
house  around  the  front  and  back  entrances,  es- 
pecially the  back  porch  and  the  kitchen  entrance. 
Spray  around  garbage  cans,  and  in  privies,  if  any 
exist.  Spraying  barns  and  stables  reduces  the  fly 
population  tremendously. 

Since  cockroaches  are  most  active  at  night  and 
hide  during  the  daylight  hours  in  sheltered  darkened 
places,  DDT  must  be  applied  and  forced  into  the 
cracks  and  crevices  where  these  insects  are  usually 
found  and  from  which  they  emerge.  Treating  the 
walls,  ceilings  and  floors  of  kitchens  and  pantries 
will  help,  but  concentrate  the  spray  in  cracks  around 
cupboard,  plumbing,  sinks,  etc.  Spray  the  legs  and 
undersides  of  the  tables  and  chairs  and  other  places 
where  food  is  handled  and  stored,  or  where  food 
particles  may  accumulate.  Again —  Do  not  spray 
food  or  dishes. 

Bedbugs  hide  in  cracks  and  crevices  during  the 
day  and  come  out  at  night  to  suck  blood.  Hence, 
DDT  spray  must  be  directed  toward  their  daytime 
hiding  places.  Apply  the  DDT  to  the  bedsteads,  pay- 
ing particular  attention  to  cracks  in  the  wood  and 
joints,  and  if  the  bed  has  slats,  remove  the  slats 
and  spray  the  niches  into  which  they  fit — then  spray 
the  slats  thoroughly.  Also  spray  the  springs  and 
mattresses.  Strip  the  mattress  and  spray  all  the 
sides  and  edges,  especially  any  crevices  in  which 
bedbugs  might  hide,  and  behind  any  loose  paper 
where  they  might  congregate. 

For  flea  control,  spray  floors  and  rugs  in  all 
rooms  of  the  house,  especially  the  basement,  and 
give  special  attention  to  possible  breeding  places. 
Do  not  spray  animals  themselves,  since  the  DDT  in 
oil  solution  may  be  absorbed  by  the  animals  and 
kill  them.  There  is  a  DDT  in  powdered  form  which 
may  be  applied  to  animals  without  harm.  But  do 
treat  kennels,  sleeping  baskets,  mats,  or  wherever 
the  pets  usually  lie  down. 

DDT  does  not  repel  insects.  It  kills  them  after 
they  have  come  into  contact  with  it. 

The  question  arises:  How  should  DDT  spray  be 
applied?  A  paint  brush  is  an  excellent  applicator, 
and  a  hand  spray  may  be  used  by  those  who  are  un- 
able to  provide  "themselves  with  more  elaborate  or 
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more  expensive  pumps  made  for  the  purpose,  but 
do  not  breathe  the  spray.  It  may  be  harmful.  Un- 
doubtedly, the  hand  spray  will  be  developed  so  that 
it  can  be  used  more  effectively  in  applying  DDT. 

DDT  solution  is  now  sold  by  numerous  feed  and 
seed  stores,  by  some  hardware  dealers,  and  by  some 
drugstores.  The  supply  is  still  small,  but  this  will 
increase  now  that  DDT  has  been  made  available 
for  general  use. 

It  is  suggested  that  no  DDT  solution  be  purchased 
that  does  not  show  the  percentage  of  DDT  on  the 
container.  Look  before  you  buy  DDT;  make  sure  you 
are  getting  the  genuine  product,  and  that  you  are 
not  being  charged  an  exorbitant  price.  The  State 
Board  of  Health  does  not  have  DDT  for  general  dis- 
tribution. 


State  Board  of  Medical  Examiners 

In  an  effort  to  relieve  the  heavy  burden  carried 
by  the  physicians  on  the  home  front,  as  well  as  to 
increase  the  availability  of  physicians  to  the  public, 
and  to  expedite  the  entrance  of  qualified  medical 
veterans  into  practice,  the  North  Carolina  State 
Board  of  Medical  Examiners  has  decided  to  call  its 
members  together  every  three  months  during  the 
next  year  for  licensure  by  endorsement  of  creden- 
tials. The  next  meeting  will  be  at  the  Sir  Walter 
Hotel,  Raleigh,  N.  C,  Wednesday,  November  7,  the 
board  to  convene  at  10:30  A.M. 


News  Notes  from  the  North  Carolina 
Tuberculosis  Association 

The  Executive  Committee  of  the  North  Carolina 
Tuberculosis  Association  met  in  Durham  on  Sep- 
tember 7,  1945,  and  discussed  many  matters  perti- 
nent to  the  Association  at  this  time.  Dr.  S.  B.  Mc- 
Pheeters,  Wayne  County  Health  Officer,  appeared 
before  the  group  and  explained  the  five-year  plan 
to  control  tuberculosis  in  Wayne  County.  Dr.  Mc- 
Pheeters  solicited  the  interest  and  cooperation  of 
the  NCTA  in  making  this  project  a  success. 

Mr.  Hunter  Bell,  Treasurer  of  the  Association, 
has  resigned  because  of  illness,  and  Mr.  T.  W. 
Steed  of  Raleigh  was  appointed  to   succeed  him. 

The  following  committees  were  appointed  by  the 
President:  Rehabilitation  Advisory  Committee: 
Frank  W.  Webster,  Chairman,  Dr.  P.  P.  McCain, 
Colonel  Charles  H.  Warren,  Mrs.  C.  0.  DeLaney. 
Dr.  Derwin  Cooper,  Miss  Ruth  Harris,  Mrs.  Eleanor 
H.  Smith;  Negro  Advisory  Committee:  Dr.  N.  C. 
Newbold,  Chairman,  Dr.  James  E.  Shepherd,  Dr. 
Harold  L.  Trigg,  Dr.  P.  P.  McCain,  Mr.  J.  A.  Carter, 
Dr.  M.  B.  Bethel,  Dr.  W.  K.  McDowell,  Mrs.  Anna 
F.  Cheatham,  Dr.  J.  Walter  Hughes;  Retirement 
Committee:  Mr.  T.  W.  Steed,  Chairman,  Mr.  Baxter 
Durham,  Dr.  P.  A.  Yoder,  Dr.  H.  F.  Starr,  Mr. 
Alvin  T.  Haley. 


North  Carolina  Pathological  Society 

The  North  Carolina  Pathological  Society  met  in 
Winston-Salem  at  the  Bowman  Gray  School  of 
Medicine  on  September  7.  Dr.  Frank  W.  Konzel- 
mann,  of  Atlantic  City,  president  of  the  American 
Society  of  Clinical  Pathologists,  was  guest  speaker 
at  the  dinner  meeting.  Speakers  at  the  afternoon 
session  included  Col.  Alfred  Blumberg,  Station  Hos- 
pital, Fort  Bragg;  Dr.  Valy  Menkin,  Dr.  B.  B. 
Black-Schatfer,  Dr.  Lalla  Iverson,  and  Dr.  Hugh 
Dortch  of  Duke  Hospital;  and  Dr.  Paul  Kimmelstiel 
of  the  Charlotte  Memorial  Hospital. 

Officers  elected  were:  Dr.  H.  C.  Lennon  of  Greens- 
boro, president;  Dr.  Paul  Kimmelstiel  of  Charlotte, 
vice  president;  and  Dr.  W.  C.  Thomas  of  Winston- 
Salem,  secretary-treasurer. 


Ninth  District  Medical  Society 

The  annual  meeting  of  the  Ninth  District  Medical 
Society  was  held  in  Salisbury  on  September  27. 
Speakers  included  Dr.  T.  V.  Goode  and  Dr.  J.  W. 
Davis  of  Statesville,  Dr.  C  W.  Woodson  and  Dr. 
Frank  B.  Marsh,  of  Salisbury,  Lt.  Col.  L.  A.  M. 
Kraus,  Chief  of  Medical  Service  at  Camp  Butner 
and  formerly  Clinical  Professor  of  Medicine  at  the 
University  of  Maryland,  Dr.  Oren  Moore,  president 
of  the  State  Medical  Society,  and  Dr.  Roscoe  D. 
McMillan,  secretary-treasurer.  Dr.  I.  A.  Bigger, 
Professor  of  Surgery  at  the  Medical  College  of  Vir- 
ginia, was  guest  speaker  at  the  dinner  meeting, 
and  Dr.  T.  W.  Seay  of  Spencer  acted  as  toast- 
master.  Dr.  I.  E.  Shafer  is  District  Councilor. 


Edgecombe-Nash  Counties  Society 

Dr.  H.  H.  Schoenfeld,  Assistant  Professor  of 
Surgery,  George  Washington  University  School  of 
Medicine,  Washington,  D.  C,  spoke  at  the  Septem- 
ber meeting  of  the  Edgecombe-Nash  Counties  Med- 
ical Society,  held  in  Rocky  Mount  on  September  12. 


Forsyth  County  Medical  Society 

The  Forsyth  County  Medical  Society  met  in  Win- 
ston-Salem on  September  11.  Drs.  John  Avera  and 
Ellard  Yow,  of  the  Bowman  Gray  School  of  Medi- 
cine, discussed  "The  Control  of  Penicillin  Therapy 
by  Simple  In  Vitro  Studies." 


CHARLOTTE  MENTAL  HYGIENE  SOCIETY 
Dr.  David  Young,  newly  elected  director  of  the 
North  Carolina  state  hospitals  for  mental  disease, 
was  guest  speaker  at  the  quarterly  meeting  of  the 
Charlotte  Mental  Hygiene  Society  on  October  3.  His 
subject  was  "Psychiatric  Problems  Confronting  Us 
in  North  Carolina." 


Surgeon  General  Announces  New 
Officer  Release  Policy 

A  revised  point  system  program  which  will  return 
13,000  physicians,  25,000  nurses,  3,500  dentists  and 
an  undetermined  number  of  other  Medical  Depart- 
ment officers  to  civilian  life  by  January,  1946  was 
announced  14  September  1945  by  Major  General 
Norman  T.  Kirk,  The  Surgeon  General. 

Under  the  plan  those  Medical  and  Dental  Corps 
officers  who  have  80  points,  are  48  years  of  age  or 
have  been  in  the  Army  since  before  Pearl  Harbor 
will  be  released  as  surplus  officers  unless  they  are 
specialists  in  eye,  ear,  nose  and  throat  work,  plastic 
surgery,  orthopedic  surgery,  neuropsychiatry  or  are 
laboratory  technicians.  These  specialists  will  be  re- 
leased if  they  were  called  to  active  duty  prior  to 
1  January  1941. 

This  is  a  drastic  lowering  of  points  below  the 
previous  plan  which  was  based  on  an  adjusted  serv- 
ice score  of  100  for  non-scarce  Medical  Corps  officers 
and  120  for  those  in  scarce  categories. 

Only  Army  doctors  who  have  not  yet  been  over- 
seas will  be  given  assignments  in  foreign  theaters 
under  the  Medical  Department  policy,  Major  Gen- 
eral Norman  T.  Kirk,  Surgeon  General  of. the  Army 
has  announced.  The  same  plan  will  be  followed  with 
reference  to  dentists,  nurses,  and  other  officers  of 
the  Medical  Department,  General  Kirk  said. 

Any  doctor  who  is  sent  abroad  for  duty  in  the 
Medical  Department  must  be  under  40  and  must 
have  a  point  score  below  45. 
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AUXILIARY    PROGRAM   SUGGESTIONS 
1945-46 

Mrs.  William  J.  Butler,  Program  Chair- 
man of  the  Auxiliary  to  the  American  Medi- 
cal Association,  again  stresses  juvenile  de- 
linquency and  medical  legislation  as  subjects 
for  programs. 

There  are  many  sources  of  information 
regarding  these  subjects,  among  them  the 
Bulletin,  the  Journal  of  the  American  Medi- 
cal Association,  the  North  Carolina  Medi- 
cal Journal,  and  Hygeia. 

Juvenile  Delinquency 

One  of  the  greatest  problems  today  is  that 
of  juvenile  delinquency.  A  program  with 
suggestions  as  to  what  to  do  about  this  prob- 
lem has  been  prepared  by  the  national  Pro- 
gram and  Public  Relations  Committees. 
Copies  are  to  be  sent  to  the  Chairmen  of 
Public  Relations  of  every  State  Auxiliary. 
Write  Mrs.  John  P.  Kennedy,  416  Queens 
Road.  Charlotte  4,  concerning  this. 

To  understand  the  problems  of  juvenile 
delinquency  the  following  outline  of  proced- 
ure is  suggested: 

I    Fact-finding    survey.      See    Juvenile 
Court    judge     or    other    community 
leaders. 
II    Causes.  Secure  information  from  so- 
cial welfare  workers. 
Ill    Remedies: 

A.  Education  of  parents  —  study 
groups  or  parent  guidance  clinics. 

B.  Education  of  children 

1.  Child  guidance  clinics  —  diag- 
nostic and  preventive. 

2.  Juvenile  health  examination. 

3.  Establishment  of  teen-age 
clubs,  stressing  use  of  books, 
music,  and  recreation  facilities. 

C.  Cooperation  of  community  agen- 
cies, realizing  that  physical,  men- 
tal, and  moral  health  are  all  fac- 
tors contributing  to  child  welfare. 

1.  Talks  by  clergymen,  superin- 
tendents or  principals  of 
schools,  and  other  representa- 
tive lay  men  and  women  of  the 
community. 

2.  Talks  by  local  doctors  on  the 
prevention  of  venereal  diseases. 

3.  Improvement  of  housing  con- 
ditions. 


4.  Procurement  of  a  police  force 
sympathetic  to  and  cooperative 
with  the  problem. 

(1)  Enforcement  of  curfew. 

(2)  Eradication  of  places  con- 
ducive to  delinquent  be- 
havior. 

Medical  Legislation 

Pending  legislations  of  continued  interest: 

I  National* 

A.  Burton-Hill  Hospital  Bill  S191. 

B.  The  Ellender  Bill  S637,  concerning 
the  release  of  persons  from  active 
military  service  in  order  to  aid  in 
making  possible  the  education  and 
training  of  physicians  and  dentists 
to  meet  essential  needs. 

C.  The  new  Wagner-Murray-Dingell 
Bill,  S  1050.  See  June  issue  of  the 
North  Carolina  Medical  Journal. 

D.  All  legislative  measures  relating  to 
the  World  War  Veterans. 

II  State 

Dr.  Hubert  Haywood,  Legislative  Chair- 
man of  the  Medical  Society,  asks  our 
study  and  support  of: 

A.  Expanded  program  for  medical  care 
of  mental  patients  in  North  Caro- 
lina. Dr.  David  Young.  Revenue 
Building,  Raleigh,  is  Chairman  of 
Mental  Health. 

B.  Hospital  and  medical  care  program. 
Dr.  Paul  Whitaker,  Kinston,  is 
chairman  of  this  committee. 

C.  Blue  Cross  Plan.  Mr.  E.  B.  Craw- 
ford, Chapel  Hill,  is  Executive  Sec- 
retary. See  July  issue  of  the  North 
Carolina  Medical  Journal,  page 
334,  for  his  report. 

D.  Cancer  program.  Dr.  Ivan  Procter, 
Raleigh,  is  chairman  of  this  com- 
mittee. 

E.  State  Board  of  Health  Program- 
compulsory  vaccination  for  all  in- 
fectious and  communicable  diseases; 
venereal  disease  clinics;  crippled 
children's,  nutritional,  and  mater- 
nity and  infancy  clinics.  This  is  an 
interesting  and  varied  program. 

F.  Work  of  the  State  Commission  for 
the  Blind.  This  work  is  urgent  and 
merits  our  study  and  support. 


•  A  copy  of  any  of  these  bills  will  be  mailed  to  you  if  you 
write  the  Secretary  of  the  Senate. 
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General  Suggestions 

Mrs.  David  W.  Thomas,  National  Presi- 
dent, asks  that  the  speech  of  Dr.  Herman  L. 
Kretsehmer,  President  of  the  American 
Medical  Association,  appearing  in  the 
August  issue  of  the  Bulletin,  be  read  at 
auxiliary  meetings.  This  article,  dealing  with 
animal  experimentation,  black  market  in 
babies,  eating  habits,  and  prevention  of  ac- 
cidents, might  well  be  used  as  program  ma- 
terial. 

Additional  material  may  be  obtained  by 
writing  to  Dr.  W.  W.  Bauer,  Director  of  the 
Bureau  of  Health  Education  of  the  Ameri- 
can Medical  Association,  535  N.  Dearborn 
Street,  Chicago  10,  Illinois. 

Mrs.  M.  D.  Hill,  Program  Chairman 

Raleigh 

*     *     * 

POST  WAR  PLANNING 

The  war  in  Europe  and  in  the  Pacific  has 
ended,  and  we  are  indeed  grateful  for  the 
victory  that  is  ours.  By  no  means,  however, 
must  we  give  up  our  war  activities  and  now 
be  content  to  settle  down  to  a  normal  life. 
Post  war  planning  requires  even  greater 
efforts  on  our  part  than  winning  the  war; 
so,  as  we  face  these  challenging  problems  in 
an  ever-changing  world,  may  we  be  alert 
and  try  to  serve  the  interests  of  our  hus- 
bands' profession  —  medicine  —  by  keeping 
abreast  of  the  times.  We  must  keep  ever 
before  us  our  slogan,  "Let  us  not  be  weary 
in  well  doing." 

In  post  war  medical  planning  we  must  at- 
tempt to  put  into  operation  studies  and  plans 
previously  formulated,  keeping  accurate  ac- 
count of  hours  given  to  all  phases  of  activi- 
ties. 

We  must  promote  sales  of  bonds  and 
stamps.  The  Victory  Loan  Drive  opens 
October  29.  All  leading  state-wide  organi- 
zations have  been  requested  by  Mrs.  Karl 
Bishopric,  State  Chairman  of  the  Women's 
Division  of  the  War  Finance  Commission, 
to  join  in  this  drive.  A  letter  concerning 
this  is  being  mailed  to  each  auxiliary  chair- 
man, stressing  the  great  need  and  impor- 
tance of  buying  bonds. 

The  question  arises  in  our  war  service 
programs  by  Mrs.  Rollo  K.  Packard,  Chair- 
man of  the  War  Service  Committee,  "What 
can  an  auxiliary  do  in  post  war  planning 
for  returning  doctors?"  These  plans  are  so 
well  formulated  that  there  is  little  we  can 
do,  except  to  have  knowledge  of  such  plans 
and  to  cooperate  in  any  way  the  American 


Medical   Association   or   the   State   Medical 
Society  requests. 

Post  war  medical  planning  has  another 
phase  in  which  returning  doctors  are  in- 
terested, perhaps  more  now  than  before  they 
entered  the  service.  This  phase  is  the  fu- 
ture of  American  medicine.  The  Wagner- 
Murray-Dingell  Bill  has  been  introduced  in 
the  Senate.  It  is  a  bill  that,  if  enacted,  even 
with  many  changes,  means  the  socialization 
of  medicine. 

Perhaps  the  Auxiliary  can  best  serve  the 
returning  doctors  and  the  American  people 
by  an  aggressive  educational  program  car- 
ried on  through  a  coordinated  program  of 
the  Public  Relations  and  the  Legislative 
Committees.  Study  groups  should  be  formed 
so  that  women  can  keep  intelligently  alert 
concerning  legislation  affecting  the  practice 
of  medicine.  It  is  generally  accepted  that 
the  American  people  are  satisfied  with  the 
quality  of  medical  care  they  now  have,  but 
they  are  not  satisfied  with  the  present  meth- 
ods of  payment  and  distribution.  Plans  are 
being  formulated  by  many  state  and  county 
medical  societies  for  pre-payment  plans  for 
medical  care,  which,  in  conjunction  with  the 
Blue  Cross  hospital  plans,  offer  the  people 
a  health  insurance  plan  under  the  control 
of  medicine,  hospitals,  and  interested  lay- 
men. The  public  must  be  informed  of  these 
plans  if  we  hope  to  defeat  legislation  tend- 
ing to  the  socialization  of  medicine.  Return- 
ing soldiers  know  what  proper  medical  aid 
means,  and  they  will  demand  the  highest 
quality  in  service  and  treatment;  so,  as  an 
Auxiliary,  we  heartily  endorse  "free  enter- 
prise" and  not  standardization  through  so- 
cialized medicine. 

The  Red  Cross  is  asking  for  more  nurse's 
aides.  Unless  more  volunteers  register  for 
aid  work,  countless  patients  will  continue  to 
do  without  service,  Red  Cross  officials  re- 
port. 

I  hope  to  write  each  chairman  later,  in- 
forming her  of  her  duties.  War  service  pro- 
grams and  questionnaires  will  be  mailed  to 
county  auxiliary  chairmen  at  a  later  date 
in  order  that  they  may  make  an  accurate 
annual  report.  I  sincerely  trust  that  we  doc- 
tors' wives  may  have  a  great  share  in  win- 
ning eternal  peace.  I  believe  this  will  be 
accomplished  if  we  put  forth  our  sincere 
efforts  to  this  end. 

Mrs.  D.  H.  Bridger,  Chairman 
Post  War  Service  Committee 
Bladenboro 
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The    Specificity    of    Serological    Reactions. 

By  Karl  Landsteiner,  M.D.,  late  Member 
Emeritus  of  the  Rockefeller  Institute  for 
Medical  Research.  Revised  Edition.  310 
pages.  Price,  $5.00.  Cambridge:  Harvard 
University  Press,  1945. 

In  this  volume  the  author  has  admirably  pre- 
sented fundamental  principles  underlying  the  phe- 
nomenon of  immunological  specificity.  Serological 
reactions  based  on  and  determined  by  immuno- 
chemistry  and  occurring  both  in  vitro  and  in  vivo 
are  exceedingly  important  to  the  immunologist  or 
serologist.  Immunochemical  structure  also  affects 
or  determines  virulence  of  many  organisms,  as  well 
as  the  completeness  or  incompleteness  of  antibody 
formation  in  active  immunization. 

Most  of  the  content  of  the  book  is  based  on  ex- 
perimental data  accumulated  in  the  author's  re- 
search laboratory;  however,  much  of  the  literature 
is  reviewed.  The  contributions  of  the  author  in  this 
field  are  immeasurable  and  add  greatly  to  our 
knowledge  of  immunological  reactions.  The  bibli- 
ography is  extensive,  but  as  presented  is  unneces- 
sarily cumbersome. 

The  author  begins  the  book  with  a  discussion  of 
the  serologic  specificity  of  natural  and  chemically 
modified  proteins.  This  is  followed  by  chapters  on 
cell  antigens;  the  nature  and  specificity  of  anti- 
bodies; artificial  conjugated  antigens  and  serological 
reactions  with  simple  chemical  compounds;  chemical 
investigations  on  specific  non-protein  cell  sub- 
stances; and  antigen-antibody  reactions.  Next  fol- 
lows the  chapter  on  molecular  structure  and  inter- 
molecular  forces  contributed  by  Dr.  Linus  Pauling, 
which,  with  the  chapter  on  antigen-antibody  re- 
actions, is  entirely  new. 

Workers  in  the  field  of  bacteriology  and  immun- 
ology will  find  this  a  most  interesting  and  highly 
valuable  book. 


Microbial  Antagonisms  and  Antibiotic  Sub- 
stances. By  Selman  A.  Waksman,  Profes- 
sor of  Microbiology,  Rutgers  University. 
350  pages.  Price,  $3.75.  New  York:  The 
Commonwealth  Fund,   1945. 

The  greatest  advance  in  bacteriology  in  recent 
years,  measured  in  terms  of  lives  saved,  has  been 
the  discovery  and  production  of  the  antibiotics. 
Great  interest  in  these  substances  has  been  aroused 
in  all  practitioners  of  medicine  and  workers  in  re- 
lated fields.  This  book  presents  information  on  the 
antibiotics  in  an  authoritative  and  scholarly  fashion. 

The  author  begins  the  book  with  a  discussion  of 
soils  and  water  basins  as  habitats  of  the  various 
organisms  capable  of  producing  antibiotic  sub- 
stances. The  close  inter-relationship  of  these  organ- 
isms, as  well  as  methods  for  isolating  and  cultivat- 
ing them,  is  emphasized.  The  many  large  groups  of 
bacteria,  fungi  and  other  microbes,  including  animal 
forms,  are  thoroughly  discussed.  The  subjects  of 
the  chemical  nature  of  antibiotic  substances,  the 
nature  of  their  action,  their  utilization  in  disease 
control,  and  their  classification  are  presented  in  the 
usual  clear  and  authoritative  style  of  the  author.  A 
chapter  dealing  with  "The  Outlook  for  the  Future" 
presents  many  interesting  thoughts  for  future 
channels  of  investigation.  A  very  extensive  bibli- 
ography (1016  references)  is  included,  as  well  as 
an  index  and  glossary. 

This  book  is  strongly  recommended  to  any  one 
interested  in  microbial  antagonisms  and  facts  re- 
lating to  their  antibiotic  substances. 


Cancer  of  the  Colon  and  Rectum.  By  Fred 
W.  Rankin,  M.D.,  and  A.  Stephens  Graham, 
M.D.  346  pages,  with  133  illustrations. 
Price,  $5.50.  Springfield,  Illinois:  Charles 
C.  Thomas,  1945. 

This  monograph  represents  a  summary  of  the 
broad  experience  of  the  authors  in  dealing  with 
malignant  neoplasms  of  the  colon  and  rectum.  The 
aid  of  Dr.  Fred  M.  Hodges  in  the  chapter  on  radio- 
therapy, of  Dr.  A.  C.  Broders  in  the  matter  of 
photomicrographs,  and  of  Mr.  W.  B.  Gabriel  of 
London  for  materials  from  his  volume  on  the  same 
subject   is  acknowledged. 

The  book  is  divided  into  three  parts.  The  first  part 
concerns  itself  with  some  general  considerations. 
These  include  the  anatomy  and  physiology  of  the 
colon  and  rectum;  the  incidence,  occurrence,  eti- 
ology, and  pathology  of  cancer  of  the  colon  and 
rectum;  and  the  symptoms  and  diagnosis  of  the 
malignancies.  The  chapter  on  the  differential  diag- 
noses is  particularly  well  presented.  The  illustra- 
tions are  excellent.  This  reviewer  disagrees  with 
some  of  the  broad  generalities  presented  in  con- 
nection with  the  discussion  of  pathology.  This  criti- 
cism is  only  a  minor  one,  however. 

The  second  part  of  the  book  deals  with  treatment. 
Prognosis,  operability,  choice  of  operation,  operative 
mortality,  end  results,  preoperative  and  postopera- 
tive therapy,  and  radiotherapy  are  discussed  in  de- 
tail. Various  operative  procedures  are  covered  in 
the  third  part  of  the  book.  These  are  illustrated 
well  by  the  use  of  excellent  ink  line  drawings. 

This  volume  is  recommended  for  those  who  wish 
a  concise  summary  of  information  on  cancer  of  the 
colon  and  rectum. 


Manometric  Techniques  and  Related  Meth- 
ods for  the  Studv  of  Tissue  Metabolism. 
By  W.  W.  Umbreit,  R.  H.  Burris.  and  J.  F. 
Stauffer,  all  associated  with  the  University 
of  Wisconsin.  198  pages.  Price.  $3.50.  Min- 
neapolis:   Burgess   Publishing   Co.,   1945. 

The  literature  concerned  with  tissue  metabolism 
has  increased  at  an  extremely  rapid  rate  in  the 
last  decade.  Throughout  this  literature  are  scattered 
the  various  techniques  for  experimental  investiga- 
tion and  their  modifications,  and  the  "tricks  of  the 
trade."  which  are  usually  obscured  by  the  theoreti- 
cal asnects  of  the  problem.  This  fact  has  made  it 
very  difficult  for  one  with  limited  time  to  familiarize 
himself  with  these  techniques,  which  are  being  ap- 
plied to  every  branch  of  experimental  medicine. 

With  the  publication  of  this  monograph  many  of 
these  difficulties  are  overcome.  An  adequate  discus- 
sion of  the  theory  and  use  of  the  manometric  ap- 
paratus is  given,  including  a  discussion  of  the  differ- 
ential manometer.  Methods  for  preparing  animal, 
plant,  and  microbial  tissues  are  described.  Particular 
attention  is  given  to  the  homogenate  technique. 
Among  other  subjects  discussed  are  the  Thunberg 
technique  for  estimating  dehydrogenase  activity, 
electrometric  techniques,  the  manometric  estimation 
of  metabolites  and  enzyme  systems,  and  the  prep- 
aration of  physiologically  important  intermediates 
and  metabolites. 

This  monograph  is  more  than  a  catalog  of  meth- 
ods. It  is  a  critical  evaluation,  for  the  authors  have 
included  only  those  methods  which  have  been  used 
satisfactorily  by  themselves.  They  also  have  in- 
cluded only  those  methods  which  require  a  mini- 
mum of  equipment,  of  the  type  usually  found  in 
laboratories  equipped  for  biological  work. 

The  subjects  discussed  will  interest  those  engaged 
in  experimental  work  particularly.  However,  they 
also  will  increase  the  understanding  of  those  who 
are  not  laboratory  workers  and  make  more  critical 
their  evaluation  of  medical  literature. 
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Mental  Disorders  in  Later  Life.  Edited  by 
Oscar  J.  Kaplan,  Ph.D.,  Associate  Professor 
of  Psychology,  University  of  Idaho.  South- 
ern Branch,  Pocatello,  Idaho.  436  pages. 
Price,  $5.00.  Stanford  University,  Cali- 
fornia:   Stanford   University  Press,   1945. 

This  book  represents  a  concise  summary  of  the 
psychiatric,  physiological,  sociological,  psychological 
and  medical  aspects  of  old  age.  Each  chapter  is 
written  by  a  worker  in  that  particular  field,  and 
the  book  is  well  organized.  The  language  is  gen- 
erally clear  and  understandable. 

The  reader  who  has  some  medical  or  psychiatric 
acquaintance  with  the  problems  of  old  age  will  find 
little  that  is  new  or  contributes  to  further  knowl- 
edge. The  reader  who  has  never  given  these  prob- 
lems much  thought  may  find  a  good  bit  of  interest- 
ing material. 

In  view  of  the  fact  that  the  problems  of  old  age 
are  constantly  mounting  because  of  the  extended 
life  span  which  medicine  has  made  possible  to  hu- 
man beings,  a  book  of  this  kind  will  be  found  use- 
ful and  stimulating  by  those  whose  work  lies  in 
the  medical,  psychiatric,  sociological  or  nursing 
field. 


A  Textbook  of  Ophthalmology.  By  Sanford 
R.  Gifford,  M.A.,  M.D.,  F.A.C.S.,  Formerly 
Professor  of  Ophthalmology.  Northwestern 
University  Medical  School,  Chicago;  Form- 
erly Attending  Ophthalmologist,  Passavant 
Memorial  and  Cook  County  Hospitais. 
Third  Edition,  revised.  457  pages  with  215 
illustrations  and  13  color  plates.  Price, 
$4.00.  Philadelphia  and  London:  W.  B. 
Saunders   Company,   1945. 

This  book  is  primarily  intended  for  the  use  of 
medical  students  and  general  practitioners.  It  has 
been  clearly  and  concisely  written.  It  is  well  indexed 
and  generously  illustrated  with  photographs,  draw- 
ings, and  diagrams.  It  is  highly  recommended  by 
the  reviewer  as  a  textbook  of  ophthalmology. 


A  Manual  of  Surgical  Anatomy.  Prepared 
under  the  Ausnices  pf  the  Committee  on 
Surgery  of  the  Division  of  Medical  Sciences 
of  the  National  Research  Council,  by  Tom 
Jones  and  W.  C.  Shepard.  195  pages  with 
267  illustrations  on  138  figures,  153  in 
colors.  Price,  $5.00.  Philadelphia  and  Lon- 
don: W.  B.  Saunders  Company,  1945. 

The  purpose  for  which  this  concise  manual  of 
anDlied  surgical  anatomy  was  produced  has  been 
adequately  met  through  the  excellent  anatomical 
artistry  of  Mr.  Jones  and  Mr.  Shepard.  The  deletion 
of  word  descriptions  is  in  great  part  compensated 
for  by  the  excellent  line  drawings  of  unsurpassed 
clarity. 

This  manual  should  be  of  great  helo  to  those 
needing  a  quick  review  of  the  topographical  anat- 
omy and  the  usual  approaches  for  surgery  of  the 
different  areas  of  the  bodv.  It  will  serve  particularly 
well  those  doing  traumatic  surgery  and  needing  to 
re-acquaint  themselves  with  the  important  struc- 
tures in  injured  areas. 

All  medical  students  and  house  officers  would 
profit  by  referring  to  this  manual  while  studying 
the  techniques  of  operations  at  which  they  are  plan- 
ning to  assist. 


Your  Eyes.  By  Sidney  A.  Fox,  Sc.M. 
(Ophth.),  M.D.,  Instructor  in  Ophthalmol- 
ogy, New  York  University  College  of  Med- 
icine. 191  pages.  Price,  $2.75.  New  York: 
Alfred  A.  Knopf,  Inc.,  1944. 

This  book  is  an  excellent  exposition  of  ophthal- 
mology as  it  relates  to  the  layman.  It  endeavors 
to  answer  many  questions  which  are  commonly 
asked  of  the  ophthalmologist  by  the  patient,  and 
in  entertaining  style  explains  many  fundamental 
concepts  in  the  science. 

The  book  should  be  read  by  anyone  interested  in 
ophthalmology,  and  is  recommended  as  particularly 
useful   for   interested   laymen. 


BULLETIN  BOARD 
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Regional  Meeting  of  the  American 
Cancer  Society 

The  American  Cancer  Society  will  hold  its  South- 
eastern Regional  Meeting  in  Durham  and  Chapel 
Hill  on  October  22,  23  and  24.  The  Southeastern 
Region  consists  of  thirteen  states  reaching  from 
Virginia  to  Texas.  Dr.  Alton  Ochsner  of  Tulane 
University,  Regional  Director,  will  conduct  the 
medical  side  of  the  program.  All  physicians  in  this 
region  who  are  interested  in  cancer  control  are  in- 
vited to  attend  the  meeting. 


Medical  College  of  the  State  of  South 
Carolina  Refresher  Course  .. 

The  Alumni  Association  of  the  Medical  College 
of  the  State  of  South  Carolina  will  hold  its  fourth 
annual  refresher  course  in  Charleston  on  October 
31,  November  1  and  2.  Among  the  speakers  will  be 
Dr.  Walter  C.  Alvarez,  Dr.  John  S.  Lockwood,  Dr. 
Jefferson  Browder,  Dr.  Richard  Kovacs,  Dr.  Thad- 
deus  Montgomery,  Dr.  Jean  Verbrugge,  Dr.  Hal 
Davidson,  and  Dr.  Robert  Mclver.  Dr.  Horace 
Smithy  of  Charleston  is  in  charge  of  reservations. 


Tenth  Annual  Convention  of  the 
International  College  of  Surgeons 

The  International  College  of  Surgeons  will  hold 
its  Tenth  Annual  Convention  and  Convocation  on 
December  7  and  8,  1945,  at  the  Mayflower  Hotel, 
Washington,  D.  C.  At  this  time  approximately  200 
men  will  receive  their  fellowship.  A  scientific  pro- 
gram is  planned  for  both  days.  Convocation  exer- 
cises will  be  held  Friday  evening,  December  7,  in 
the   Mayflower  Auditorium. 


POSTGRADUATE  COURSE  IN  ALLERGY 
The  American  College  of  Allergists  offers  an  in- 
tensive, practical  course  in  allergy  for  5%  days, 
November  5  to  10,  inclusive,  at  Thorne  Hall,  North- 
western University,  Superior  and  Lakeshore  Drive, 
Chicago,  Illinois.  Men  in  the  service  will  be  ad- 
mitted free  of  charge,  and  for  others  the  registra- 
tion fee  is  $100. 

Inquiries  should  be  addressed  to  the  Secretary  of 
the  American  College  of  Allergists,  401  La  Salle 
Medical    Building,   Minneapolis   2,    Minnesota. 


Lee  County  Hospital 

The  board  of  county  commissioners  of  Lee  County 
has  recently  authorized  the  issuance  of  $125,000  in 
bonds  for  the  enlargement  and  improvement  of  Lee 
County  Hospital. 
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Fiftieth  Anniversary  of  the  Discovery 
of  X-Ray 

The  fiftieth  anniversary  of  the  discovery  of  x-ray 
will  be  celebrated  on  a  national  basis  during  the 
week  of  November  5  to  10  under  the  sponsorship 
of  the  American  College  of  Radiology.  The  anni- 
versary celebration  will  mark  the  development  of 
x-ray  as  a  medical  instrument  and  call  public  at- 
tention to  the  uses  of  radiology  in  the  diagnosis 
and  treatment,  of  disease.  It  will  also  seek  to  edu- 
cate the  public  to  the  services  of  the  radiologist,  a 
physician,  who  specializes  in  the  medical  applica- 
tions of  the  x-ray,  devoting  his  skill  to  the  inter- 
pretation of  x-ray  film  for  diagnosis  and  the  appli- 
cation of  x-rays  in  the  treatment  of  many  maladies. 


The  following  physicians  successfully  passed  the 
written  examination  for  Fellowship  in  the  American 
College  of  Chest  Physicians  held  in  June  1945,  and 
will  be  awarded  their  Fellowship  Certificates  at  the 
next  Convocation  of  the  College: 

Norman  L.  Anderson,  M.D.,  Black  Mountain 

Claude  G.  Milham,  M.D.,  Hamlet 
The  Convocations  are  held  in  conjunction  with   the 
annual  meeting  of  the  College,  which  will  again  be 
resumed    in    1946. 

*     *     *     * 

Drs.  T.  G.  Fowler  of  Glenville,  J.  F.  Marshall  of 
Winston-Salem  and  N.  W.  Thiessen  of  Southern 
Pines  have  recently  been  promoted  from  the  rank 
of  major  to  that  of  lieutenant  colonel. 


News  Notes 

Dr.  David  Young,  Assistant  Professor  of  Psychia- 
try and  Neurology  at  the  University  of  Utah  School 
of  Medicine,  has  returned  to  North  Carolina  to  be- 
gin his  duties  as  General  Superintendent  of  Mental 
Health  for  the  four  state  hospitals.  Dr.  Young  is  a 
graduate  of  the  University  of  North  Carolina  and 
Harvard  Medical  School,  and  has  practiced  in  the 
Massachusetts  General  Hospital,  Bellevue  Hospital, 
Worcester  State  Hospital,  Duke  Hospital,  McLean 
Hospital,  and  in  Salt  Lake  City,  Utah. 

*  *     *     * 

Dr.  Julian  Ruffin  of  Duke  University  School  of 
Medicine,  Civilian  Consultant  to  The  Surgeon  Gen- 
eral, has  returned  from  Europe,  where  he  acted  as 
clinician  on  Nutrition  Survey  Team  No.  1,  conduct- 
ing nutritional   surveys   in   many   German  cities. 

*  *     *     *  • 

Major  E.  Charles  Powell,  Jr.,  of  Rocky  Mount, 
has  been  awarded  the  Bronze  Star  and  the  Meri- 
torious Service  Unit  Plaque.  The  citation  accom- 
panying the  Bronze  Star  read: 

"For  Meritorious  Service  in  connection  with  mili- 
tary operations  against  the  enemy  in  Belgium  and 
Germany,  November  18,  1944  to  March  5,  1945.  As 
regimental  surgeon  during  this  period,  Major  Powell, 
by  his  display  of  outstanding  administrative  ability, 
technical  knowledge  and  loyalty,  supervised  the 
treatment  and  evacuation  of  wounded  and  sick  per- 
sonnel of  his  regiment  under  the  difficulties  of  com- 
bat conditions  and  adverse  weather  in  a  manner 
which  has  insured  prompt  and  efficient  medical  care. 
The  preventive  measures  instituted  by  him  during 
the  months  of  winter  warfare  were  largely  respon- 
sible for  the  reduction  of  frostbite  casualties  within 
his  unit.  The  skill,  exemplary  action  and  commend- 
able conduct  exhibited  by  Major  Powell  reflect  high 
credit  on  himself  and  the  military  service." 

*  *     *     * 

Captain  R.  L.  Wall,  Jr.,  M.C..  of  Winston-Salem, 
has  been  awarded  the  Bronze  Star  Medal  for  out- 
standing achievement.  His  citation  reads  in  part  as 
follows:  "Capt.  Wall,  as  surgeon  of  Headquarters 
Squadron.  Ninth  Air  Defense  Command,  rendered 
invaluable  service  to  the  personnel  of  the  head- 
quarters. He  worked  tirelessly  day  and  night,  to 
provide  medical  attention  for  the  squadron,  cheer- 
fully accepting  any  additional  burdens  which  arose. 
At  'the  same  time",  when  his  staff  was  depleted  by 
transfers,  he  trained  new  personnel  and  reorganized 
the  section.  The  professional  knowledge,  initiative 
and  devotion  to  duty  displayed  by  Capt.  Wall  re- 
flects the  highest  credit  upon  himself  and  the  armed 
forces  of  the  United  States." 

*  #      *      * 

Dr.  Wesley  Monroe  Stone  of  Dobson,  aged  73,  died 
suddenly  at 'his  home  on  September  27. 


Captain  John  F.  Weeks  of  Elizabeth  City  recently 
completed  the  Aviation  Medical  Examiners'  course 
at  the  Army  Air  Forces  School  of  Aviation  Medi- 
cine, Randolph  Field,  Texas. 

*  *     *     * 

Dr.  T.  D.  Tyson  of  High  Point  has  recently  been 
discharged  from  the  armed  forces  and  has  re- 
opened his  office  at  the  Burrus  Clinic.  Dr.  Tyson 
was  in  the  army  three  years  and  overseas  thirty- 
three  months. 

*  *     *     * 

Dr.  George  T.  Wood  has  recently  been  discharged 
from  the  army  and  has  returned  to  High  Point  for 
the  practice  of  surgery. 

*  *     *     * 

Dr.  A.  McR.  Crouch  of  Wilmington  was  recently 
appointed  by  the  governor  to  the  Fort  Fisher  Na- 
tional Park  Commission,  to  fill  the  unexpired  term 
of  Fred  D.  Poisson. 


Dr.   J.   F.   Foster  of   Sanford   is   recovering  from 
a  recent  operation  at  Duke  Hospital. 


Neuropsvchiatric  Discharges  in  Army  Now 
Total    315.000 

The  nation's  total  of  soldiers  who  have  been  dis- 
charged from  the  Army  for  neuropsychiatry  rea- 
sons has  now  reached  315,000,  Brigadier  General 
William  C.  Menninger,  Director  of  the  Neuropsychi- 
atry Consultants  Division  of  the  Army  Medical  De- 
partment, said  in  a  recent  (October  8)  talk  before 
the  New  York  Academy  of  Medicine. 


New    Sulfa    Weapon 

A  new  group  of  sulfonamides,  never  before  tested 
for  antibacterial  properties,  has  shown  itself  to  be 
almost  as  effective  against  a  sulfonamide-resistant 
strain  of  gonococcus  as  against  other  strains,  re- 
port G.  R.  Goetchius  and  C.  A.  Lawrence  of  Win- 
throp  Chemical  Co.,  Inc.,  in  a  paper  appearing  in 
the  current  issue  of  the  Journal  of  Bacteriology. 

Another  important  property  of  this  group,  accord- 
ing to  the  paper,  is  its  complete  indifference  to  para- 
aminobenzoic  acid.  The  acid,  present  in  the  gastro- 
intestinal tract  and  in  pus,  inhibits  the  action  of 
many  of  the  sulfa  compounds,  seriously  reducing 
their  effectiveness. 

FOR  SALE— 

Super-Diatherm  Physiotherapy  Appara- 
tus. Made  by  Aloe  Co.  Serial  836.  A.C. 
Complete  with  manv  attachments.  Original 
cost  $750.00.  First  check  for  $150.00  gets 
it,  as  I  do  not  need  it. 

JOHN  W.  MacCONNELL,   M.D. 
Davidson,  N.  C. 
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MEDICINE  AND  PUBLIC  HEALTH  IN  A  POST-WAR  WORLD 

Thomas  Parran,  M.D. 
Surgeon  General,  U.S.  Public  Health  Service 

Washington,  D.  C. 


It  is  a  special  pleasure  to  be  present  at 
these  graduation  exercises  of  the  Schools  of 
Medicine  and  Nursing  of  Duke  University. 
This  institution  has  been  founded  within  the 
lifetime  of  the  members  of  this  graduating 
class.  Yet,  within  its  short  life,  Duke  has 
become  a  bright  example  of  the  medical 
center  of  the  future — a  great  national  center 
for  the  teaching  and  practice  of  modern 
medicine,  as  well  as  for  research. 

Before  the  advent  of  the  Duke  Medical 
School,  talented  young  men  and  women  of 
North  Carolina  had  to  go  outside  of  their 
home  state  to  complete  their  professional 
training  in  medicine.  Too  often  they  went 
to  stay.  Since  the  establishment  of  this 
school,  an  increasing  volume  of  North  Caro- 
lina's native  medical  talent  has  remained  at 
home,  to  serve  the  people  from  which  it 
sprang. 

More  significantly,  the  people  of  this  state 
now  turn  to  their  own  health  and  medical 
resources,  and  do  not  go  far  from  home 
to  seek  complete  care.  Not  so  long  ago  the 
physicians  of  this  state  and  their  patients 
had  to  rely  on  distant  centers  for  the  diag- 
nostic facilities  and  specialist  services 
needed  in  difficult  cases.  Nowadays  the  com- 
mon practice  is  to  send  such  patients  to 
Duke. 

The  development  here  represents  a  trend 
of  the  future,  which  will  profit  not  only 
young  physicians  but  the  people,  whose 
service  is  the  only  reason  for  progress  in 
medical  science.  In  the  next  few  years,  the 
best  medical  practice  will  no  longer  be  con- 
centrated in  the  large  metropolitan  areas, 

Address  to   the    Graduating   Class.    Duke    University   Schools 
of  Medicine  and  Nursing,  June  23.   1945. 


but  increasingly  will  function  wherever 
people  need  the  services  of  modern  medicine 
— and  it  will  function  in  close  cooperation 
with  just  such  centers  as  Duke,  serving 
whole  states  and  regions. 

I  am  aware  that  most  of  you  are  destined 
to  devote  the  first  years  of  your  professional 
life  to  the  armed  forces.  This  service  is  at 
once  your  duty  and  your  privilege.  Oliver 
Wendell  Holmes  expressed  the  philosophy  of 
your  generation  better  than  any  man  I  know. 
Like  you,  he  had  his  professional  career  dis- 
rupted by  years  of  military  service  to  his 
country.  "Life  is  action  and  passion,"  he 
said.  "I  think  it  is  required  of  a  man  that 
he  should  share  the  action  and  passion  of  his 
time  at  peril  of  being  judged  not  to  have 
lived."  You  go  from  these  halls  of  learning 
to  share  the  action  and  passion  of  your  time. 
And  it  is  an  age  of  great  movements,  of 
great  men — a  time  to  share  not  only  the  sac- 
rifices of  war  but  the  noblest  actions  and 
loftiest  passions  in  the  history  of  free  men. 

When  you  have  honorably  discharged  your 
duties,  you  will  find  that  your  home  land 
and,  indeed,  the  world  need  you  more  than 
they  have  ever  before  needed  men  and 
women  with  your  training  and  skills.  For- 
ever with  us  is  the  scarcity  of  young  minds, 
tempered  in  the  discipline  of  academic  study. 
When  the  war  is  over,  a  multitude  of  com- 
plicated problems  will  face  our  nation.  To 
you — and  the  oncoming  generation — will  fall 
a  large  share  of  the  responsibility  of  solv- 
ing these  problems. 

That,  in  itself,  is  one  of  the  reasons  I  wel- 
come this  opportunity  of  talking  with  you 
today  about  what  the  future  holds  in  the 
fields  of  medicine  and  public  health. 
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The  victory  in  Europe  has  brought  us 
over  the  first  hump  in  this  most  destructive 
of  wars.  Even  now  the  full  force  of  Allied 
power  is  being  turned  against  the  Japanese. 
Our  nation,  with  the  other  peace-loving 
peoples  of  the  world,  is  striving  at  the  same 
time  toward  international  security — toward 
a  peaceful  world. 

Already  the  society  in  which  you  live  has 
undergone  changes  so  rapid  and  so  exten- 
sive that  only  the  concurrent  increases  in  the 
speed  and  range  of  air  transport  serve  as 
analogy.  You  have  lived  your  lives  in  a 
world  of  turmoil.  But  you  have  seen  your 
nation  and  your  people  come  through  the 
darkest  hours  with  strength  and  hope.  Be- 
cause of  this,  you  are  prepared  to  meet  the 
challenge  of  a  dynamic  world,  unafraid. 

In  the  discipline  of  your  professional 
training  and  in  your  acceptance  of  change, 
you  are  fortunate.  The  one  certainty  ahead 
for  the  public  health  and  medical  professions 
is  the  certainty  of  change,  both  in  science 
and  in  practice. 

Scientific  medicine  is  in  the  midst  of 
breath-taking  changes,  comparable  with 
those  of  the  nineteenth  century.  During  the 
war,  medical  knowledge  has  been  increased 
enormously  in  a  score  of  important  fields — 
to  mention  only  a  few,  the  production  and 
successful  use  of  penicillin,  blood  substitutes, 
and  new  insecticides;  prevention  of  shock 
and  wound  infection;  plastic  surgery;  and 
psychotherapy.  There  are  other  important 
contributions  which  must  remain  secret  until 
after  the  war.  Many  incidental  discoveries 
have  been  contributed  as  by-products  of  the 
war-time  search  for  new  medical  knowledge. 

The  task  before  the  young  physicians  of 
today  and  tomorrow  is  to  see  to  it  that  this 
great  scientific  armament  is  put  to  use  for  all 
of  the  people.  The  practice  of  medicine  can 
no  longer  be  limited  by  the  maldistribution 
and  unequal  opportunities  that  we  witnessed 
before  the  war. 

North  Carolina's   Contribution 

A  fundamental  objective  of  the  post-war 
world  should  be  to  create  healthful  citizens. 
Throughout  our  nation,  this  objective  is 
gaining  acceptance  as  a  major  post-war  aim. 
The  North  Carolina  program  introduced  in 
1944  by  Governor  Broughton  is  a  typical  ex- 
pression of  the  concept  that,  in  a  democracy, 
government  has  a  responsibility  to  ensure 
to  every  person  the  maximum  opportunity 
of  securing  or  regaining  health. 


A  significant  proposal  in  that  program  is 
the  creation  of  a  four-year  school  of  medi- 
cine in  the  University  of  North  Carolina.  I 
hope  that  the  authorities  of  Duke  University 
look  with  favor  on  this  proposal,  not  only 
because  the  presence  of  another  first-class 
medical  school  offers  new  opportunities  for 
cooperation  and  wholesome  neighborly  com- 
petition, but  because  the  nation's  capacity 
for  training  medical  and  health  personnel 
has  never  been  equal  to  the  needs. 

Moreover,  it  is  fitting  that  the  nation's 
first  state  university  should  round  out  its 
service  by  offering  complete  medical  educa- 
tion. Your  revolutionary  forefathers  were 
not  content  to  win  freedom  of  thought  on 
the  battlefield;  at  Chapel  Hill  they  created 
an  institution  "to  advance  knowledge  and 
leaven  the  thought"  of  the  state's  oncoming 
generations.  Today  their  faith  in  education 
is  proved  here  at  Duke  and  at  many  other 
institutions  in  the  state,  as  well  as  at  Chapel 
Hill  under  the  leadership  of  Frank  Porter 
Graham,  who  played  a  signal  part  in  the 
creation  of  the  nation's  social  security  pro- 
gram. 

Through  another  great  North  Carolinian, 
new  public  health  services  have  reached  out 
to  affect  the  life  of  every  man,  woman,  and 
child  in  this  country. 

Back  in  1937,  the  Honorable  Alfred  Bul- 
winkle  of  Gastonia  introduced  into  Congress 
the  bill  which  became  the  National  Venereal 
Disease  Control  Act  of  1938.  In  1944,  he  in- 
troduced legislation  to  create  a  national  pro- 
gram for  the  conquest  of  tuberculosis.  And 
he  is  the  author  of  the  Public  Health  Service 
Act  of  1944,  one  of  the  most  statesmanlike 
pieces  of  health  legislation  ever  enacted  by 
the  United  States  Congress.  We  of  the  Pub- 
lic Health  Service  and  the  whole  nation  owe 
a  debt  of  thanks  to  Mr.  Bulwinkle  and  to  the 
state  which  he  represents.  1  want  to  take 
this  occasion  to  express  our  appreciation  for 
the  many  outstanding  services  rendered  by 
this  able  and  progressive  lawmaker. 

Distribution  of  Medical  Care 

It  appears  that  the  post-war  demand  for 
health  and  medical  service  is  likely  to  ex- 
ceed any  that  we  have  had  in  the  past.  Mil- 
lions of  veterans  of  this  war  will  have  re- 
ceived the  benefits  of  complete  medical  and 
hospital  care.  By  complete  care,  I  mean  the 
superior  type  of  service  that  is  given  in  the 
medical  centers  of  the  army  and  navy,  here 
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at  Duke,  and  in  many  other  university  hos- 
pitals— namely,  practice  by  groups  of  phy- 
sicians working  together,  sharing  knowledge 
and  skills  and  the  best  available  facilities, 
to  accomplish  their  task.  That  task  is  to 
prevent  illness,  and  to  restore  the  sick  and 
injured  to  health  as  rapidly  as  science  and 
biologic  capacity  permit.  For  a  large  pro- 
portion of  the  veterans,  the  care  they  re- 
ceived in  the  armed  forces  will  have  been 
their  first  experience  with  scientific  medi- 
cine, dentistry,  and  nursing  as  well.  No  ed- 
ucational force  is  so  powerful  as  personal 
experience  and  it  is  unlikely  that  the  vet- 
erans will  willingly  give  up  these  benefits, 
or  that  they  will  expect  health  care  for  them- 
selves and  their  families  as  charity.  It  is 
necessary  that  we  plan  now  to  meet  these 
demands  with  service — efficiently  rendered 
and  economical  of  money,  men,  and  skills. 

The  ancient  ethics  of  our  professions 
teaches  us  that  the  opportunities  for  service 
are  greatest  where  needs  are  greatest.  Un- 
fortunately, the  industrial  society  in  which 
we  live,  coupled  with  the  development  of 
medical  science,  has  invalidated  this  lofty 
concept.  The  increased  scope  of  scientific 
medicine,  and  the  necessity  for  specializa- 
tion and  for  costly  facilities  for  diagnosis 
and  treatment  have  conspired  to  draw  physi- 
cians, nurses,  and  hospitals  into  centers  of 
wealth  and  population.  The  areas  of  great- 
est need  thus  have  been  left  unserved,  or 
poorly  served.  This  is  true  with  respect  to 
both  preventive  and  curative  services.  About 
40  per  cent  of  the  counties  in  the  United 
States  lack  organized  public  health  serv- 
ices, and  approximately  the  same  percentage 
have  no  registered  hospitals.  In  still  other 
counties,  many  isolated  communities  have 
no  facilities  of  their  own,  nor  do  they  have 
affective  access  to  hospitals  in  other  com- 
munities. These  same  counties  and  towns 
also  have  too  few  doctors,  or  none  at  all. 

The  medical  exodus  from  rural  areas  be- 
gan long  before  the  war.  It  is  increasing. 
In  many  parts  of  the  country  the  depletion 
of  personnel  has  reached  the  danger  point. 
Your  own  Dean  Davison  told  me  not  long 
ago  the  story  of  one  of  his  graduates  which 
illustrates  the  trend.  This  young  physician 
had  set  up  practice  in  a  country  town  with- 
out a  hospital.  When  the  people  of  this 
town  began  to  join  the  hospital  insurance 
plan,  they  turned  to  a  larger  community 
with  a  hospital  for  their  medical  care.  Now 


the  country  doctor  will  have  to  migrate  to 
the  hospital  service  center  in  order  to  make 
a  living. 

A  first  objective  in  the  post-war  period 
should  be  to  reverse  the  present  critical 
drift,  and  to  make  opportunities  for  practic- 
ing scientific  work  great  where  needs  are 
great.  Many  states  and  communities  already 
are  planning  the  construction  of  modern 
hospitals  and  health  centers.  The  people  in 
the  medically  poor  areas  are  becoming  alert 
to  the  fact  that  lack  of  hospitals  and  other 
clinical  facilities  is  a  crucial  factor  in  the 
shortage  of  physicians. 

Integration  of  Hospitals  and 
Health  Services 

I  do  not  doubt  that  state  and  community 
plans  for  the  construction  of  health  facilities 
will  be  translated  into  real  hospitals  and 
health  centers.  This  is  the  first  step  which 
must  be  taken  to  equalize  the  opportunities 
for  health  and  for  service.  But  it  is  only  a 
beginning.  To  provide  complete  health  serv- 
ices will  require  the  adoption  of  new  meth- 
ods. Specifically,  I  visualize  the  marriage 
of  the  hospitals  with  the  health  service  as  a 
solution  of  the  problem,  especially  in  rural 
areas. 

An  agricultural  state  like  North  Carolina 
understands  the  needs.  The  future  strength 
of  America  lies  in  prosperous  agriculture. 
Factors  vital  to  the  prosperity  of  the  farm 
family  are  good  medical  and  health  services, 
decent  homes,  modern  sanitation,  and  other 
essentials  of  healthful  living.  We  have  made 
some  progress  in  conserving  the  soil  and 
other  material  resources.  As  a  nation,  we 
must  make  comparable  progress  in  conserv- 
ing human  resources. 

The  integration  of  hospitals  and  health 
services  would  not  only  make  the  provision 
of  complete  service  feasible;  it  would  also 
offer  the  modern  physician  a  wider  field  of 
practice  than  is  to  be  found  solely  in  his 
private  office.  The  center  for  preventive  and 
curative  services  provided  by  a  small  rural 
hospital  housed  under  the  same  roof  with 
the  local  health  department  could  be  in  turn 
functionally  related  with  a  larger  hospital 
system — serving  widening  areas  and  offer- 
ing more  complex  services. 

The  relationship  of  these  local  units  with 
the  base  hospital  or  medical  center  would 
be  primarily  for:  (1)  professional  training, 
(2)  diagnosis,  and  (3)  research.  The  train- 
ing of  physicians  and  nurses  in  the  future 
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may  well  include  periods  of  required  intern- 
ship or  field  experience  in  such  hospital- 
health  centers.  Mexico  has  already  estab- 
lished six  months  of  rural  practice  as  a  re- 
quirement for  the  medical  degree.  Field  ex- 
perience in  public  health  nursing  and  home 
nursing  will  be  required  if  we  are  to  build 
up  the  needed  staff  of  nurses  in  the  health 
services  of  the  future.  A  coordinated  sys- 
tem of  training  and  service  for  prevention 
and  cure  offers  an  opportunity  for  enrich- 
ing the  service  in  rural  areas,  as  well  as  the 
experience  of  the  students. 

Proper  integration  of  the  several  elements 
in  a  hospital  system — medical  center,  dis- 
trict hospital,  rural  hospital-health  service — 
would  also  provide  for  the  continuous  edu- 
cation of  physicians. 

I  visualize  a  type  of  rural  health  organi- 
zation which  may  offer  rich  opportunities 
for  medicine  and  public  health.  It  should  be 
understood  that  such  an  organization  would 
build  upon  existing  resources,  supplement- 
ing personnel  and  facilities  to  meet  stand- 
ards of  adequate  service.  A  group  of 
sparsely  populated  counties  should  pool  re- 
sources to  support  a  well-developed  hospital 
and  the  essential  public  health  service.  To- 
gether they  might  set  up  a  joint  hospital- 
health  authority,  or  health  district.  Legis- 
lation would  be  needed  to  permit  this  author- 
ity to  issue  bonds  and  levy  taxes  for  the 
construction  and  maintenance  of  a  hospital 
and  the  required  number  of  health  centers, 
and  to  maintain  public  health  services.  All 
of  the  facilities  could  well  be  under  the  man- 
agement of  a  board  of  trustees  or  board  of 
health,  the  membership  of  which  would  rep- 
resent the  several  counties.  The  health  cen- 
ters would  be,  in  effect,  outpatient  clinics  of 
the  central  hospital  as  well  as  headquarters 
of  the  public  health  activities  in  each  county. 
Private  physicians  would  serve  in  the  health 
centers  and  would  also  be  on  the  staff  of  the 
central  hospital  and  subject  to  the  staff  reg- 
ulations of  that  hospital.  Under  such  an  ar- 
rangement, modern  medical  practice  would 
function  in  its  most  effective  and  satisfying 
form — that  is,  as  a  group  function,  and 
therefore  cooperative  rather  than  isolation- 
ist. Such  a  plan  may  be  one  of  the  wavs  to 
overcome,  in  future  years,  the  difficulties  of 
operating  the  small  autonomous  hospital  and 
of  practicing  medicine  in  isolation  from  es- 
sential facilities  and  professional  contacts. 
Of  course,  some  such  integration  of  hospital 


and  health  services  could  function  in  single 
counties  large  enough  to  support  adequate 
hospital  facilities. 

Expansion  of  Public  Health  Services 

In  the  past,  public  health  services  were 
confined  to  the  maintenance  of  environ- 
mental sanitation  and  the  control  of  epidem- 
ics. More  recently,  personal  services  have 
been  added — that  is  to  say,  health  super- 
vision of  mothers  and  infants,  inoculations 
for  the  prevention  of  communicable  diseases, 
and  diagnosis  and  treatment  of  such  mass 
diseases  as  tuberculosis,  syphilis,  and  gonor- 
rhea. 

The  specialty  of  public  health  administra- 
tion is  relatively  young  in  medicine.  The 
field,  however,  is  expanding  rapidly.  We 
have  done  only  a  half-way  job  in  providing 
the  traditional  services  in  this  country.  In 
1935,  only  528  of  the  3,000  rural  counties 
had  full-time  health  departments,  and  only 
one  in  five  local  health  departments  had  the 
personnel  and  facilities  to  perform  compe- 
tently the  traditional  tasks.  By  1944,  1,800 
counties  reported  full-time  organizations. 
The  war  has  seriously  depleted  the  staffs  of 
state  and  local  health  agencies,  so  that  many 
departments  now  are  operating  with  skele- 
ton staffs,  and  serving  much  larger  popula- 
tions. 

The  Public  Health  Service  Committee  on 
Training  of  Personnel  has  estimated  a  need 
for  30,000  trained  workers — exclusive  of 
nurses — in  official  health  agencies  for  the 
first  post-war  year.  Of  these.  5,500  would 
be  physicians  who  would  act  as  health  offi- 
cers and  administrators  of  special  activities. 
These  men  and  women  would  be  needed  to 
render  the  services  which  were  provided  in 
comprehensive  health  programs  as  operated 
before  the  war.  An  expansion  of  services  in 
nutrition,  child  care,  tuberculosis  control, 
mental  hygiene,  cancer  control,  and  other 
community  health  programs  is  anticipated. 

Even  without  further  expansion  of  serv- 
ices, public  health  offers  rich  opportunities 
for  well-trained  men  and  women.  Yet  results 
of  a  survey  conducted  by  the  American  Med- 
ical Association  among  military  medical 
officers  show  a  surprising  unawareness  of 
the  needs  and  opportunities  in  public  health 
as  a  specialty. 

True,  educational  facilities  for  postgrad- 
uate training  in  public  health  have  not  de- 
veloped  rapidly  enough  to  meet  the  needs. 
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One  of  the  first  objectives  to  be  obtained 
after  the  war  is  the  competent  training  of 
a  well  qualified  army  of  health  personnel,  as 
well  as  training  in  other  specialties  and 
medical  science  generally.  The  task  is  too 
great  for  any  one  source  of  funds  and  facili- 
ties to  accomplish  alone.  Private  founda- 
tions, state  universities  and  health  agencies, 
and  the  federal  government  all  will  be 
needed  for  the  recruitment  and  training  of 
physicians,  dentists,  nurses,  and  all  the  other 
essential  workers  for  national  health.  Em- 
phasis in  the  future  will  be  on  prevention 
rather  than  cure. 

Medical  Education 

In  the  past,  the  costs  of  medical  education 
have  been  prohibitive  for  the  average 
family.  Our  medical  schools  should  be  able 
to  seek  more  widely  in  the  population  for 
the  best  young  minds.  Scholarships  and  the 
use  of  tax  funds  would  widen  the  choice. 
Moreover,  the  costs  of  medical  education 
should  be  lowered  for  the  student.  This  does 
not  mean  that  medical  education  should  be 
handed  to  everyone  on  a  silver  platter.  But, 
with  proper  safeguards,  it  should  be  possible 
to  ensure  medical  training  for  every  young 
man  and  woman  whose  personal  qualifica- 
tions meet  the  highest  standards  of  the  pro- 
fession. 

Reforms  in  nursing  education,  also,  are 
long  overdue.  In  general,  schools  of  nursing 
in  the  United  States  are  too  largely  financed 
by  the  students'  contribution  in  service  to 
the  teaching  hospital.  Moreover,  the  average 
training  of  nurses  is  not  good  enough  to  pro- 
duce leaders  and  teachers;  on  the  other 
hand,  it  is  too  comprehensive  for  many  of 
the  tasks  which  graduate  nurses  still  per- 
form. Probably  in  the  future  we  should  de- 
velop at  least  three  types  of  training:  (1) 
for  the  professional-degree  nurse,  in  collegi- 
ate schools  of  nursing;  (2)  for  the  regis- 
tered nurse,  in  hospital  schools;  and  (3)  for 
the  vocational  nurse — the  modern,  vocation- 
ally-trained version  of  the  practical  nurse. 

Research 

Now,  as  in  the  past,  the  future  of  medi- 
cine depends  upon  progress  in  research. 
During  the  war,  the  federal  government  has 
appropriated  some  $17,000,000  for  medical 
research  through  the  Office  of  Scientific  Re- 
search and  Development. 

Continued  and  augmented  research  with 


federal  support  is  needed,  if  we  are  to  add 
to  our  knowledge  of  the  human  organism  in 
sickness  and  health.  Failure  to  plan  for  new 
research,  or  curtailment  of  existing  investi- 
gations would  seriously  handicap  us  in  fu- 
ture plans  for  national  health.  We  would 
not  only  lose  our  investment,  but  we  would 
be  cutting  off  our  chances  of  finding  and  uti- 
lizing the  best  young  research  minds  in  the 
country.  For  some  years  to  come  the  search 
for  talent  and  its  development  will  be  the 
first  demand. 

The  U.  S.  Public  Health  Service  now  has 
basic  legal  authority  to  finance  medical  re- 
search in  the  universities  and  other  insti- 
tutions. Public  Law  410  (sec.  301)  instructs 
the  Surgeon  General  "to  conduct  in  the  Serv- 
ice and  to  encourage,  cooperate  with,  and 
render  assistance  to  other  appropriate  public 
authorities,  scientific  institutions,  and  scien- 
tists, in  the  conduct  of  research,  and  to  pro- 
mote the  coordination  of  research  .  .  .  relat- 
ing to  the  causes,  diagnosis,  treatment,  con- 
trol, and  prevention  of  physical  and  mental 
diseases  and  impairments  of  mankind." 

The  Service  thus  has  the  authority  to 
make  grants-in-aid  for  research  projects 
recommended  by  our  National  Advisory 
Health  Council,  just  as  we  make  grants-in- 
aid  for  cancer  research  on  recommendation 
of  the  National  Advisory  Cancer  Council.  It 
is  also  possible  for  us  to  establish  research 
fellowships  for  the  most  brilliant  and  prom- 
ising young  scientists  from  this  country  and 
abroad. 

Compulsory  Health  Insurance 

How  shall  these  augmented  sciences  and 
skills  reach  the  people?  You  are,  no  doubt, 
well  aware  of  the  movement  toward  the  pro- 
vision of  medical  care  on  a  group  prepay- 
ment basis.  This  trend  has  been  developing 
rapidly  over  the  past  twenty-five  years. 

The  medical  profession  in  general  is  on 
record  as  favoring  prepayment  plans.  In 
fact,  a  number  of  state  and  county  medical 
societies  have  organized  insurance  schemes. 
The  rapidly  growing  Blue  Cross  Plan  has 
had  the  blessing  of  the  profession  for  nearly 
a  decade. 

The  issue,  then,  has  narrowed.  The  ques- 
tion now  is :  shall  insurance  for  medical 
service  be  voluntary  or  compulsory? 

There  are  other  unsolved  problems,  of 
course.  I  believe  the  time  is  right  to  seek 
the  answers.   Assuming  a  compulsory  insur- 
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ance  plan,  shall  it  be  administered  directly 
by  the  federal  government?  Or  shall  a  com- 
bined fund  out  of  general  taxes  and  insur- 
ance payments  be  allotted  to  the  states 
through  grants-in-aids,  for  state  administra- 
tion of  medical  care  programs? 

The  United  States  for  ten  years  has  em- 
ployed both  patterns  in  the  several  sections 
of  the  Social  Security  Law.  Some  phases, 
such  as  old  age  insurance,  have  been  admin- 
istered by  the  federal  government;  public 
health  programs,  public  assistance,  and 
other  sections,  through  grants-in-aid. 

I  believe,  however,  that  the  greatest  ob- 
stacle to  the  development  of  medical  services 
on  a  prepayment  basis  is  the  lack  of  an  or- 
ganized arrangement  for  giving  the  service. 
It  is  here  that  the  professions  must  take 
leadership.  Group  practice  is  an  inevitable 
and  desirable  trend :  for  with  well-organized 
group  services,  it  is  possible  to  visualize  the 
practical  means  of  serving  the  millions  who 
would  be  covered  under  a  national  medical 
care  program. 

In  your  training  here  at  Duke,  you  have 
experienced  the  professional  benefits  of 
group  practice :  so  also  have  the  sick  who 
have  found  health  here.  It  is  my  sincere 
hope  that  this  university  will  exercise  its 
leadership  and  be  the  guiding  spirit  for  sim- 
ilar developments  in  other  parts  of  the  state. 
Integration  of  the  services  of  a  great  center 
like  Duke  with  those  of  other  institutions  is 
a  logical  outgrowth. 

Summary 

As  I  see  it.  there  are  six  major  objectives 
toward  which  we  should  strive  for  national 
health.    They  are: 

1.  Construction  of  hospitals  and  health 
centers  and  their  integration  in  state-wide 
systems  of  preventive  and  curative  medicine, 
education,  and  research. 

2.  Creation  of  a  sanitary  environment  in 
all  parts  of  the  country. 

3.  Expansion  of  public  health  services 
throughout  the  nation. 

4.  Training  of  health  and  medical  person- 
nel in  adequate  numbers. 

5.  Augmented  public  support  for  medical 
research. 

6.  Institution  of  a  national  medical  care 
program. 

If  you  think  of  each  of  these  objectives 
and  the  developments  in  medicine,  public 
health,    and  our  national    life  during  your 


time,  you  will  see  that  there  is  nothing  new 
proposed.  It  is  simply  a  question  of  doing 
more  of  what  we  have  been  doing,  and  do- 
ing it  better — so  that  all  the  people  of  our 
mighty  nation  shall  have  equal  opportunity 
for  health.  When  the  war  is  over,  some  fif- 
teen million  men  and  women  will  be  return- 
ing as  veterans.  Never  before  has  such  a 
large  proportion  of  the  total  population 
served  their  country  in  war.  Every  com- 
munity in  the  land  will  welcome  home  its 
own  veterans.  That  is  all  the  more  reason 
that  we  should  plan  now  for  the  best  in 
health  and  medical  services  for  them  and 
their  families.  The  best  thinking  is  that 
many  of  the  health  services  for  veterans 
should  be  integrated  with  services  for  the 
rest  of  the  population,  and  not  set  up  sep- 
arate and  apart. 

The  specific  objectives  which  I  have  men- 
tioned are  based  upon  principles  for  which 
our  democracy  stands.  Full  employment, 
with  a  continuing  high  level  of  national  in- 
come, is  a  basis  of  progress  in  public  health. 
All  citizens  should  have  an  equal  opportunity 
to  regain  and  maintain  health.  We  can  reach 
our  specific  objectives  for  national  health 
only  through  combined  public  and  private 
action,  using  all  resources  in  the  democratic 
way. 

As  I  say,  "Godspeed,"  to  each  of  you.  I 
want  to  quote  a  message  written  by  the 
greatest  American  in  all  our  history,  whose 
faith  in  our  future  is  a  challenge  to  you  and 
your  young  colleagues  in  this  country  and 
throughout  the  world : 

"New  frontiers  of  the  mind  are  be- 
fore us,  and  if  they  are  pioneered  with 
the  same  vision,  boldness  and  drive  with 
which  we  have  waged  this  war.  we  can 
create  a  fuller  and  more  beautiful  em- 
ployment and  a  fuller  and  more  fruit- 
ful life." 
These  are  the  words  of  Franklin  Delano 
Roosevelt. 


From  the  medicine  man  of  old  to  the  modern 
clinic  is  a  Ions  way.  Again  and  aeain  mystery  after 
mystery  has  been  probed:  again  and  again  the 
utterly  impossible  has  won  acceptance  against 
ancient  truth;  again  and  again  the  reach  of  medi- 
cine has  been  enlarged.  The  doctor's  craft,  with 
triumph  after  triumph  to  its  credit,  is  still  on  its 
way.  Yet  it  is  set  within  a  larger  problem  of  human 
well-being  which  up  to  now  has  hardly  been  ex- 
plored. It  will  not  be  solved  until  we  learn  to  make 
culture  in  all  its  color  and  drama  an  instrument  of 
health.— Wendell  Berge,  Ass't.  Att'y.  Gen'l.  of  the 
U.  S.,  Pub.  Health  Rep.,  Jan.,  1945. 
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DOCTORS,  TAKE  WARNING! 
G.  W.  Murphy,  M.D. 

ASHEVILLE 

Like  every  other  normal  citizen  of  the 
United  States,  the  average  physician  is  in- 
spired and  sustained  by  his  desire  for  suc- 
cess in  his  chosen  field  and  the  prospects  of 
attaining  it.  For  him  success  is  measured 
partly  by  dollars  earned,  but  more  especially 
by  the  respect  of  his  fellows  and  most  par- 
ticularly by  the  confidence  of  his  patients. 
His  patients  choose  him,  and  pay  him;  and 
only  by  curing,  relieving,  or  comforting 
them  to  the  utmost  of  his  capacity  may  he 
achieve  success.  The  factor  of  direct  re- 
sponsibility to  the  patient  has  made  our 
present  system  of  medical  practice,  with  all 
of  its  imperfections,  the  best  in  all  the  world. 

During  the  recent  war  the  Army  of  the 
United  States  has  had  excellent  medical  care 
provided  by  medical  officers  who  were  in- 
spired by  the  immediate  emergency  and  who 
had  brought  into  the  army  their  habits  of 
thought  and  procedure  and  the  conscious- 
ness of  individual  responsibility  acquired  in 
civilian  practice.  One  of  the  first  things  said 
to  the  new  medical  officer  is:  "The  Medical 
Department  assumes  that  you  are  profes- 
sionally competent,  and  you  will  now  be 
trained  to  become  a  soldier."  From  that  time 
on  he  hears  much  of  military  matters,  but 
little  of  medicine.  During  a  recent  three- 
year  tour  of  active  duty  with  the  Medical 
Corps  of  the  Army  of  the  United  States,  I 
found  that  the  interest  shown  in  my  profes- 
sional proficiency  was  negligible,  but  that 
my  ability  to  make  a  good  impression  in 
activities  other  than  the  care  of  patients  was 
of  the  greatest  concern. 

The  medical  officer  shares  with  the  civilian 
doctor  the  desire  to  succeed,  but  he  soon 
learns  that  success  comes  through  the  oper- 
ation of  an  entirely  different  group  of  fac- 
tors. He  becomes  conscious  of  the  fact  that 
his  responsibility  is  no  longer  to  his  patients, 
but  to  his  superior  officers.  He  becomes 
aware  that  his  immediate  superiors  also  de- 
sire to  succeed  and  that  they  in  turn  must 
please  their  superiors.  In  a  short  time,  ob- 
servation shows  him  only  too  well  that  a 
handsome  figure,  a  pleasing  personality,  the 
faculty  of  saying  "Yes,"  a  knowledge  of 
army  regulations,  and  some  executive  ability 
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may  bring  success  in  the  form  of  rapid  pro- 
motion, but  that  the  confidence  he  inspires 
in  his  patients  is  of  very  little  moment.  The 
inevitable  result  is  that  his  interest  in  the 
art  of  medicine  diminishes  and  his  best 
efforts  are  directed  along  those  other  paths 
which  he  believes  are  more  likely  to  lead  to 
success. 

During  my  three  years  in  the  army,  I 
came  into  contact  with  many  physicians, 
and  I  feel  that,  with  a  very  few  exceptions, 
all  of  us  suffered  a  gradual  professional  de- 
terioration. We  are  coming  back  into  civil- 
ian life  much  poorer  doctors  than  when  we 
were  commissioned  medical  officers. 

This  is  no  unreasonable  indictment  of  the 
Army  Medical  Corps,  for  it  has  been  well 
organized  and  excellently  administered,  and 
the  evils  mentioned  would  have  been  un- 
avoidable in  any  regimented  system. 

If  the  medical  officer,  inspired  by  a  great 
national  emergency,  and  responsible  to 
superiors  who  were  also  medical  officers  to 
the  highest  levels,  was  embittered  and  dis- 
gusted by  the  lack  of  appreciation  and  uti- 
lization of  his  professional  skill,  you  are 
asked  to  consider  the  inevitable  effect  of  any 
system  of  governmental  control  of  medicine 
in  which  military  discipline  would  be  lack- 
ing and  in  which  control  would  be  exercised 
by  non-medical  directors  and  politicians.  In 
such  a  system  the  desire  to  succeed  would 
again  be  the  motivating  force,  but  success 
which  resulted  from  pleasing  a  group  of 
governmental  officials  would  produce  a  vast- 
ly different  type  of  medical  service  from 
that  which  comes  from  pleasing  the  individ- 
ual patient. 


The  Psychosomatic  Concept  of  Disease.  Medicine 
of  the  nineteenth  century  applied  in  practice  the 
Cartesian  theory  of  separation  of  mind  and  body. 
Alexander  quoted  a  lay  writer,  Zv/eig,  who,  inter- 
preting this  change  from  Hippocratic  tradition, 
wrote:  "Disease  meant  now  no  longer  what  happens 
to  the  whole  man,  but  what  happens  to  his  organs 
.  .  .  the  natural  and  original  mission  of  the  physi- 
cian, the  approach  to  disease  as  a  whole,  changed 
into  the  smaller  task  of  localizing  the  ailment  and 
identifying  it  and  ascribing  it  to  an  already  speci- 
fied group  of  diseases  .  .  ."  This  type  of  medical 
thinking  influences  most  present-day  teachers  and 
practitioners  of  medicine.  It  underlies  much  of  the 
uncritical  reverence  still  given  any  quantitative  bio- 
logic measurements;  it  impels  the  physician  to  ex- 
amine and  treat  urine,  not  the  diabetic,  and  blood 
pressure,  not  the  hypertensive.  But  the  reacknowl- 
edgment  of  the  unity  of  man  and  of  the  change  in 
the  whole  man  implicit  in  any  concept  of  disease  is 
already  astir. — Irvine  H.  Page  and  Arthur  C.  Cor- 
coran: Arterial  Hypertension,  Chicago,  The  Year 
Book  Publishers,  Inc.,  1945,  p.  64. 
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PAINFUL  OVULATION— NOT  A 
SURGICAL  CONDITON 

Paul  McBee,  M.D. 
Marion 

The  purpose  of  this  paper  is  to  discuss  a 
problem  in  surgical  diagnosis  which  has  re- 
ceived scant  attention  in  the  literature  per- 
taining to  abdominal  and  pelvic  surgery. 

A  good  many  years  ago,  when  I  was  des- 
perately sick  with  dysentery,  I  got  out  of 
bed  in  the  middle  of  the  night,  leaned  against 
the  side  of  an  operating  table,  and  removed 
an  innocent  appendix  which  two  of  my  older 
and  far  more  experienced  doctor  friends  had 
decided  would  certainly  rupture  if  left  until 
morning.  The  patient  was  a  very  nervous 
17  year  old  girl  with  an  anxious  family,  and 
it  was  the  fifteenth  day  of  her  menstrual 
cycle. 

Painful  ovulation  probably  accounts  for 
the  removal  of  more  innocent  appendices 
than  does  any  other  condition  occurring  in 
young  women,  and  particularly  in  teen-aged 
girls.  The  problem  is  complicated  by  the 
fact  that  young  women  and  teen-aged  girls 
often  do  develop  acute  appendicitis,  because 
they  belong  to  the  age  group  which  is  partic- 
ularly susceptible  to  this  disease.  A  few  pa- 
tients will  have  acute  appendicitis  and  pain- 
ful ovulation  at  the  same  time.  A  limited 
number  of  honest  mistakes  in  diagnosis  are 
unavoidable,  but  many  needless  operations 
can  be  prevented  if  the  possibility  of  pain- 
ful ovulation  is  always  given  due  consider- 
ation. I  am  certain  that  a  great  many  phy- 
sicians do  not  clearly  understand  this  condi- 
tion. 

Ovulation  may  occur  at  any  time  during 
the  menstrual  cycle.  Among  women  who 
menstruate  regularly  every  twenty-eight 
days  it  usually  occurs  between  the  four- 
teenth and  the  seventeenth  days  of  the  cycle. 
The  exact  time  is  not  dependable  in  any 
case,  however.  Ovulation  is  normally  not 
painful — in  fact,  most  women  have  no  ac- 
curate idea  as  to  the  time  that  ovulation 
occurs.  When  it  is  painful  it  comes  within 
the  scope  of  this  paper. 

Any  foreign  material  which  escapes  into 
the  peritoneal  cavity  in  quantity  will  nearly 
always  produce  pain,  and  generally  soreness. 
Blood  in  the  peritoneal  cavity  does  not  pro- 
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duce  anywhere  near  the  amount  of  disturb- 
ance that  gastric  contents  excite,  but  it  is 
generally  accompanied  by  some  discomfort. 
Lay  people  are  inclined  to  attribute  every 
pain  in  the  right  side  to  appendicitis,  and  a 
highly  nervous  young  woman  is  apt  to  ex- 
aggerate greatly  the  pain  of  ovulation.  If 
she  has  some  encouragement  from  an  over- 
solicitous  family  or  a  too-sympathetic  doc- 
tor, the  pain  becomes  unendurable.  If  a  doc- 
tor in  whom  the  patient  has  confidence  has 
ever  made  the  mistake  of  calling  one  of  these 
attacks  appendicitis,  every  episode  becomes 
more  unbearable  and  the  patient  usually 
winds  up  with  an  operation  for  "acute  ap- 
pendicitis." In  such  cases  the  pathologic  re- 
port is  apt  to  read,  "Appendix  received,  no 
lesion  found." 

Patients  with  painful  ovulation  generally 
give  a  history  of  repeated  attacks.  The  pain 
of  ovulation  nearly  always  starts  with  pain 
in  the  side.  If  there  is  any  generalized  ab- 
dominal pain  it  usually  follows  the  pain  in 
the  side.  The  temperature  rarely  goes  above 
99  F.  and  the  white  blood  cell  count  almost 
never  exceeds  12,000  to  13,000,  although  I 
have  seen  a  few  cases  with  blood  counts  of 
14,000.  There  is  usually  soreness  confined  to 
a  general  locality,  but  not  a  circumscribed 
tenderness.  True  rigidity  is  never  present. 
Nervous  women  will  often  "put  on"  a  sort 
of  false  rigidity.  In  married  women  the  of- 
fending ovary  can  usually  be  caught  between 
the  two  hands  on  bimanual  examination  and 
the  diagnosis  confirmed  beyond  reasonable 
doubt.  Rectal  examination  is  almost  as  ac- 
curate in  unmarried  women.  A  vaginal  or 
rectal  examination  should  be  made  on  every 
female  patient  complaining  of  severe  abdom- 
inal pain. 

Acute  appendicitis  always  comes  on  with 
a  generalized,  ill-defined  abdominal  pain  of 
greater  or  less  severity,  which  may  or  may 
not  be  followed  by  nausea  and  vomiting.  As 
a  rule,  the  generalized  cramping  pain  is  fol- 
lowed in  a  few  hours  by  localized  soreness 
in  some  part  of  the  abdomen.  If  the  attack 
continues  long  enough  there  is  nearly  always 
a  true  rigidity  which  even  the  calmest  pa- 
tient cannot  relax.  The  patient  usually  walks 
with  a  guarded  step,  and  in  severe  cases 
drags  the  right  leg.  An  inflamed  pelvic  ap- 
pendix trives  the  same  train  of  symptoms, 
except  that  the  location  of  the  tenderness  is 
different.  It  can  nearly  always  be  elicited 
on  rectal  or  vaginal  examination.  The  pa- 
tient with  acute  appendicitis  is  in  most  cases 
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plainly  sick.  The  temperature  varies  from 
subnormal  to  101  F.  The  white  blood  cell 
count  is  apt  to  be  14,000  or  above.  I  have 
seen  cases  of  violent  appendicitis  with  sub- 
normal blood  counts,  but  these  patients  us- 
ually present  other  symptoms  which  mark 
them  as  being  evidently  sick. 

A  word  might  be  in  order  regarding  ap- 
pendix incisions  in  cases  where  painful  ovu- 
lation is  a  possibility.  Since  ovulation  is  not 
a  surgical  condition,  there  is  nothing  that 
should  be  done  about  it  after  the  abdomen 
is  opened.  Therefore  the  surgeon  who  makes 
the  mistake  of  operating  in  one  of  these 
cases  may  as  well  use  a  McBurney  incision 
to  remove  the  appendix,  and  do  the  patient 
as  little  harm  as  possible. 

In  summary,  painful  ovulation  is  not  a 
disease  or  a  surgical  condition,  and  it  is  us- 
ually not  difficult  to  diagnose.  Its  recogni- 
tion is  a  moral  responsibility. 


THE   MANAGEMENT  OF 
HYPERTENSION 

Verne  S.  Caviness,  M.D.,  F.A.C.P. 
Raleigh 

Hypertension  is  directly  or  indirectly  re- 
sponsible for  more  than  40  per  cent  of  all 
the  deaths  in  North  Carolina;  the  national 
average  approximates  this  very  closely.  The 
three  main  causes  of  death  in  hypertensive 
patients,  listed  according  to  the  age  of  occur- 
rence, are  renal,  cardiac,  and  vascular.  A 
recent  special  study  made  by  Dr.  R.  T. 
Stimpson,  Director  of  the  Bureau  of  Vital 
Statistics  of  the  State  Board  of  Health, 
showed  that  in  North  Carolina  during  one 
year  there  were  659  deaths  from  uremia,  oc- 
curring at  an  average  age  of  47  years ;  5,447 
cardiac  deaths,  at  the  average  age  of  62 
years;  and  3,158  deaths  from  apoplexy,  at 
the  average  age  of  64  years.  There  were 
also  3,057  deaths  from  chronic  nephritis, 
not  classified,  but  doubtless  largely  uremic, 
which  occurred  usually  in  younger  people. 
This  means  that  out  of  a  total  of  31,364 
deaths  in  the  state  for  one  year,  12,321 
deaths  were  almost  entirely  attributable  to 
hypertension.  We  have  no  record  of  the 
number  of  deaths  from  accidents,  pneu- 
monia, and  other  causes  in  which  hyper- 
tension was  a  contributory  factor. 

Hypertension  develops  rather  insidiously, 
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and  may  become  far  advanced  before  it  is 
discovered.  It  is  more  easily  controlled  in 
the  early  stages  than  later  in  its  course. 
Unless  treatment  is  begun  early,  before  the 
pressure  rises  much  above  130-140  systolic, 
90  diastolic,  the  arterioles  and  capillaries 
may  be  damaged  and  later  treatment  will 
be  less  effective.  A  sclerotic  arteriole  cannot 
dilate  and  depressor  substances  have  little 
or  no  effect  on  such  vessels.  After  the 
sclerotic  process  in  the  arterioles  has  be- 
come too  far  advanced,  the  blood  pressure 
can  be  lowered  only  by  depressing  the  heart 
action  or  reducing  the  blood  volume.  Both 
measures  are  dangerous  and  rarely  desir- 
able. 

Etiology  of  Hypertension 

Blood  pressure  control  appears  to  be  de- 
pendent upon  a  balance  between  a  pressor 
substance,  adrenalin,  and  a  depressor  sub- 
stance, probably  sulfocyanate'1'.  Adrenalin, 
manufactured  in  the  adrenal  gland,  main- 
tains tone  in  the  arteriolar  musculature. 
Sulfocyanates,  natural  end  products  of  pro- 
tein metabolism,  are  formed  in  the  liver  and 
flow  into  the  duodenum  in  bile.  The  potas- 
sium salt  appears  to  be  the  predominant 
form.  They  prevent,  in  health,  too  great  a 
constriction  of  arterioles  and  capillaries.  We 
have  found  that  sulfocyanates  are  naturally 
present  in  the  blood  stream  in  an  inverse 
ratio  to  the  blood  pressure.  This  finding  has 
been  substantiated  by  other  observers.  No 
person  with  a  natural  blood  sulfocyanate 
concentration  of  about  1.50  mg.  or  above  has 
been  found  with  a  systolic  pressure  above 
150  or  a  diastolic  pressure  above  90' ".  Since 
there  is  no  practical,  accurate  method  for 
the  quantitative  determination  of  adrenalin 
in  the  blood,  our  work  has  been  unfortun- 
ately limited  in  this  direction. 

Hypertension  is  caused  by  conditions 
which  increase  the  output  of  adrenalin,  in- 
hibit the  production  of  sulfocyanate,  or  com- 
bine these  effects.  In  persons  with  normal 
cardiac  output  and  normal  blood  volume  and 
viscosity,  blood  pressure  levels  are  controlled 
by  the  musculature  of  the  arterioles  and  cap- 
illaries, which  is  in  turn  controlled  by  adren- 
alin and  the  sulfocyanates.  In  cases  of  long 
standing  hypertension,  a  continual  spasm  of 
the  musculature  in  the  vessel  walls  results 
in  muscle  fatigue  and  arteriosclerosis,  even 
up  to  the  calcified  pipe-stem  arteries.    Such 

1.  Caviness.  V.  S..  Bell,  T.  A.,  and  Satterfield.  G.  H.:  The 
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vessels  are  not  elastic  and  can  neither  con- 
tract nor  relax.  As  the  intima  of  such  ves- 
sels thickens  and  constricts  the  lumen,  more 
resistance  is  offered  to  the  flow  of  blood  and 
the  blood  pressure  rises  further121. 

Treatment 
('•<  ii(  nil  measures 

Hypertension  is  most  often  seen  in  emo- 
tional, high-strung  individuals.  Psychother- 
apy plays  an  important  part  in  the  manage- 
ment of  hypertension,  not  only  because  of 
its  positive  therapeutic  value — which  is  ad- 
mittedly limited  and  temporary — but  also 
because  of  the  danger  of  raising  blood  pres- 
sure by  adverse  psychological  suggestion. 
Often  the  physician's  approach  to  the  pa- 
tient makes  a  wide  difference  in  the  effect 
of  treatment. 

Each  patient  with  hypertension  requires 
careful  individual  study  before  treatment  is 
begun.  While  the  factor  directly  responsible 
for  hypertension  is  an  imbalance  between 
pressor  and  depressor  substances,  there  are 
many  possible  causes  for  this  imbalance, 
some  of  which  can  be  eradicated.  Among 
these  are  digestive  disturbances  (sometimes 
caused  by  achlorhydria),  allergies,  sources 
of  continued  pain  or  irritation,  hyperthy- 
roidism, and  occasionally  various  renal  dis- 
orders. Whenever  possible,  these  causative 
or  contributory  factors  should  be  elimi- 
nated,3).  Should  the  patient  show  consider- 
able renal  damage,  it  would  be  unwise  to  at- 
tempt very  rapid  reduction  of  blood  pressure 
because  of  the  danger  of  producing  uremia 
as  a  result  of  impaired  renal  circulation. 
Hypertension  affects,  sooner  or  later,  prac- 
tically all  systems  of  the  body,  and  care 
must  be  exercised  in  blood  pressure  reduc- 
tion. Reduction  may  be  imperative  at  times, 
but  it  should  never  be  too  rapid. 

Diet  plays  a  part  in  the  treatment  of  hy- 
pertension. It  is  our  practice  to  limit  the 
amount  of  food  to  a  minimum  daily  require- 
ment. We  also  restrict  condiments  in  an  ef- 
fort to  protect  the  kidneys.  The  amount  of 
food,  however,  appears  to  be  far  more  im- 
portant than  the  selection. 

Bed  rest  lowers  the  blood  pressure  in  al- 
most all  cases,  and  the  pressure  tends  to  re- 
main somewhat  lower  as  long  as  the  indi- 
vidual stays  in  bed.    For  emergencies,  bed 
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rest  is  essential  in  treatment,  but  very  few 
patients  are  willing  to  remain  in  bed  perma- 
nently to  control  hypertension.  Any  satis- 
factory treatment  for  hypertension  must 
permit  the  individual  to  be  reasonably  active 
and  to  engage  in  a  remunerative  occupation. 
Otherwise,  the  patient  will  become  so  per- 
turbed over  his  inactivity  and  inability  to 
earn  a  livelihood  that  the  beneficial  effects 
of  rest  will  be  offset  by  worry. 

Sedatives 

Sedatives  are  very  useful  in  the  manage- 
ment of  hypertension.  In  almost  every  case 
the  pressure  can  be  reduced  to  some  extent 
by  the  use  of  small  doses  of  a  mild  sedative. 
This  reduction  is  temporary  in  many  cases, 
but  it  shows  that  the  pressure  can  be  re- 
duced and  it  helps  to  relieve  the  danger  of 
apoplexy  in  extreme  cases.  In  many  patients 
sedation  is  also  a  valuable  adjunct  to  sulfo- 
cyanates or  other  vasodilators.  One  half 
grain  of  phenobarbital  given  on  rising  and 
at  noon  takes  the  edge  off  frayed  nerves  and 
enables  most  patients  to  sleep  soundly  at 
night.  A  sedative  given  at  bedtime  is  usually 
less  effective  and  leaves  the  patient  with  a 
hang-over  the  next  morning.  Sometimes  the 
sedative  should  be  continued  over  a  long 
period  of  time,  the  dose  being  varied  accord- 
ing to  the  temperament  of  the  patient  and 
the  condition  of  the  blood  pressure. 

We  have  tried  virtually  all  the  various 
proprietary  remedies  exploited  for  hyper- 
tension, and  have  found  none  as  effective  as 
phenobarbital,  except  the  sulfocyanates141. 

Nitrites  mid  nitrates 

Nitrites  and  nitrates,  natural  constituents 
of  the  blood  stream  in  minute  amounts,  low- 
er the  systolic  pressure  temporarily,  but  ex- 
ert very  little  effect  on  diastolic  pressure. 
In  emergencies,  when  the  patient  is  threat- 
ened with  apoplexy,  nitrites  are  the  drugs 
of  choice  for  a  very  quick  effect.  Since  they 
do  not  lower  the  diastolic  pressure,  they  give 
no  protection  against  renal  damage  and 
uremia  and  only  a  questionable  protection 
against  coronary  artery  damage. 

Tissue  extracts 

Tissue  extracts,  especially  renal  and  liver 
extracts,  have  been  used  with  claims  of  suc- 
cess. The  results  reported  for  these  extracts 
have  been    very  similar  to  the  results    ob- 

i.  Caviness,  V.  S.,  Umphlet,  T.  I...  Peasley,  E.  D..  Bell,  T.  A. 
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tained  with  sulfocyanates.  In  1941  we  pre- 
pared renal  extracts  according  to  all  the 
published  methods  we  could  find151.  Extracts 
that  were  dialyzed  a  long  period  of  time 
contained  only  very  small  amounts  of  sulfo- 
cyanates, while  extracts  prepared  by  short 
dialysis  or  no  dialysis  contained  large 
amounts  of  sulfocyanates.  Some  workers 
used  extracts  which  contained  as  much  as  75 
grains  of  sulfocyanate  in  each  day's  dose. 
One  group  reported  quite  variable  results 
from  different  batches  of  renal  extracts  pre- 
pared by  different  methods.  While  we  could 
not  secure  samples  from  these  investigators 
or  get  information  as  to  the  length  of  dialy- 
sis of  the  different  batches,  we  concluded 
that  their  failures  were  probably  with 
batches  that  had  been  dialyzed  long  enough 
to  remove  the  sulfocyanates.  In  1942  Schales, 
Stead,  and  Warren"11  reported  a  series  of 
experiments  with  renal  extracts  which  were 
dialyzed  for  a  period  of  five  days.  Their  ex- 
tracts had  no  specific  depressor  effect;  pro- 
longed dialysis  had  removed  all  the  sulfo- 
cyanates from  the  renal  tissue.  So  far  as 
we  know,  tissue  extracts  produce  no  effects 
on  blood  pressure  other  than  a  non-specific 
foreign  protein  effect  or  a  sulfocyanate  ac- 
tion. 

Sulfocyanates 

Sulfocyanates,  which  are  more  effective 
than  nitrites  grain  for  grain,  are  present  in 
the  blood  stream  naturally  in  a  concentra- 
tion about  50,000  times  than  of  nitrites.  This 
fact  suggests  a  strong  rationale  for  the  use 
of  sulfocyanates  as  depressor  substances — 
a  view  which  is  further  supported  by  the 
inverse  ratio  between  natural  blood  sulfo- 
cyanate concentrations  and  blood  pressure 
levels. 

Sulfocyanates  are  proving  highly  satis- 
factory in  the  hands  of  many  experienced 
users.  Their  use  is  very  simple  and  easy, 
provided  care  is  exercised  to  keep  the  blood 
concentration  within  safe  levels.  Otherwise, 
there  is  a  decided  danger.  Several  reports 
of  deaths  from  sulfocyanates  have  been  pub- 
lished'71, some  of  which  are  insufficiently 
substantiated.  When  the  dangers  of  any 
therapeutic  measure  for  hypertension  are 
considered,  the  danger  from  the  disease  it- 
self and  its  very  high  death  rate  must  not 
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be  overlooked.  As  long  as  the  sulfocyanate 
level  is  kept  below  20  mg.  per  100  cc.  of 
blood,  there  is  no  more  than  a  negligible 
danger  of  sulfocyanate  poisoning.  Cumula- 
tive effects  are  often  seen,  however,  and  are 
prevented  only  by  careful  management  of 
each  case,  with  frequent  determinations  of 
the  blood  sulfocyanate  level. 

The  close  of  sulfocyanate  should  be  small. 
We  start  with  about  3  to  5  grains  of  potas- 
sium sulfocyanate  daily,  usually  given  in  a 
single  close.  The  patient  should  be  seen  at 
weekly  intervals,  or  more  often  if  necessary, 
and  quantitative  determinations  of  the 
blood  concentration  of  sulfocyanates  should 
be  made  weekly  until  the  level  has  become 
stabilized.  Later  they  should  be  made  at 
monthly  intervals.  The  dose  should  be  reg- 
ulated to  give  the  smallest  possible  concen- 
tration in  the  blood  that  will  effect  the  de- 
sired reduction  in  pressure.  A  concentration 
of  2  or  3  mg.  is  desirable  and  is  effective  in 
the  cases  with  a  sulfocyanate  deficiency.  Pa- 
tients in  whom  there  is  an  excess  of  adren- 
lin  require  higher  concentrations  of  sulfo- 
cyanates in  the  blood  in  order  to  restore  the 
balance  between  pressor  and  depressor  sub- 
stances. 

Gradual  reduction  of  diastolic  and  systolic 
pressure  by  sulfocyanate  in  patients  who 
have  not  developed  too  much  arteriolar  scle- 
rosis lessens  the  danger  of  such  complica- 
tions of  hypertension  as  coronary  occlusion, 
anginal  attacks,  or  apoplexy.  In  patients 
who  have  already  had  such  complications, 
sulfocyanates  are  useful  in  keeping  the 
pressure  low  enough  to  prevent  a  recurrence 
of  the  attacks. 

Old  patients  require  more  care  and  closer 
observation  than  do  younger  patients.  Oc- 
casionally older  persons  with  severe  arterio- 
lar sclerosis  may  have  feelings  of  discom- 
fort, uneasiness,  and  perhaps  some  general- 
ized aches,  if  the  pressure  is  reduced  too 
rapidly.  In  such  cases,  the  sulfocyanate 
may  be  discontinued  until  the  symptoms 
clear  up;  then  the  drug  may  be  given  again, 
perhaps  in  a  smaller  dose.  If  too  large  a 
dose  is  used  and  the  blood  level  of  sulfo- 
cyanates rises  too  high,  there  may  be  some 
emotional  upset.  Skin  rashes  occasionally 
occur.  Complications  are  quite  rare  and 
harmless,  however,  if  due  care  is  exercised 
in  the  use  of  sulfocyanates.  Nitrites  are  very 
apt  to  produce  headaches,  but  sulfocyanates 
only  rarely  do  so  if  the  pressure  is  reduced 
gradually.    There  is  no  tendency  to  acquire 
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a  tolerance  to  sulfocyanates.  and  apparently 
no  contraindications  to  their  use. 

We  have  found  the  use  of  sulfocyanates 
satisfactory  in  about  80  per  cent  of  our  pri- 
vate patients  and  in  about  68  per  cent  of  all 
cases  in  which  we  have  used  it'3'.  Results  in 
clinic  patients  cannot  be  expected  to  be  as 
good  as  those  in  private  patients,  for  two 
reasons:  (1)  They  are  not  so  cooperative, 
partly  because  of  mental  limitations  and 
partly  because  of  a  lack  of  interest  in  some- 
thing that  they  get  for  nothing;  (2)  clinic 
patients  usually  present  a  later  stage  of 
hypertension,  with  more  arteriolar  sclerosis. 

Conclusion 

Hypertension  is  directly  or  indirectly  re- 
sponsible for  more  than  40  per  cent  of  all 
deaths.  Patients  with  hypertension  should 
be  treated  early  before  arteriolar  change- 
reach  an  irreversible  stage.  Each  case  re- 
quires individual  study,  care  and  treatment. 
The  proper  general  measures,  aided  by  sul- 
focyanates, give  excellent  results  in  patients 
with  early  hypertension :  results  in  more  ad- 
vanced cases  may  be  less  satisfactory. 
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Emotions  and  Hypertension.  That  emotional 
stress  may  worsen  the  status  of  an  established  hy- 
pertension and  that  release  from  strain  may  im- 
prove the  patient's  condition  are  well  known.  The 
critical  physician  recognizes  the  decrease  in  blood 
pressure  which  occurs  during  the  patient's  first 
visits  or  when  he  meticulously  assumes  a  touted 
regime,  even  one  as  uniinpiessive  as  ritual  of  the 
pink  pill.  He  is  also  familiar  with  the  rise  of  pres- 
sure associated  with  personal,  sexual,  domestic  or 
social  tension  .  .  .  Physicians  who  do  not  recognize 
this  relation  unconsciously  encourage  their  patients 
to  drift  away  into  the  care  of  colleagues  and  quacks 
whose  powerful  asset  is  only  the  confidence  they 
create  and  their  intuitive  knowledge  of  human  na- 
ture. Such  observations,  however  thoroughly  docu- 
mented, merely  establish  mental  disturbance  as  co- 
ordinate cause;  they  do  not  suggest  that  it  can  be 
a  primary  cause  of  the  whole  disease. — Irvine  H. 
Page  and  Arthur  C.  Corcoran:  Arterial  Hyperten- 
sion. Chicago,  The  Year  Book  Publishers,  Inc.,  1945, 
p.  67. 


To  what  ever  school  of  social  philosophy  one  be- 
longs, the  fact  remains  that  it  is  the  private  physi- 
cian who  sees  the  largest  number  of  persons  in 
need  of  medical  counsel.  The  physician  knows  by 
training  and  experience  that  the  early  manifesta- 
tions of  pulmonary  tuberculosis  are  protean.  A  good 
percentage  of  his  patients  have  one  or  more  of  these 
symptoms.  Many  others  deserve  X-raying  on  gen- 
eral principles  because  of  physiological  states  con- 
ductive to  activation  of  tuberculosis.  —  William 
Courtney  Douglas-.  M.D.,  NTA  Bull.,  May,  1945. 


THE  PATHOGENESIS  OF  PEPTIC 
ULCER 

James  E.  Best,  M.D. 
Winston-Salem 

The  various  etiologic  factors  in  peptic 
ulcer  have  been  critically  examined  many 
times  in  the  literature.  As  a  usual  thing  such 
articles  are  based  on  the  assumption  that 
there  is  a  type  of  individual  who  is  predis- 
posed to  ulcer — "the  ulcer-susceptible  pa- 
tient." "the  peptic  ulcer  type,"  the  patient 
with  "the  ulcer  constitution"  or  "the  peptic 
ulcer  diathesis."  Only  recently  has  there 
been  any  attempt  to  explain  the  peptic  ulcer 
diathesis.  The  purpose  of  this  paper  is  to 
discuss  this  factor  in  its  relation  to  the  other 
pathogenic  agents,  and  to  present  a  common 
denominator  for  many  of  the  factors  which 
have  been  shown  experimentally  and  clinic- 
ally to  influence  the  development  of  peptic 
ulcer. 

The  Peptic   Ulcer  Diathesis 

Recently  several  authors  have  attempted 
to  answer  the  question.  "What  is  the  peptic 
ulcer  diathesis?"  and  have  discussed  certain 
types  of  individuals  who  appear  clinically 
to  be  more  susceptible  to  peptic  ulcer  than 
are  other  individuals.  They  place  much  em- 
phasis on  the  relationship  between  the  vari- 
ous subsequently  listed  pathogenic  factors 
and  the  so-called  peptic  ulcer  diathesis. 

The  activity'  of  the  abdominal  viscera  is 
controlled  by  the  autonomic  nervous  system. 
This  system  is  made  up  of  sympathetic  and 
parasympathetic  divisions.  These,  being 
more  or  less  antagonistic  in  their  action, 
exert  a  stabilizing  effect  on  each  other  which 
tends  to  coordinate  the  secretion,  motility, 
blood  flow,  and  other  activities  of  the  ab- 
dominal viscera.  The  action  of  the  auto- 
nomic nervous  system  is  influenced  by  num- 
erous intrinsic  and  extrinsic  factors.  Stimu- 
lation of  the  system  above  a  certain  level — 
which  varies  for  each  individual  and  which 
may  be  called  the  threshold  of  endurance — 
results  in  a  disruption  of  the  balance  be- 
tween its  two  components.  In  some  individ- 
uals this  disturbed  balance  manifests  itself 
as  a  parasympathetic  overflow  —  or.  we 
might  say,  a  diminution  in  sympathetic  re- 
activity. 

The  upper  abdominal  viscera  get  their 
parasympathetic  innervation  chiefly  through 
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the  vagus.  The  vagus  is  closely  connected 
with  the  higher  centers,  vegetative  and  cor- 
tical, as  has  been  shown  by  Cushing'11:  "Cer- 
tain experimental  observations  .  .  .  strongly 
suggest  the  presence  in  the  diencephalon  of 
a  parasympathetic  center.  From  this  center, 
apparently  tuberal  in  situation,  fiber  tracts 
pass  backward  to  relay  with  the  cranial- 
autonomic  stations  of  midbrain  and  medulla 
of  which  the  vagal  nucleus  is  by  far  the  most 
important  because  of  its  influences  upon  the 
activity  of  the  lungs,  heart,  and  upper  ali- 
mentary canal."  The  lower  abdominal  viscus 
which  concerns  us  is  the  distal  colon,  and 
it  derives  its  parasympathetic  innervation 
from  the  sacral  outflow. 

Parasympathetic  overflow  produces,  di- 
rectly, hypertonicity  or  spasm  of  the  pyloric 
sphincter,  hypermotility  of  the  gastrointes- 
tinal tract  in  general,  and  increased  and  pro- 
longed secretion  of  hyperacid  gastric  juices. 
Secretion  of  the  protective  mucus  is  first 
stimulated  and  then  inhibited.  The  stomach 
varies  between  a  state  of  atony  with  reten- 
tion and  one  of  hypermotility  with  rapid 
emptying,  depending  upon  the  state  of  the 
pyloric  sphincter  when  gastric  stimulation 
is  initiated.  The  intake  of  food  stimulates 
gastric  secretion  and  motility ;  in  the  pres- 
ence of  pylorospasm,  however,  gastric  mo- 
tility ceases  and  the  food  is  retained  in  an 
atonic  stomach.  The  normal  rest  period  of 
the  stomach  is  thus  abolished,  and  since  the 
pancreatic,  duodenal,  and  biliary  juices  are 
not  regurgitated  into  the  stomach,  their  neu- 
tralizing effects  are  absent.  The  disturbed 
muscular  action,  with  intermittent  spasm, 
interferes  with  the  normal  blood  supply  to 
the  tissues,  lowering  their  resistance  to  the 
action  of  strong  acid. 

This  condition  produced  by  parasympa- 
thetic overflow  is,  undoubtedly,  the  factor 
which  precedes  and  causes  the  formation  of 
peptic  ulcer.  The  peptic  ulcer  type  of  indi- 
vidual is  one  who,  because  of  a  low  auto- 
nomic endurance  threshold,  is  subject  to  the 
above  discussed  pathologic  physiology.  One 
or  more,  sometimes  all,  of  these  abnormal 
functions  exist  in  such  individuals,  either 
intermittently  or  persistently,  for  varying 
lengths  of  time.  Their  severity  and  the  re- 
sults of  their  presence  differ  in  various  in- 
dividuals only  in  degree.  In  some  people  this 
pathologic  physiology  is  present  to  a  degree 
which  results  in  ulcer  formation  at  the  most 
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susceptible  point  in  the  mucous  membrane 
of  the  stomach  or  duodenum.  These  people 
do  not  have  a  disease  of  the  nervous  system, 
but  merely  a  lowered  capacity  for  endur- 
ance. 

The  Development  of  Ulcer 

It  is  generally  believed  that  the  action  of 
the  acid  and  pepsin  of  the  gastric  juice  on 
the  mucosa  of  the  stomach  and  duodenum  is 
the  direct  and  immediate  cause  of  ulcer  for- 
mation. The  resistance  of  the  mucosa  is  low- 
ered by  the  effects  of  disturbed  physiology 
and  diminished  blood  supply.  Those  areas  of 
mucosa  which  are  most  continuously  bathed 
in  the  acid  chyme  are  the  usual  ulcer  sites. 
In  the  duodenum  the  first  portion,  just  out- 
side the  sphincter,  is  such  an  area.  In  the 
stomach  the  prepyloric  region  is  a  common 
site  for  ulcer  formation.  Those  ulcers  which 
occur  on  the  greater  or  lesser  curvature  of 
the  stomach  result,  in  the  motile  stomach, 
from  acid  action  which  is  influenced  by  the 
speed  and  strength  of  the  peristaltic  waves; 
in  the  atonic  stomach  they  result  from  the 
chyme  level.  The  tendency  to  chronicity  and 
recurrence  is  due  to  the  fact  that  the  under- 
lying pathologic  physiology  persists  to  a 
greater  or  lesser  degree  over  varying  inter- 
vals of  time. 

Factors  Conditioning  the  Endurance 

Threshold  of  the  Autonomic 

Nervous  System 

The  hereditary  factor  in  peptic  ulcer  for- 
mation is  demonstrated  by  the  frequent  oc- 
currence of  peptic  ulcers  or  allied  gastro- 
intestinal disturbances  in  several  members 
of  one  family.  The  other  factor,  which  I  be- 
lieve to  be  far  more  important,  is  the  influ- 
ence of  environment  in  conditioning  the 
nervous  constitution  of  the  individual.  Psy- 
chologic impressions  occurring  throughout 
life  result  in  conflicts  of  the  conscious  and 
subconscious  mind  which  predispose  the  in- 
dividual to  abnormal  psychic  responses. 
Such  conflicts  will  be  shown  later  to  be  a 
very  important  trigger  mechanism  in  dis- 
turbing the  autonomic  nervous  system. 

Secondary  or  Trigger  Factors 

Innumerable  secondary  factors  influenc- 
ing the  etiology  of  peptic  ulcer  in  the  patient 
with  a  peptic  ulcer  constitution  have  been 
reported.  In  the  individual  with  a  low 
threshold    of  endurance    of  the    autonomic 
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nervous  system,  these  factors  act  as  trigger 
mechanisms  to  overthrow  the  balance  of  the 
sympathetic  and  parasympathetic  systems, 
thus  producing  the  pathologic  physiology 
which  leads  to  the  formation  of  ulcer.  These 
factors  are  listed  below  in  order  of  impor- 
tance and  frequency : 

A.  Intrinsic 

1.  Neurogenic 

a.  Worry — psyehobiologic  conflicts  in  the  con- 
scious and  subconscious  mind 
1).  Mental  stress  and  strain 

c.  Psychic  trauma 

1 1  i    Love  affairs — marriage 

i  _  I    Business  reversals 

C'i    Attitude   and  feelings  with   respect    to 

self,    family,    friends,    occupation    and 

life 
i4i   Guilt 
(oi    The    bizarre    conflict?    which    relate    to 

the  instinct  of  self-preservation 

d.  Habits — eating,    sleeping,    recreation,    and 
so  forth 

2.  Disturbed  mineral  balance 

3.  Hypoglycemia 

4.  Presence  of  other  diseases,  with  complications 
of  toxic  and  psychic  influences 

5.  Avitaminosis  and  lowering  of  general  resist- 
ance 

6.  Fatigue — from  overwork,  over-indulgence  in 
sexual  activities,  and  combinations  of  other 
factors 

7.  Allergy 

8.  Infections 

B.  Extrinsic 

1.  Alcohol 

2.  Tobacco 

3.  Caffeine 

It  is  generally  believed  that  not  one.  but 
a  combination  of  the  above  factors  are  us- 
ually present  in  any  given  individual  and 
have  a  cumulative  influence. 

Conclusi 

The  primary  factor  in  the  production  of 
chronic  peptic  ulcer  is  a  parasympathetic 
overflow  resulting  from  stimulation  of  the 
autonomic  nervous  system  beyond  its  capa- 
city for  normal  function.  An  individual 
whose  autonomic  nervous  system  has  a  low 
threshold  of  endurance  is  said  to  have  the 
peptic  ulcer  diathesis.  Parasympathetic 
overflow  results  in  hypermotility.  hyper- 
secretion, and  hyperacidity  of  the  upper 
gastro-intestinal  tract —  the  factors  directly 
responsible  for  ulcer  formation.  The  num- 
erous pathogenic  agents  listed  in  the  litera- 
ture are  to  a  large  degree  secondary  or  trig- 
ger factors  which  stimulate  the  autonomic 
nervous  system  beyond  its  threshold  of  en- 
durance. These  trigger  factors  are  usually 
multiple  and  have  a  cumulative  effect.  Be- 
cause the  presence  of  these  factors  is  so 
variable,  each  individual  with  peptic  ulcer 


diathesis    is    constantly    having    remissions 
and  recurrences  of  symptoms. 

The  human  body  is  not  an  organism  that 
is  static  and  immutable,  but  a  highly  com- 
plex and  integrated  mechanism  which  must 
adjust  itself  continuously  to  the  forces  of  its 
environment,  both  external  and  internal.  It 
is  my  opinion  that  the  peptic  ulcer  syndrome 
is  one  of  those  widespread  human  afflictions 
which,  like  cancer  and  tuberculosis,  can  be 
controlled  to  a  large  degree  by  education 
directed  toward  prevention  through  under- 
standing. 


THE   PREVENTION  OF  ECLAMPSIA 

Albert  F.  Lee,  M.D. 
Seattle,  Washington 

More  can  be  accomplished  by  the  preven- 
tion of  eclampsia  and  pre-eclampsia  than  by 
the  treatment  of  these  elusive  disorders,  the 
cause  of  which  is  still  unknown.  The  only 
etiological  factor  found  consistently  in  pa- 
tients with  these  conditions  is  pregnancy, 
and  every  pregnant  woman  can  become  a 
candidate  for  one  of  the  varied  forms  of 
toxemia. 

"Prevenception" 

The  first  step  in  preventing  toxemia  of 
pregnancy  is  to  prevent  pregnancy  in  women 
who  are  "poor  risks."  Included  in  this  group 
are  those  with  essential  hypertension,  those 
with  cardiac  disease,  the  obese,  the  diabetics. 
and  the  large  group  of  nephritic  patients 
who  are  relatively  symptom-free  in  the  non- 
pregnant state  but  who  cannot  go  through 
a  pregnancy  without  functional  embarrass- 
ment, leading  all  too  frequently  to  death. 
Elderly  candidates  for  pregnancy  should  be 
studied  carefully,  and  conception  should  not 
be  allowed  if  there  is  sufficient  organic  or 
functional  weakness  to  make  the  added  load 
of  pregnancy  dangerous.  In  this  group  of 
"poor  risk"  patients  the  incidence  of  toxemia 
and  other  obstetrical  complications  is  much 
greater  than  in  normal  women.  We  should 
carefully  weigh  our  findings  in  each  individ- 
ual case,  preventing  pregnancy  whenever 
possible  in  those  whose  lives  might  be  en- 
dangered by  it.  The  desire  for  motherhood 
is  a  strong  force  in  many  of  these  women, 
and  it  seems  to  be  strengthened  by  the  phy- 

Read  before  the  Spring  Meeting  of  the  Washington  State 
Obstetrical  Association,  March  -">.  1944. 
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sical  handicap.  The  physician  should  state 
the  true  risks  to  his  patient  and  her  family, 
and  if  the  desire  for  pregnancy  wins,  he 
should  do  his  best  to  see  her  through. 

Prenatal  Care 

The  most  important  factor  in  the  preven- 
tion of  toxemia  and  eclampsia  is  adequate 
prenatal  care.  A  complete  history,  physical 
examination,  and  laboratory  study  should 
be  done  early  in  the  pregnancy.  DeLee"1  has 
suggested  the  removal  of  foci  of  infection 
such  as  the  appendix,  the  gallbladder,  the 
tonsils,  and  abscessed  teeth.  If  any  such 
corrective  measures  are  indicated,  they 
should  be  carried  out  early  in  the  prenatal 
program. 

The  prenatal  visits  should  be  regular.  A 
suggested  schedule  is  one  visit  a  month  for 
the  first  six  months,  two  visits  a  month  for 
the  next  two  months,  and  visits  once  a  week 
or  oftener  in  the  last  month.  At  each  visit 
the  blood  pressure  and  weight  should  be  re- 
corded, the  urine  examined  for  albumin,  and 
any  edema  of  the  extremities  or  face  noted. 
The  patient  should  be  questioned  concerning 
symptoms  such  as  nervousness,  scotomata, 
headache,  pain  in  the  epigastrium,  nausea, 
and  vomiting.  If  the  systolic  blood  pressure 
is  140  or  above,  the  diastolic  pressure  90  or 
above,  or  if  there  is  any  abrupt  rise  in  pres- 
sure; if  the  weight  gain  is  more  than  2 
pounds  a  week;  if  there  is  albumin  in  the 
urine,  peripheral  edema,  headache,  or  a  sud- 
den onset  of  nausea  and  vomiting  late  in  the 
pregnancy,  we  have  presumptive  evidence 
of  pre-eclamptic  toxemia. 

Treatment  of  Pre-Eclampsia 

There  has  been  relatively  little  change  in 
the  treatment  of  pre-eclampsia  in  the  past 
few  years,  except  in  regard  to  the  amount 
of  protein  allowed  the  patient.  The  protein 
intake  of  these  toxemic  patients  is  no  longer 
restricted,  but  rather  increased.  The  sug- 
gested regimen  for  patients  with  pre-eclamp- 
sia includes:  (1)  a  salt-free  diet  rich  in  pro- 
tein; (2)  frequent  periods  of  partial  or  com- 
plete bed-rest,  depending  upon  the  severity 
of  the  case;  (3)  a  saline  cathartic  by  mouth, 
usually  one  teaspoonful  of  epsom  salts  each 
morning  (this  dose  may  be  more  agreeable 
taken  in  gelatin  capsules)  ;  (4)  restriction 
of  fluids  to  one  quart  daily,  or  to  the  amount 
of    the    previous    day's    urinary    excretion, 

1.    DeLee.    Joseph    B.:    Principles   and    Practice    of    Obstetrics, 
ed.  7,  Philadelphia,  W.  B.  Saunders  Company,   193s,  p.  3S4. 


whichever  is  larger;  (5)  sedation.  Paralde- 
hyde, orally  or  by  rectum,  has  recently  be- 
come popular  for  the  last-named  purpose. 
Douglass  and  Linn1-1  report  improved  ma- 
ternal and  fetal  mortality  figures  in  patients 
with  eclampsia  who  were  given  paralde- 
hyde by  rectum.  Sodium  amytal  and  sodium 
pentobarbital  remain  as  old  favorites.  ■ 

Patients  with  mild  pre-eclampsia  can  fol- 
low the  above  regimen  in  the  home,  but  pa- 
tients with  more  severe  toxemia  should  be  in 
the  hospital  under  closer  supervision. 

Except  in  patients  with  frank  deficiencies, 
results  with  the  oral  and  parenteral  use  of 
fractions  of  the  vitamin  B  complex  and  other 
vitamins  have  not  been  very  encouraging, 
nor  has  the  use  of  the  naturally  occurring 
and  synthetic  hormones  proved  beneficial. 
Veratrum  viride  seems  to  be  a  powerful  car- 
diac depressant,  causing  a  great  drop  in 
blood  pressure  and  slowing  of  the  pulse. 
Williams'"  found  that  patients  receiving 
Veratrum  viride  did  neither  better  nor 
worse  than  those  who  did  not  receive  it.  We 
should  remain  open  to  conviction  until  the 
results  of  further  experimental  studies  are 
shown. 

Delivery  of  the  Toxemic  Patient 

If  conservative  remedies  are  unsuccessful 
in  preventing  the  mild  condition  from  be- 
coming severe,  or  in  improving  the  severe 
condition,  the  proper  treatment  is  delivery 
of  the  fetus.  The  method  of  delivery  depends 
upon  the  indications  in  the  individual  case. 
Williams,  at  the  Johns  Hopkins  Hospital, 
found  the  maternal  mortality  among  toxemic 
patients  delivered  by  cesarean  section  to  be 
nearly  twice  that  among  such  patients  de- 
livered by  the  vaginal  route14'.  Cesarean  sec- 
tion should  be  reserved  for  the  rare  severely 
toxic  primipara  with  a  long-closed  cervix  and 
a  non-irritable  uterus,  and  for  patients  with 
demonstrable  cephalo-pelvic  disproportion. 
The  performance  of  a  cesarean  section  on  a 
toxemic  patient  with  sterilization  as  the 
prime  motive  is  highly  questionable.  The 
risks  of  cesarean  section  are  increased  in 
toxemic  patients,  whose  resistance  to  infec- 
tion is  notably  poor  and  whose  healing  pow- 
ers are  diminished.  In  my  own  experience 
I  have  seen  two  postoperative  eviscerations 
following  sections  done  on  patients  with  tox- 

2.  Douglass,  L.  H.  and  I, inn,  R.  !•'.:  Paraldehyde  in  Obstet- 
rics, with  Particular  Reference  to  Its  Use  in  Eclampsia, 
Am.  J.  Obst,   &   Gynec.    18:844-848    (May)    1949 

3.  Standcr,  H.  J.:  Williams  Obstetrics,  ed.  7,  New  York,  D. 
Appleton-t'enturv   Company,    1936,   p.    777. 

4.  Stander,   H.  J.   (3),  p.  774. 
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emia.  Certainly  delivery  from  below  is  the 
procedure  of  choice  in  most  cases.  Fortu- 
nately, medical  induction  of  labor  is  success- 
ful in  more  than  a  usual  number  of  cases 
because  the  toxemic  uterus  seems  to  be  more 
irritable  than  a  normal  pregnant  uterus. 
Pitocin,  because  it  lacks  the  vasopressor 
factor  of  pituitrin,  is  preferred  for  this  pur- 
pose. If  the  medical  induction  of  labor  fails, 
then  rupture  of  the  membranes  plus  other 
surgical  means  of  inducing  labor  is  in  order. 

Our  success  in  preventing  eclampsia  by 
delivery  of  the  fetus  depends  upon  the  de- 
gree to  which  we  can  lower  the  blood  pres- 
sure, increase  the  urinary  excretion,  and  re- 
duce edema.  Complete  bed  rest,  isolation,  the 
intravenous  use  of  hypertonic  glucose  and 
magnesium  sulfate,  and  adequate  sedation 
will  help  to  accomplish  these  aims. 

The  choice  of  the  sedative  to  be  used  dur- 
ing labor  is  important.  Among  the  drugs 
recommended  for  this  purpose  are  paralde- 
hyde, sodium  amytal,  sodium  pentobarbital, 
scopolamine,  and  morphine — separately  or 
in  varied  combinations.  Attaining  the  prop- 
er degree  of   obstetrical  analgesia   plus   the 


added  sedation  necessary  to  prevent  convul- 
sions is  a  real  problem  in  the  care  of  these 
patients.  Too  light  sedation  means  appre- 
hension and  the  risk  of  convulsions,  and  too 
deep  sedation  may  cause  pulmonary  edema 
and  circulatory  collapse. 

The  types  of  anesthesia  suitable  for  labor 
or  cesarean  section  are,  in  order  of  prefer- 
ence, local  anesthesia,  caudal  anesthesia, 
and  ether  anesthesia. 

Conclusion 

The  five  major  rules  for  prevention  of 
eclampsia  are  as  follows: 

1.  Discourage  pregnancy  in  "poor  risk" 
women. 

2.  Give  adequate  prenatal  care. 

3.  Render  early  and  adequate  treatment 
to  patients  with  pre-eclampsia. 

4.  In  the  unimproved  cases  of  toxemia  of 
pregnancy  deliver  the  fetus  by  the  vag- 
inal route  or,  if  necessary,  by  a  cesar- 
ean section. 

5.  Choose  wisely  the  sedative  and  anes- 
thetic to  be  used  for  the  delivery. 


BILATERAL  CRYPTOPHTHALMUS 
AND  SYNDACTYLISM 

Case  Report 

Adam  T.  Thorp,  M.D. 

Rocky  Mount 

The  accompanying  picture  looks  very 
much  like  that  of  a  normal  dead  newborn 
baby.  The  unusual  feature,  which  does  not 
show  up  very  well  in  the  picture,  is  that 
there  is  no  suggestion  of  apertures  for  the 
eyes,  but  merely  a  continuation  of  skin  from 
the  brow  downward.  The  eyes  could  be  pal- 
pated beneath  the  places  where  the  lids 
should  have  been,  but  the  skin  was  absolute- 
ly smooth.  There  was  also  complete  syndac- 
tylism of  both  hands  and  feet. 
*  This  was  the  mother's  fifth  pregnancy. 
She  had  previously  had  four  miscarriages 
(at  two  to  six  months).  The  attending  phy- 
sician stated  that  no  abnormality  was  ever 
noted  in  any  of  these  fetuses.  There  was  no 
history  of  syphilis,  and  at  least  two  Wasser- 
mann  tests  were  negative.  This  fifth  preg- 
nancy was  perfectly  normal,  as  was  the  de- 
livery. Although  there  was  no  evidence  of 
birth  injury,  the  baby  never  breathed  well, 
and  died  a  few  hours  after  birth.  The  cause 
of  death  was  probably  atelectasis. 


November,    1945 


THUMBNAIL  SKETCH 


485 


THUMBNAIL  SKETCHES  OF  EMINENT  PHYSICIANS 

Josiah  C.  Trent,  M.D.,  Editor 

Ann  Arbor,  Michigan 


THE  EVOLUTION  OF  THE  ASEPTIC 
PRINCIPLE  IN  SURGERY 

XI 

GUSTAV   NEUBER   and 
ERNST  VON  BERGMANN 

Lucas-Championniere's  statement  that 
there  are  only  two  periods  in  the  history  of 
surgery — that  before  and  that  after  Lister 
— implies  antecedents  and  followers  of  this 
great  man.  By  standing  on  the  shoulders  of 
his  predecessors  Lister  was  able  to  solve 
the  century-old  riddle  of  wound  suppura- 
tion"1. After  careful  deliberation  and  ex- 
periment he  set  down  the  factors  necessary 
for  per  primum  healing  of  "clean"  wounds 
— namely:  (1)  The  germs  must  be  destroyed 
on  the  patient's  skin,  on  the  surgeon's  hands, 
on  the  instruments  used,  and  on  everything 
surrounding  the  area  of  operation.  (2) 
Germs  must  be  prevented  from  entering  the 
wound  during  the  operation.  (3)  Germs 
must  be  prevented  from  spreading  into  the 
wound  after  operation.  To  accomplish  these 
ends  Lister  relied  upon  chemicals,  chiefly 
carbolic  acid,  and  thereby  established  the 
system  referred  to  as  "the  antiseptic  meth- 
od." Although  his  principles  of  wound  treat- 
ment have  remained  unchanged  through  the 
years,  newer  methods  of  sterilization, 
changes  in  hospital  architecture,  and  im- 
proved surgical  technique  have  outmoded 
antisepsis  and  have  resulted  in  our  present- 
day  system  of  "aseptic"  surgery.  As  the 
aseptic  treatment  gained  favor,  there  was 
a  tendency  to  discredit  antisepsis.  Lister's 
disciples  were  quick  to  rush  to  its  support, 
saying  that  both  methods,  strictly  speaking, 
were  "aseptic,"  differing  only  in  the  details 
of  application,  and  that  the  use  of  the  two 
names  was  confusing.  For  obvious  reasons, 
however,  it  is  convenient  and  practical  to 
refer  to  the  two  methods  as  aseptic  and  anti- 
septic,   and   since   the   terms   have   become 

1.    It  was   not  uncommon   before   antisepsis   for  patients  with 
minor  wounds  to  require  two  and  a  half  to  three  months1 

hospitalization  because  of  infection.  Breast  amputations 
took  In.,.,  three  to  six  months  to  heal,  and  major  limb 
amputations  took  equally  as  long. 


deeply  rooted  in  surgical  literature  we  shall 
not  abandon  them  here. 

Among  the  first  to  realize  fully  the  impor- 
tance of  antisepsis  were  the  Germans.  As 
its  use  spread,  improvements  were  intro- 
duced and  asepsis  became  an  actuality.  Two 
German  surgeons,  Gustav  Neuber  and  Ernst 
von  Bergmann,  were  largely  responsible  for 
the  transition  from  the  "wet"  or  antiseptic 
treatment  of  wounds  to  the  "dry"  or  aseptic 
method. 

The  first  person  to  grasp  clearly  the  anti- 
septic principle  and  to  set  about  deliberately 
to  achieve  the  same  ends  by  simpler  and 
more  effective  means  was  Gustav  Neuber  of 
Kiel.  He  was  born  July  24,  1850,  at  Tondern, 
Schleswig.  He  studied  at  Halle,  Tuebingen, 
and  Kiel  under  von  Bruns,  von  Volkmann 
and  Esmarch,  and  took  his  doctorate  in  1875. 
He  participated  in  the  campaign  in  France 
during  1870  and  1871,  and  in  the  Russo- 
Turkish  war  in  1876.  From  1884  until  his 
death  in  1932  he  conducted  a  private  surgi- 
cal clinic  in  Kiel.  From  1876  until  1884 
Neuber  was  assistant  to  Esmarch,  and  it 
was  during  this  time  that  he  carried  on 
painstaking  experiments  with  antiseptic 
pressure  dressings,  new  methods  of  drain- 
age, and  other  variations  in  technique,  in 
an  attempt  to  improve  the  antiseptic  treat- 
ment of  wounds.  After  extensive  researches 
in  this  direction  he  realized  that  no  further 
progress  could  be  made  until  the  use  of 
caustic  antiseptics,  with  the  resulting  irrita- 
tion of  the  tissues,  could  be  dispensed  with. 
He  therefore  directed  his  efforts  toward 
abolishing  the  need  for  antiseptics  and 
wound  drainage.  In  1884,  after  a  break  with 
Esmarch,  he  built  in  Kiel  a  large  private  hos- 
pital planned  especially  for  the  purpose  of 
carrying  out  the  methods  of  asepsis  which 
he  had  devised.  The  hospital  was  put  in  op- 
eration in  1885,  and  a  year  later,  under  the 
title  Die  aseptische  Wundbehandlung  in 
meinen  chirnrgischen  Privat-Hospitaelern 
(fig.  1),  Neuber  published  the  details  of  his 
technique.  The  hospital  had  five  operating 
rooms  instead  of  the  usual  one,  so  that  the 
"clean"  and  "dirty"  cases  could  be  complete- 
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ASEPTISCHE  WUNDBEHANDLUNG 


CHIRURGISCHEN  PRIVAT-HOSPITALERN. 


DR.  G.  NEUBER. 


Fig.  1.  The  title-page  of  Gustav  Neuber's  ac- 
count of  the  aseptic  method  employed  in  his 
private  hospital.  (Reproduced  through  the 
courtesy  of  the  Army   .Medical  Library) 

ly  separated.  The  air  which  circulated  in  the 
operating  rooms  was  sterilized  by  heat  and 
by  passage  through  a  cotton  filter.  The  dust 
in  the  rooms  was  reduced  by  wetting  the 
walls  and  floors.  The  following  aseptic  regi- 
men was  rigidly  observed : 

(1)  Disinfection  of  the  patient.  The  pa- 
tient was  bathed  and  the  entire  body  washed 
with  a  solution  of  mercuric  bichloride.  The 
patient  was  then  clothed  in  a  clean  gown 
and  brought  into  the  operating  room.  Dur- 
ing the  induction  of  anesthesia  (chloroform) 
the  area  to  be  incised  was  again  cleansed 
with  a  bichloride  solution  and  the  entire 
body  except  for  the  operative  site  was  cov- 
ered with  a  rubber  sheet  and  drapes  steril- 
ized by  boiling.  (2)  Disinfection  of  the  pro- 
fessional personnel.  All  members  of  the  op- 
erating team  were  required  to  bathe  and 
change  their  underclothes  frequently.  Im- 
mediately before  operations  they  washed 
themselves  with  soap  and  water  and  sprayed 
the  skin  with  a  solution  of  mercuric  bi- 
chloride.  They  then  put  on  caps  and  gowns, 


again  washed  their  hands,  forearms,  and 
faces,  and  put  on  rubber  overshoes  and 
aprons  sterilized  by  boiling.  (3)  Steriliza- 
tion of  instruments  and  accessories.  All 
water  was  boiled  for  one  hour.  The  instru- 
ments were  washed  with  soap  and  water 
after  every  operation,  and  immediately  be- 
fore every  operation  were  boiled  in  water 
for  fifteen  minutes  and  placed  in  a  1  per 
cent  solution  of  carbolic  acid.  Sponges  were 
sterilized  by  boiling  and  kept  in  a  5  per  cent 
solution  of  carbolic  acid.  (4)  Care  of 
aids.  The  wounds  were  irrigated  with 
sterile  salt  solution  or  a  weak  solution  of 
mercuric  bichloride.  After  closure  without 
drainage,  a  dry  sterile  dressing  was  applied. 
(5)  The  handling  of  visitors.  The  number 
of  observers  was  kept  at  a  minimum,  and 
before  entering  the  operating  room  they 
were  required  to  undergo  the  same  process 
of  disinfection  as  the  surgical  team. 

Under  this  system  wounds  healed  more 
rapidly  and  infections  were  rare.  The  toxic 
effects  of  the  more  potent  antiseptics  were 
eliminated,  and  pain  due  to  the  frequent 
changes  of  dressings  necessary  under  the 
old  system  was  minimized.  Obviously  the 
method  of  sterilization  (boiling)  used  by 
Neuber  was  superior  to  the  more  unreliable 
method  of  the  application  of  strong  anti- 
septics. 

Asepsis  was  carried  to  its  logical  conclu- 
sion during  the  latter  part  of  the  eighties 
in  the  clinic  of  Ernst  von  Bergmann.  Born 
in  Riga,  Russia,  in  1836,  von  Bergmann 
was  graduated  at  Dorpat  in  1860  and  was 
later  made  surgical  assistant  in  the  Dorpat 
clinic.  He  served  in  the  Prussian  army  in 
1866  and  in  1870-1871,  and  with  the  Russian 
army  of  the  Danube  during  1877  and  1878. 
His  reputation  was  greatly  enhanced  by  his 
work  in  these  wars,  and  in  1878  he  was 
called  to  Wuerzburg  as  professor.  In  1882 
he  succeeded  von  Langenbeck  as  Professor 
of  Surgery  in  Berlin,  where  he  remained 
until  his  death  in  1007.  Von  Bergmann  is 
often  referred  to  as  the  father  of  modern 
German  surgery,  and  to  him  should  go  the 
credit  for  establishing  our  present  aseptic 
ritual.  Although  he  did  not  publish  the  de- 
tails of  his  technique  himself,  they  were  pub- 
lished by  his  assistant,  Curt  Schimmelbusch, 
in  1892  under  the  title,  Anleitung  zur  asep- 
tischen  Wundbehandhmg.  The  technique  dif- 
fered essentially  from  that  developed  by 
Xeuber    in    that    steam    instead    of   boiling 
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was  used  for  sterilization.  Von  Bergmann's 
routine  consisted  in  cleansing  the  skin  of  the 
patient  with  soap  and  water  and  alcohol  or 
ether,  then  shaving  the  operative  area  and 
washing  it  again  with  soap  and  water.  The 
instruments  were  cleaned  with  soap  and 
water  and  alcohol,  and  immediately  before 
operation  were  boiled  in  water  containing 
sodium  bicarbonate.  The  dressings  and 
drapes  were  placed  in  perforated  metal 
drums  and  sterilized  with  nascent  steam  ac- 
cording to  the  method  of  Koch1-1,  or  by 
steam  under  pressure.  The  surgeon's  hands 
were  disinfected  by  scrubbing  with  a  sterile 
brush  and  soap,  followed  by  washing  in  80 
per  cent  alcohol  and  in  a  1 :2000  solution  of 
mercuric  bichloride. 

The  universal  adoption  of  the  aseptic 
principle  in  surgery  resulted  from  the  elab- 
oration and  perfection  of  the  details  of  the 
aspetic  ritual  devised  by  von  Bergmann. 
The  filling  in  of  the  complete  picture  of 
asepsis  as  it  is  practiced  today  came  with 
the  addition  of  rubber  gloves,  face  masks, 
and  sterilization  of  the  air.  These  factors 
will  be  discussed  in  the  concluding  sketch  of 
this  series. 

J.  C.  T. 

U.    See    Sketch    X. 


Work  of  Medical  Department  in  World  War  II 

In  his  Biennial  Report  to  The  Secretary  of  War, 
General  George  C.  Marshall,  Chief  of  Staff  of  the 
United  States  Army,  paid  tribute  to  the  Medical 
Department  for  its  outstanding  work  in  World  War 
II,  as  follows: 

"The  remarkable  reduction  in  the  percentage  of 
the  deaths  from  battle  wounds  is  one  of  the  most 
direct  and  startling  evidences  of  the  great  work  of 
the  Army  medical  service.  In  the  last  two  years 
Army  hospitals  treated  9,000,000  patients;  another 
2,000,000  were  treated  in  quarters  and  more  than 
80,000,000  cases  passed  through  the  dispensaries 
and  received  outpatient  treatment.  This  tremendous 
task  was  accomplished  by  45,000  Army  doctors  as- 
sisted by  a  like  number  of  nurses  and  by  more  than 
one-half  million  enlisted  men,  including  battalion-aid 
men,  whose  courage  and  devotion  to  duty  under  fire 
has  been  as  great  as  that  of  the  fighting  men  they 
assisted." 


Army   Medical  Department  Gets  Six  Per  Cent  of 
World  War  II  Decorations 

Of  the  1,400,409  decorations  given  in  World  War 
II  in  recognition  of  meritorious  service  and  gal- 
lantry, six  per  cent  were  received  by  Medical  De- 
partment personnel,  according  to  a  biennial  report 
by  General  George  C.  Marshall.  These  figures  are 
exclusive  of  the  Air  Medal  and  the  Purple  Heart. 


DDT  Again 

An  interview  with  shy,  young  Dr.  Paul  Muller  of 
the  J.  R.  Geigy  Company,  Switzerland,  to  whom  the 
world  owes  a  debt  for  the  discovery  of  the  insecti- 
cidal  properties  of  DDT,  and  tall,  suave  Dr.  Paul 
Lauger,  Director  of  Research  there,  brought  forth 
some  interesting  information  regarding  DDT. 

DDT,  as  everyone  now  knows,  is  a  contact  poison. 
What  is  not  so  well  known  is  that  the  skin  of  in- 
sects contains  a  lipoid  layer,  (a  protective  coating 
acting  in  some  ways,  like  a  raincoat)  and  DDT  goes 
into  solution  in  this  layer.  From  there  it  attacks 
the  nervous  system  of  the  insect.  The  skin  of  warm- 
blooded animals  is  entirely  different,  and  since  it 
does  not  include  this  lipoid  layer,  DDT  does  not  have 
the  same  or  even  a  similar  effect  on  man  or  other 
warm-blooded  animals.  True,  a  sufficient  quantity 
of  DDT  swallowed  or  absorbed  through  the  skin  of 
a  warm-blooded  animal  will  cause  trouble,  but  real 
danger  is  actually  slight.  Workers  in  plants  where 
DDT  powder  is  made  are  constantly  sprinkled  with 
the  dust,  with  no  untoward  effects.  When  DDT  is 
mixed  with  carriers  that  do  not  evaporate  quickly, 
such  as  kerosene,  and  applied  to  the  skin,  contact 
is  maintained  for  a  long  time  and  irritation  may 
result.  Birds  can  get  enough  DDT  internally  by 
eating  poisoned  insects  to  be  harmed  or  even  killed. 
Bees,  being  insects,  are  killed  by  contact  with  DDT. 

The  problem  of  the  carrier  is  of  primary  impor- 
tance. Molecules  of  DDT  separated  from  each  other 
have  more  chance  to  attack.  The  DDT  molecule 
bristles  with  chlorine  atoms,  and  these  are  the  key 
to  its  action.  The  freer  the  chlorines  are  to  reach  the 
surface,  the  more  efficiently  they  can  work — effec- 
tiveness of  DDT  depends  on  its  dispersal  through 
a  carrier.  For  this  reason,  a  5  per  cent  solution  of 
DDT  is  much  more  effective  than  a  100  per  cent 
powder.  By  careful  choice  of  the  type  of  carrier  and 
regulation  of  the  percentage  of  DDT,  researchers 
hope  eventually  to  be  able  to  provide  highly  specific 
insecticides.  It  might  then  be  possible  to  eliminate 
"bad"  insects  in  a  given  area  while  leaving  the  use- 
ful ones  undisturbed.  Perhaps  these  modifications 
will  make  available  products  not  in  the  least  poten- 
tially dangerous  to  people,  pets  or  livestock. 

Use  of  DDT  in  louse  control  was  well  publicized 
during  the  incipient  typhus  epidemic  in  Naples 
right  after  our  troops  landed  there  in  December, 
1943.  One  of  the  results  of  this  spectacular  victory 
was  that  all  cloth  from  which  British  army  uni- 
forms are  cut  is  now  first  dipped  in  a  DDT  solution. 

It  would  be  a  mistake  to  assume  that  DDT  is  the 
answer  to  every  insect  problem.  There  are,  in  fact, 
insects  against  which  it  is  quite  useless.  White 
grubs,  for  instance,  show  no  susceptibility  to  it,  nor 
does  the  cotton  boll  weevil.  Our  familiar  friends, 
the  cockroaches,  have  demonstrated  their  power  of 
survival  over  the  centuries,  and  do  not  fall  easy 
victims  to  DDT.  As  Dr.  Lauger  put  it,  "They  are 
not  easily  to  be  killed,  and  that  takes  more  time," 
but  they  do  succumb.  It  will  be  interesting  to  learn 
whether  or  not  the  cockroach  will  be  able  to  devise 
a  defense  against  DDT,  as  it  has  developed  defenses 
against  every  other  agent  threatening  its  continued 
existence.  There  is  no  evidence  so  far  that  a  toler- 
ance to  DDT  can  result  from  exposure  to  it. 

— Office  of  Pharmacal   Information 
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A  LAYMAN  LOOKS  AT  DOCTORS 

The  New  England  Journal  of  Medicine 
for  October  11  gives  first  place  to  the  George 
W.  Gay  Lecture  on  Medical  Ethics,  given  to 
the  students  of  Harvard  Medical  School  by 
a  professional  writer,  Mr.  Ben  Ames  Wil- 
liams. This  article  may  be  read  with  profit 
by  any  doctor,  whether  a  recent  graduate  or 
a  grizzled  veteran.  The  title  of  Mr.  Williams' 
lecture  is  "The  Greeks  Had  a  Word  for  It," 
and  its  theme  is  the  fear  which  the  doctor 
unconsciously  inspires  in  his  patients  and 
their  families,  and  the  harm  which  may  re- 
sult therefrom.  The  word  "panic"  is  derived 
from  the  Greek  god  Pan,  who  aroused  fear 
in  human  beings  when  he  appeared.  The 
present-day  prototype  of  this  god,  Mr.  Wil- 
liams Bays,  "We  call  .  .  .  'Doctor,'  and 
tremble  at  his  name." 


"The  prospect  of  summoning  a  doctor," 
continues  the  writer,  "frightens  almost 
every  layman  .  .  .  Doctors  do  not  sufficiently 
realize  the  fact  that  their  patients  are 
frightened,  and  do  not  give  enough  attention 
to  the  particular  branch  of  pathology  that 
involves  a  study  of  the  emotions." 

Half  jestingly  and  half  seriously.  Mr. 
Williams  gives  the  Harvard  students — and 
the  entire  medical  profession — much  good 
advice.  Some  of  his  epigrams  are  reminis- 
cent of  Osier  at  his  best:  "Your  medical  ed- 
ucation is  just  beginning.  If  you  are  wise, 
you  will  accept  the  fact  that  it  will  never  be 
complete  .  .  .  your  first  private  patient  will 
extend  your  education  and — if  your  mental 
capacities  endure  that  long  —  so  will  your 
last."  "Every  medical  school  should  have  a 
cause  of  lectures  given  by  patients!"  "Any 
doctor,  after  having  once  been  ill  himself,  is 
a  better  doctor  afterward."  "It  may  be  quite 
as  easy  to  make  a  well  person  sick  as  to 
make  a  sick  person  well." 

Those  who  plan  to  become  specialists  are 
warned  against  narrowing  their  professional 
vision  to  the  extent  that  they  lose  sight  of 
the  patient  as  a  whole.  As  an  example,  Mr. 
Williams  cites  the  case  of  a  psychiatrist  who 
showed  his  class  a  woman  with  a  pro- 
nounced psychosis.  Later  the  same  patient 
was  used  by  a  dermatologist  to  demonstrate 
a  skin  lesion.  Still  later  a  gastro-enterolo- 
gist  had  her  stools  studied  to  determine  the 
cause  of  her  diarrhea.  Finally  a  rural  gen- 
eral practitioner  came  in  and  immediately 
recognized  that  the  patient  had  pellagra, 
with  the  triad  of  "D"  symptoms — dementia, 
dermatitis,  and  diarrhea. 

A  very  pertinent  criticism  is  that  doctors 
too  frequently  delay  giving  their  patients 
the  results  of  such  studies  as  an  x-ray  exam- 
ination or  a  biopsy  on  which  may  hinge  the 
possibility  of  a  malignant  growth.  Mr.  Wil- 
liams tell  us  that  "Doctors  seem  to  wish  to 
be  mysterious.  They  use  long  words  for 
simple  things  .  .  .  The  human  imagination 
is  a  powerful  force,  and  it  is  easily  stimu- 
lated into  activity." 

Many  doctors,  even  if  their  crowded  days 
make  it  hard  to  allow  time  for  mere  than 
the  barest  greetings  to  their  patients  before 
becoming  professional,  will  agree  that  fre- 
quently "the  good  that  the  doctor  can  do 
the  patient  is  determined  within  a  few 
minutes  after  their  first  meeting.  If  you  are 
to  free  the  patient  of  his  fear  of  you,  if  you 
are  to  win  his  confidence  and  if  you  are  to 


November,   1945 


EDITORIALS 


489 


enlist  his  co-operation,  these  first  moments 
are  vital  .  .  .  before  a  doctor  can  do  his  best 
he  must  sell  himself  to  the  patient." 

Along  with  Mr.  Williams'  excellent  ad- 
dress should  be  read  the  article  by  Auerback 
and  Gliebe,  in  the  Journal  of  the  American 
Medical  Association  for  September  29,  en- 
titled "Iatrogenic  Heart  Disease."  The  term 
"iatrogenic"  is  derived  from  two  Greek 
words,  which  mean  "produced  by  doctors." 
As  may  be  inferred,  this  paper  deals  with 
the  too-frequent  cardiac  neuroses  which  de- 
velop "following  the  careless  or  ill-consid- 
ered remarks  of  doctors." 

While  Mr.  Williams'  address  is  not  too 
complimentary  of  the  medical  profession, 
constructive  criticism  is  worth  far  more 
than  fulsome  flattery.  It  is  good  for  us  all 
occasionally  "to  see  oursels  as  others  see  us." 


DR.  WILLIAM  H.  SMITH 

Dr.  William  H.  Smith — best  known  to  his 
friends  as  "Buff" — died  on  September  28  at 
the  age  of  63.  Dr.  Smith  was  born  in  Golds- 
boro  and  received  his  medical  education  at 
the  University  of  North  Carolina  and  the 
University  of  Pennsylvania.  Following  an 
internship  at  the  Philadelphia  Polyclinic 
Hospital,  he  came  back  to  his  native  city 
and  practiced  there  for  the  rest  of  his  life. 

Dr.  Smith  was  recognized  as  one  of  North 
Carolina's  foremost  internists,  and  was  one 
of  the  most  active  and  useful  members  of 
the  State  Medical  Society.  He  had  been 
president  of  the  State  Board  of  Medical  Ex- 
aminers, was  for  many  years  chairman  of 
the  Committee  on  Postgraduate  Education, 
and  at  the  time  of  his  death  was  the  first  vice 
president  of  the  Medical  Society  of  the  State 
of  North  Carolina.  His  usefulness  was  not 
confined  to  his  chosen  profession.  For 
twenty-four  years  he  served  as  an  elder  in 
the  First  Presbyterian  Church  of  Goldsboro; 
he  was  one  of  the  originators  of  the  Boy 
Scout  movement  in  Goldsboro,  and  was  a 
past  president  of  the  Goldsboro  Rotary  Club. 

Dr.  Smith's  many  friends  join  in  extend- 
ing to  his  family  their  deepest  sympathy. 
His  genial  presence  will  be  sadly  missed  at 
the  next  meeting  of  our  State  Society,  and 
he  will  long  be  remembered  for  his  many 
accomplishments  and  for  his  lovable  person- 
ality. 


A  CHALLENGE  TO  NORTH  CAROLINA 
DOCTORS 

On  page  498  of  this  issue  will  be  found 
a  very  important  announcement  by  Dr. 
Arthur  H.  London,  President  of  the  North 
Carolina  Pediatric  Society.  The  announce- 
ment is  self-explanatory.  It  is  hoped  that 
every  member  of  the  State  Society  will  read 
it  and  will  respond  to  the  challenge  and  the 
opportunity  that  have  come  to  North  Caro- 
lina doctors.  To  have  been  selected  as  the 
pilot  state  of  the  nation  is  a  great  honor  to 
North  Carolina,  but  it  is  also  a  great  re- 
sponsibility. 

As  Dr.  London  says,  "The  success  of  the 
venture  in  this  state  depends  entirely  upon 
the  cooperation  of  all  North  Carolina  doc- 
tors." Let  us  all  watch  for  the  questionnaire, 
fill  it  out,  and  return  it  promptly.  We  must 
meet  the  challenge. 


GENERAL  COBURN  RETIRES 

Brigadier  General  Henry  C.  Coburn,  Jr., 
after  thirty-seven  years  in  the  Medical  Corps 
of  the  United  States  Army,  has  retired  from 
service.  The  crowning  achievement  of  his 
distinguished  career,  which  spanned  both 
World  Wars,  was  the  job  he  did  as  chief 
medical  officer  at  Fort  Bragg  from  April, 
1939,  until  his  retirement.  When  he  came 
to  Fort  Bragg,  it  had  one  83-bed  hospital; 
now  it  has  three  hospitals,  capable  of  caring 
for  6,000  men,  forty-six  dispensaries,  and 
six  dental  clinics. 

Mere  figures,  however,  do  not  and  can  not 
tell  of  General  Coburn's  fine  personal  qual- 
ities— the  warmth  and  cordiality  of  his  na- 
ture and  the  sincerity  of  purpose  that  have 
endeared  him  to  his  associates  and  to  the 
civilian  doctors  who  knew  him.  North  Caro- 
lina is  proud  to  claim  him  as  an  adopted  son. 

As  General  Coburn  goes  with  Mrs.  Coburn 
to  their  home  at  Haddenfield,  New  Jersey, 
the  best  wishes  of  all  North  Carolina  doctors 
go  with  him.  It  is  hoped  that  he  will  return 
often  to  visit  our  state,  for  he  will  always  be 
welcome.  May  he  thoroughly  enjoy  the  lei- 
sure he  has  so  richly  earned. 
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PARDONABLE  DOUBT 

According  to  the  Associated  Press  a 
spokesman  at  Supreme  Allied  Headquarters 
in  Tokyo,  in  commenting  on  a  rumor  that 
General  MacArthur  "might  retire  because  of 
heart  trouble,"  stated  that  the  General  is  in 
"perfect  physical  condition"  and  has  "never 
been  more  fit  than  at  present  in  the  entire 
four  years"  campaign." 

The  legion  of  General  MacArthur's  ad- 
mirers sincerely  hope  that  these  reassuring 
words  are  true,  and  this  Journal  knows  of 
no  reason  to  think  otherwise.  It  is  unfor- 
tunate, however,  that  this  statement  is  so 
reminiscent  of  one  made  by  the  Surgeon 
General  of  the  Navy  about  the  health  of 
President  Roosevelt,  just  a  few  months  be- 
fore he  died.  It  is  probable  that  the  contrast 
between  General  MacArthur's  most  recent 
pictures  and  those  of  the  late  president — 
which,  even  when  most  skilfully  touched  up, 
bore  unmistakable  evidence  of  the  precarious 
hold  he  had  on  life — will  afford  the  public 
more  reassurance  than  any  number  of  state- 
ments by  government  spokesmen. 

The  American  people  are  by  no  means  as 
gullible  now  as  they  were  when  our  admin- 
istration began  its  policy  of  telling  them 
what  it  was  deemed  wise  for  them  to  know. 
They  have  learned  that  such  "official  state- 
ments" are  open  to  pardonable  doubt,  and 
many  who  had  never  entertained  the  slight- 
est question  of  MacArthur's  physical  fitness 
will  now  begin  to  wonder. 

Those  responsible  for  the  assumption  of 
this  "Papa  knows  best"  attitude  should  re- 
member that  there  is  a  limit  to  human  cre- 
dulity. John  Q.  Citizen  sooner  or  later  is 
apt  to  adopt  the  philosophy  of  the  Chinese 
proverb :  "Fool  me  once,  shame  on  you ;  fool 
me  twice,  shame  on  me." 


DR.  HUGH  CARTER  HENRY 

On  Sunday,  October  14,  Dr.  Hugh  Carter 
Henry  of  Richmond,  Virginia,  died,  as  he 
would  have  wished,  while  at  work.  Dr. 
Henry  was  Virginia's  first  Commissioner  of 
the  State  Department  of  Mental  Hygiene 
and  Hospitals.  He  was  born  October  31. 
1875,  and  was  graduated  from  the  Medical 
College  of  Virginia  in  1896.  Most  of  his  pro- 
fessional life  was  devoted  to  psychiatry,  and 
he  literally  worked  his  way  up  from  the 
ranks  to  the  position  of  leadership  in  psychi- 
atry in  his  native  state.    In  1911  he  became 


an  assistant  physician  at  the  Central  State 
Hospital ;  in  1924  he  was  appointed  its  super- 
intendent: and  in  1938  he  was  made  Com- 
missioner of  the  State  Department  of  Mental 
Hygiene  and  Hospitals. 

A  colleague  who  knew  him  well  writes  in 
a  personal  letter :  "Dr.  Henry  was  a  splendid 
man,  an  excellent  psychiatrist,  and  a  highly 
efficient  hospital  administrator  ...  He  had 
given  practically  all  of  his  professional  life 
to  the  mentally  sick,  most  of  it  to  the  Ne- 
groes in  the  Central  State  Hospital  of 
Petersburg  ...  He  pitched  his  official  life  on 
a  high  plane  and  kept  it  there.  He  cannot  be 
replaced." 

The  North  Carolina  Medical  Journal 
offers  to  our  Virginia  colleagues  heartfelt 
sympathy  in  the  passing  of  this  great  and 
good  man. 


DON'T  LET  GEORGE  DO  IT 

A  famous  psychologist  was  asked  the  ques- 
tion :  Is  it  harder  to  get  money  from  people 
for  charity  than  to  induce  them  to  give  time 
and  effort'.' 

His  reply  was :  "It  is  far  harder  to  induce 
people  to  give  their  time  and  effort  to  help 
the  community  than  it  is  to  induce  them  to 
give  money  ...  It  is  hard  enough  to  get 
either,  but  when  it  comes  to  asking  people 
to  roll  up  their  sleeves,  attend  meetings  late 
at  night,  get  out  and  actually  work,  instead 
of  talk,  the  attitude  of  most  people  is:  Here's 
So.  Let  George  do  it." 

Have  you,  as  a  citizen  and  Georgia  phy- 
sician, done  anything  to  stop  the  enactment 
of  legislation  which  may  take  from  you  and 
your  patients  that  which  you  are  accustomed 
to  now?  Have  you  studied  the  new  Wagner- 
Murray  bill,  Senate  Bill  1050?  Have  you 
been  satisfied  to  let  George,  do  it?  Are  you 
aware  of  the  fact  that  certain  individuals 
and  certain  groups  in  this  State  are  working 
almost  constantlv  to  facilitate  the  passage 
of  this  bill? 

Busy  as  you  are,  please  sit  down  now  and 
write  your  Representative  and  Senators  in 
the  Congress  of  the  United  States  for  a  copy 
of  the  bill,  at  the  same  time  requesting  each 
of  them  to  withhold  his  support  of  the  pro- 
posed measure.  By  all  means,  don't  let 
George  do  it  for  you.  Roll  up  your  sleeves 
now  and  "take  pen  and  paper  in  hand." 
Remember,  it's  Senate  Bill  1050. — Jo 
of  the  Medical  Association  of  Georgia.  Oc- 
tober, 1945,  p.  204. 
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CASE  REPORTS 


CLINICO-PATHOLOGICAL 
CONFERENCE 

Duke  Hospital 
Presentation  of  Case 

A  36  year  old  white,  single  farmer  was 
first  seen  in  the  Outpatient  Clinic  about  one 
year  prior  to  admission  to  the  hospital.  His 
complaints  at  that  time  were  weakness  of 
the  arms,  attacks  of  numbness  in  the  left 
forearm  followed  by  temporary  amblyopia 
and  amnesia,  and  dull  aching  in  the  lower 
abdomen.  The  symptoms  had  been  present 
for  about  twelve  months.  Examination 
showed  hyperreflexia  and  a  positive  plantar 
sign  on  the  left,  with  hypesthesia  and  dimi- 
nution of  vibratory  and  position  senses  in 
the  toes  of  both  feet.  There  was  no  cardiac 
enlargement  or  any  murmurs,  and  the  elec- 
trocardiographic tracing  was  within  normal 
limits.  The  patient  was  seen  in  the  Neurol- 
ogy Clinic  by  Dr.  Graves,  and  because  there 
was  a  questionable  history  of  lues,  inade- 
quately treated,  a  tentative  diagnosis  of 
amyotrophic  lateral  sclerosis,  possibly  on  a 
luetic  basis,  was  made. 

His  general  health  had  been  good  in  the 
past.  He  had  had  only  the  usual  childhood 
diseases,  which  were  uncomplicated,  and 
there  was  no  history  of  rheumatism  or  of 
joint  pain  at  any  time. 

About  four  months  prior  to  admission  to 
the  hospital  he  began  to  note  progressive 
exertional  dyspnea  and  orthopnea,  and  for 
two  weeks  prior  to  admission  he  was  unable 
to  sleep  because  of  paroxysmal  nocturnal 
dyspnea.  This  for  a  time  was  relieved  by 
sedatives,  but  in  the  week  prior  to  admis- 
sion he  was  awakened  by  dyspnea  almost 
every  night,  in  spite  of  sedation.  Four  days 
before  entry  he  noted  progressive  swelling 
of  the  ankles  and  hands,  and  also  became 
aware  of  a  dull  aching  pain  in  the  abdomen 
and  in  the  right  upper  quadrant. 

Physical  examination 

The  temperature  was  37.5  C.  (99.5  F.), 
pulse  110,  respiration  20,  blood  pressure  132 
systolic,  92  diastolic  in  both  arms.  The  pa- 
tient was  rather  orthopneic,  mildly  euphoric, 
and  somewhat  sluggish  mentally,  but  he  was 
in  no  acute  distress  and  there  was  no  cyan- 
osis.   The   left   pupil   was   larger   than   the 


right  and  both  reacted  sluggishly  to  light 
and  accommodation.  There  was  a  question- 
able, unsustained  rotary  nystagmus.  The 
optic  fundi  showed  nothing  remarkable  ex- 
cept for  some  engorgement  of  the  retinal 
veins.  The  mouth  and  the  throat  showed 
nothing  remarkable:  The  neck  presented  no 
abnormalities,  and  there  was  no  local  or 
general  glandular  enlargement.  The  maxi- 
mum cardiac  impulse  was  in  the  fifth  inter- 
space in  the  anterior  axillary  line.  The  pul- 
monic second  sound  was  considerably  ac- 
centuated and  the  first  sound  at  the  apex 
was  quite  loud.  There  was  a  harsh  systolic 
murmur  transmitted  to  the  axilla  and  to  the 
subscapular  space.  No  diastolic  murmur  was 
audible.  The  lungs  were  clear.  There  was 
some  tenderness  to  palpation  in  the  right 
upper  quadrant  of  the  abdomen,  and  the 
liver  margin  could  be  felt  about  6  cm.  below 
the  costal  border.  Other  organs  were  not 
palpable,  and  there  was  no  evidence  of  any 
ascites. 

On  neurological  examination  a  loss  of  vi- 
bratory sense  over  the  legs  and  the  knees 
was  noted.  The  previously  mentioned  anis- 
ocoria  and  rotary  nystagmus  were  con- 
firmed. Motor  examination  showed  left-sided 
weakness  and  some  fibrillations  in  muscles 
of  both  lower  extremities.  The  tendon  re- 
flexes were  present  on  the  right  but  seemed 
definitely  more  active  on  the  left.  The  ab- 
dominal reflexes  were  absent  on  both  sides. 
The  plantar  response  was  equivocal  on  the 
right  and  extensor  on  the  left.  The  Hoffman 
reflex  was  positive  bilaterally.  There  was 
moderate  tremor  with  past-pointing  on  the 
left.  The  gait  was  slightly  ataxic,  with 
staggering  to  the  left. 

Laboratory  findings 

The  hemoglobin  was  11.2  Gm.  or  72  per 
cent,  the  red  cell  count  3,980,000,  and  the 
white  cell  count  12,640,  with  a  normal  smear 
and  differential  count.  The  serologic  tests 
for  syphilis  were  all  negative.  The  blood 
sedimentation  rate  was  25  mm.  in  an  hour, 
corrected.  The  urine  showed  a  trace  of  al- 
bumin, 2  to  3  white  blood  cells  and  an  occa- 
sional red  cell. 

Fluoroscopy  and  a  chest  film  showed 
marked  increase  in  the  hilar  and  linear 
markings,  with  a  diffuse  clouding  at  both 
bases.  The  heart  was  considerably  enlarged 
in  all  diameters  and  the  esophagus  was  de- 
viated posteriorly  and  to  the  right  because 
of  an  enlarged  left  auricle.   This  finding  was 
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felt  to  indicate  mitral  stenosis  and  conges- 
tive failure.  Plates  of  the  skull  were  nor- 
mal. A  gallbladder  series  showed  poor  con- 
centration of  the  dye  but  good  contraction 
following  the  fatty  meal.  A  barium  enema 
was  unsuccessful  because  very  little  bari- 
um could  be  passed  beyond  the  region 
of  the  rectosigmoid;  there  appeared  some 
narrowing  in  this  region,  but  no  definite  le- 
sion. A  gastrointestinal  series  showed  a 
questionable  deformity  in  the  duodenal  bulb, 
possibly  due  to  pressure  from  the  gall- 
bladder. An  electrocardiographic  tracing 
showed  a  right  axis  deviation,  slurred  QRS 
complexes,  and  low  voltage. 

The  blood  nonprotein  nitrogen  on  admis- 
sion was  60  mg.  per  100  cc,  but  five  days 
later  it  had  fallen  to  37.  The  plasma  albu- 
min was  2.6  and  the  globulin  4.2.  Spinal 
puncture  revealed  clear  fluid  with  an  initial 
pressure  of  270  mm.  of  saline,  and  a  rise  of 
pressure  to  410  mm.  on  straining.  Spinal 
fluid  Wassermann  and  colloidal  mastic  tests 
were  negative.  The  spinal  fluid  protein  was 
34  mg.  per  100  cc.  The  stool  was  quite  black 
and  gave  a  4  plus  benzidine  reaction;  micro- 
scopic examination  showed  5  to  10  red  blood 
cells  per  high  power  field. 

Blood  cultures  were  made  on  three  occa- 
sions and  remained  sterile.  Proctoscopic 
and  sigmoidoscopic  examination  by  Dr. 
Ruffin  showed  only  intermittent  spasm  in 
the  rectosigmoid  region,  which  would  prob- 
ably account  for  the  findings  on  barium 
enema  examination. 
Course  in  the  hospital 

Since  the  patient  had  had  no  digitalis  pre- 
viously and  was  obviously  in  congestive  fail- 
ure, he  was  given  a  single  dose  of  1.2  mg.  of 
digitoxin.  The  venous  pressure  on  entry  was 
240  mm.  of  water  and  the  decholin  circula- 
tion time  33  seconds.  There  was  no  change 
in  either  of  these  tests  in  a  period  of  twenty- 
four  hours,  but  after  two  days  the  circula- 
tion time  had  fallen  to  17  seconds  and  the 
venous  pressure  to  170  mm.  of  water.  Dr. 
Orgain  confirmed  the  physical  findings. 

Under  treatment  for  cardiac  failure,  the 
patient  seemed  to  improve  somewhat.  He 
was  seen  in  consultation  by  Dr.  Sergerson, 
who  was  unable  to  explain  the  unusual  neuro- 
logic findings.  About  ten  days  prior  to  death 
the  patient's  left  leg  became  swollen  and 
pitting  edema  was  present  over  the  leg  and 
foot,  but  there  was  no  tenderness  and  Ho- 
man's  sign  was  absent.   He  was  seen  by  Dr. 


Wilson  of  the  Department  of  Surgery,  who 
did  not  think  the  patient  had  thrombophle- 
bitis and  advised  conservative  non-surgical 
therapy. 

Two  and  a  half  weeks  following  admission 
the  house  officer  was  called  because  the  pa- 
tient's respirations  had  ceased.  He  was  cy- 
anotic, although  his  pulse  was  still  present. 
After  intravenous  coramine  and  artificial 
respiration  the  breathing  was  resumed  tem- 
porarily ;  it  failed  again,  however,  and  he 
expired  in  spite  of  the  administration  of 
coramine  and  adrenalin.  An  electrocardio- 
graphic tracing  taken  a  few  moments  before 
death  showed  auricular  standstill  with  idio- 
ventricular rhythm  and  left  bundle  branch 
block.    The  ventricular  rate  was  35. 

Discussion 

Dr.  Christopher  Johnston:  If  we  were 
seeing  this  patient  for  the  first  time,  the 
finding  of  a  globular  heart  with  accentua- 
tion of  Ps,  the  history  of  dyspnea,  and  the 
presence  of  increased  venous  pressure,  to- 
gether with  the  x-ray  report  of  enlargement 
of  the  left  auricle,  would,  I  think,  force  us 
to  say  that  the  patient's  cardiac  failure  was 
on  the  basis  of  mitral  stenosis.  But  even  so, 
the  presence  of  paroxysmal  nocturnal  dysp- 
nea, which  is  almost  entirely  confined  to  pa- 
tients with  failure  of  the  left  ventricle, 
would  be  difficult  to  explain.  It  would  also 
be  difficult  to  explain  the  absence  of  a  mitral 
diastolic  murmur  and  the  relatively  sudden 
onset  of  cardiac  failure.  The  fact  is,  how- 
ever, that  this  patient  was.  apparently  exam- 
ined thoroughly  in  our  own  Outpatient  Clinic 
a  year  prior  to  his  final  admission,  and  no 
mention  of  any  cardiac  abnormality  was 
made.  It  seems  highly  unlikely,  therefore, 
that  any  significant  degree  of  cardiac  en- 
largement was  present  or  that  a  murmur, 
harsh  and  transmitted  to  the  axilla  and  the 
subscapular  space,  could  have  been  missed. 

So  far  as  the  original  neurological  condi- 
tion is  concerned,  I  shall  not  attempt  to 
make  a  diagnosis  which  baffles  the  neurol- 
ogists themselves.  There  does  not  seem  to 
be  any  clear  connection  between  the  neuro- 
logical and  the  cardiac  conditions.  It  seems 
to  me  that  we  are  faced  with  an  almost 
equally  hopeless  task  in  attempting  to  make 
a  diagnosis  of  the  cardiac  condition.  One 
might  think  of  a  luetic  aortitis  with  pro- 
gressive narrowing  of  the  coronary  open- 
ings, and  this  might  possibly  fit  in  with  the 
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rapidly  progressive  history,  but  hardly  with 
the  clinical  findings.  One  might  also  think, 
in  passing,  of  the  possibility  of  a  malignant 
growth  involving  the  myocardium.  Here 
again  the  findings  are  entirely  too  indefinite 
to  consider  this  as  more  than  a  remote  pos- 
sibility. The  only  clinical  diagnosis  that 
seems  at  all  likely  to  explain  the  history  and 
the  physical  and  accessory  findings  is  that 
of  a  coronary  occlusion  with  softening  and 
rupture  of  the  intraventricular  septum.  This 
would  naturally  throw  a  sudden  extra  bur- 
den upon  the  right  ventricle  and  cause  an 
increase  in  the  blood  pressure  of  the  pul- 
monic circulation.  It  would  also  explain  the 
dyspnea,  the  accentuated  P2,  and  also  the 
right  axis  deviation  and  the  clinical  evi- 
dences of  right-sided  cardiac  failure.  I  am 
not  sure  that  it  would  explain  enlargement 
of  the  left  auricle. 

Patholog ica I  Discussion 

Dr.  Walter  G.  Gobbel:  There  are  two 
groups  of  clinical  findings  in  this  case  which, 
although  apparently  unrelated,  can  be  ex- 
plained by  one  disease  process.  First,  there 
is  the  strange  neurological  picture  which 
dates  back  more  than  a  year  prior  to  death; 
and  secondly,  there  is  the  terminal  cardiac 
failure.  This  case  is  one  of  a  papillomatous 
myxoma  of  the  left  auricle,  which  is  at- 
tached to  the  membrane  that  partially  closes 
the  foramen  ovale.  Extending  through  the 
foramen  ovale  there  is  a  small  tumor  mass 
measuring  1  cm.  in  diameter  which  lies  in 
the  right  auricle.  The  main  tumor  mass  in 
the  left  auricle  measures  7  cm.  in  its  great- 
est diameter.  There  are  also  multiple  old 
infarcts  in  the  brain  which  are  most  prom- 
inent in  the  left  occipital  and  right  parieto- 
occipital areas.  These  infarcts  of  the  brain, 
which  are  t;he  result  of  tumor  emboli  from 
the  myxoma  in  the  left  auricle,  explain  the 
neurological  findings ;  for  the  breaking  off 
of  small  portions  of  this  friable  papilloma- 
tous tumor  occurred  early  in  the  disease  pro- 
cess before  the  tumor  became  large  enough 
to  cause  obstructive  symptoms  in  the  circu- 
lation and  cardiac  failure.  Thus,  the  patient 
had  early  neurological  symptoms  without 
signs  of  cardiac  failure.  The  gradually  in- 
creasing size  of  the  tumor  mass  accounts 
for  the  cardiac  dilatation  and  hypertrophy, 
with  chronic  passive  congestion  of  the  lungs, 
liver,  and  spleen,  hydrothorax,  pericardial 
effusion,  ascites,  edema  of  the  ankles,  and 
terminal  cardiac  failure. 


Fig.   1.  Myxoma  of  the  left  auricle. 

Brenner  in  1907  collected  33  reports  of 
cardiac  myxomas,  of  which  20  were  located 
in  the  left  auricle,  chiefly  on  the  septum  as 
in  this  case.  The  origin  of  these  tumors  is 
believed  to  be  superfluous  embryonal  tissue 
in  the  region  of  the  foramen  ovale,  where 
many  of  these  tumors  are  attached.  Curtis 
believed  that  the  process  was  not  a  genuine 
neoplasm  but  was  the  result  of  a  chronic 
inflammation  of  rheumatic  nature  producing 
nodular  outgrowths  of  the  endocardium 
which  continue  to  grow  because  of  mechan- 
ical influence  to  which  they  are  exposed.  In 
this  case,  however,  there  is  no  evidence  of 
rheumatic  heart  disease,  and  this  appears  to 
be  a  definite  neoplastic  process.  This  is  a 
rare  tumor,  only  a  small  number  having 
been  reported  in  the  literature.  This  is  the 
first  such  case  in  over  4,300  autopsies  at 
Duke  Hospital. 

Anatomical  Diagnosis 

Myxoma  of  the  left  auricle  of  the  heart, 
producing  cardiac  hypertrophy  and  dilata- 
tion (cardiac  failure). 

Tumor  emboli  obstructing  small  cerebral 
arteries  and  producing  infarcts  of  the  brain. 

Chronic  passive  congestion  of  the  lungs, 
liver  and  spleen. 

Hydrothorax,  pericardial  effusion,  ascites 
and  edema  of  the  ankles. 
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CASE  REPORTS  FROM  THE 
TUMOR  CLINIC 

North  Carolina  Baptist  Hospital 

Case  9 

Mrs.  R..  a  49  year  old  widow,  was  ad- 
mitted to  the  hospital  on  September  23,  1945. 
Her  chief  complaint  was  progressive  dyspha- 
gia and  regurgitation  of  undigested  food 
during  the  preceding  year.  She  had  lost  ten 
pounds  of  weight  in  the  last  three  months. 
She  was  constipated,  but  had  had  no  melena. 

Mrs.  R.'s  present  illness  really  started 
about  two  years  before  this  admission,  when 
she  began  having  epigastric  pain  three  to 
four  hours  after  meals  which  was  relieved 
by  alkalis.  She  had  no  nausea  or  vomiting, 
and  no  melena  or  appreciable  weight  loss  at 
this  time.  Her  appetite  was  fair.  In  No- 
vember, 1943,  a  laparotomy  was  performed 
because  these  complaints  persisted  after  a 
trial  on  an  ulcer  diet  and  antacid  medica- 
tions. The  surgeon  found  an  ulcer  measur- 
ing 2  by  2  cm.  in  the  prepyloric  area  of  the 
stomach.  A  biopsy  specimen  was  obtained, 
but  the  lesion  was  not  removed.  Pathologi- 
cal study  of  the  biopsy  specimen  revealed 
it  to  be  benign.  From  that  time  until  her 
admission  to  this  hospital,  the  patient  was 
treated  conservatively. 

No  symptoms  referable  to  other  systems 
were  elicited  in  the  history. 

Physical  examination  revealed  a  well  de- 
veloped, well  nourished  middle-aged  woman 
in  no  acute  distress.  Her  temperature  was 
98  F.,  pulse  86,  respiration  18,  blood  pres- 
sure 100  systolic,  68  diastolic.  Examination 
of  the  head,  eyes,  ears,  nose,  mouth,  and 
throat  was  not  remarkable.  No  lymphaden- 
opathy  was  found.  The  chest,  lungs,  and 
heart  were  normal.  The  abdomen  was 
rounded  but  not  tense,  and  showed  a  healed 
right  paramedian  scar  15  to  20  cm.  in  length. 
There  was  no  rigidity  or  muscle  spasm.  A 
hard  nodular  mass  extended  from  the  mid- 
epigastrium  to  about  the  left  midclavicular 
line.  The  tumor  was  easily  defined  on  its 
left  border,  but  the  edge  was  less  definite 
in  the  midline.  It  was  firmly  fixed  and  non- 
tender.  Several  examiners  felt  that  this 
represented  the  fundus  of  the  stomach.  The 
liver,  spleen  and  kidneys  were  not  felt.  Pel- 
vic and  rectal  examinations  revealed  no  ab- 
normalities. 

The  laboratory  data  on  admission  were  as 
follows:  Urinalysis  normal.  Red  blood  cells. 


4,600,000;  hemoglobin.  13.2  Gm. ;  white 
blood  cells,  7,600.  The  stool  was  positive  for 
occult  blood  on  one  examination.  The  Kahn 
test  was  negative.  The  total  serum  proteins 
were  6.9  Gm.  per  100  cc.  The  gastric  analy- 
sis showed  no  free  hydrochloric  acid  before 
or  after  histamine.  There  were  5  degrees 
of  total  acidity  both  before  and  after  hista- 
mine. Following  a  barium  enema  the  colon 
was  reported  normal.  An  x-ray  film  of  the 
stomach  and  duodenum  showed  an  organic 
lesion  of  the  fundus  of  the  stomach,  prob- 
ably tumor. 

On  October  1,  1945  a  left  transthoracic 
abdominal  exploration  was  performed,  and 
it  was  discovered  that  the  esophageal  wall 
was  infiltrated  by  neoplasm  for  a  distance 
of  approximately  4  cm.  above  the  dia- 
phragm. The  stomach  was  involved  by  a 
very  large,  hard,  infiltrating  tumor  with  the 
typical  gross  appearance  of  carcinoma.  The 
mass  measured  15  to  20  cm.  in  diameter.  It 
had  infiltrated  along  the  lesser  curvature  al- 
most to  the  pylorus.  The  stomach  could  not 
be  mobilized,  and  a  resection  was  impossible. 
Direct  extension  to  the  liver,  spleen,  and 
body  and  head  of  the  pancreas  had  occurred. 
The  omentum  was  studded  with  metastatic 
nodules.  A  specimen  for  biopsy  was  taken 
from  one  of  these.  It  was  impossible  to  de- 
liver the  jejunum  or  any  portion  of  the  small 
bowel  for  an  anastomosis  with  the  esopha- 
gus.  The  lesion  was  totally  inoperable. 

The  patient  tolerated  the  operation  well. 

Tumor  Clinic  Discussion 

Pathologist:  The  specimen  consisted  of 
a  piece  of  tissue  8x3x1  cm.  in  size,  which 
appeared  to  be  composed  mainly  of  fatty 
tissue.  In  the  end  of  this  tissue  was  a  very 
firm  area  which  was  almost  of  rock-like  con- 
sistency. This  area  was  cut  in  sections.  The 
tissue  had  a  glassy  appearance,  and  there 
were  numerous  areas  of  yellowish  discolora- 
tion. 

Microscopically,  the  supporting  tissue  was 
seen  to  be  composed  of  adult  fat  cells,  but 
it  had  been  almost  entirely  replaced  in  many 
areas  by  a  dense  sclerotic  tissue  having  a 
very  dense  collagenous  fibrous  stroma,  with 
active  fibroblasts  and  infiltrating  lympho- 
cytes. There  were  also  many  scattered,  dark- 
staining,  irregularly  shaped  cells  which 
varied  in  size.  These  were  sometimes 
crowded  between  the  fibers  of  the  stroma, 
but  in  other  areas  tended  to  group  in  small 
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clumps.  Many  mitotic  figures  were  present 
in  these  cells. 

The  pathological  diagnosis  was  undiffer- 
entiated carcinoma  of  the  gastrohepatic 
omentum,  metastatic. 

Surgeon:  This  unfortunate  patient's 
story  illustrates  a  problem  we  have  faced  on 
several  occasions.  While  the  value  of  biopsy 
of  any  questionable  lesion  is  above  dispute, 
biopsy  examination  can  assist  us  only  if  the 
true  character  of  the  lesion  is  shown  by  the 
tissue  obtained  for  pathological  examina- 
tion. There  have  been  numerous  instances 
in  this  hospital  where  repeated  biopsies  have 
had  to  be  done  before  an  accurate  diagnosis 
was  obtained. 

The  frequency  with  which  carcinoma  of 
the  stomach  is  associated  with  ulcers  located 
in  the  prepyloric  region  has  led  to  a  strong 
trend  toward  the  use  of  gastric  resection  in 
the  treatment  of  all  patients  who  present 
such  a  lesion. 

We  do  not  know  the  specific  reason  why 
either  gastric  resection  or  excision  of  the 
entire  lesion  was  not  performed  at  the  time 
of  the  patient's  laparotomy  in  November, 
1943,  but  we  must  presume  that  some  prob- 
lem related  to  anesthesia,  equipment,  or  as- 
sistants at  the  operation  led  the  surgeon  to 
decide  to  perform  only  a  biopsy  of  the  lesion. 
There  must  have  been  little  question  in  his 
mind  but  that  no  benefit  other  than  diagno- 
sis would  result  from  the  procedure. 

Our  policy  in  the  management  of  patients 
with  an  ulcer  of  the  prepyloric  region  of  the 
stomach  is  to  advise  subtotal  gastric  resec- 
tion for  any  patient  with  a  lesion  of  appre- 
ciable size,  or  with  one  which  does  not  en- 
tirely and  promptly  heal  on  an  adequate 
conservative  regimen.  We  feel  that  the  only 
hope  of  improving  the  statistical  rate  of  sur- 
vival for  patients  with  gastric  carcinoma 
lies  in  this  policy. 

Tumor  Clinic  Opinion 

Prognosis :    Hopeless 

Blame:  1.  Mismanagement  of  case  early  in 
the  course.    2.  Type  of  lesion. 

Follow-Up  Note 

On  October  10,  1945  an  esophagoscopy 
was  performed,  for  dilatation  of  the  esopha- 
gus. The  mucosa  of  the  esophagus  was  seen 
to  be  intact,  but  there  was  complete  obstruc- 
tion 4  cm.  below  the  level  of  the  phrenic 
pinchcock.    Because    of    extrinsic    pressure 


over  the  posterior  and  lateral  surfaces  of 
the  esophagus,  the  opening  was  too  small  to 
pass  a  Levin  tube  into  the  stomach.  The  pa- 
tient is  now  having  to  be  maintained  on 
parenteral  fluids. 
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J.  F.  Owen,  M.D.,  LL.B. 
Raleigh 

Moral  Turpitude:  When  the  revoca- 
tion of  a  physician's  license  depends 
upon  moral  turpitude,  his  crime  must 
be  inherently  immoral  and  not  merely 
illegal. 

In  order  to  bring  the  matter  of  moral 
turpitude  to  the  attention  of  the  profession, 
and  to  show  its  relationship  to  crime  in 
which  the  question  of  the  revocation  of  a 
physician's  license  is  in  issue,  the  following 
case  was  selected  for  review. 

This  is  an  account  of  a  criminal  proceed- 
ing in  which  a  physician  was  arrested  and 
charged  with  the  illegal  sale  of  intoxicating 
beverages.  From  the  record  we  find  that  the 
doctor,  while  actively  engaged  in  the  gen- 
eral practice  of  medicine,  also  manufactured 
a  remedy  bearing  his  name  which  was 
recommended  as  a  tonic.  Because  of  the 
high  alcoholic  content  of  this  "tonic,"  it  was 
bought  and  used  in  certain  instances  solely 
as  a  beverage.  The  physician  was  arrested 
under  the  authority  of  a  state  law  and 
charged  with  the  illegal  sale  of  intoxicating 
liquors.  The  trial  was  held  before  the  mayor 
of  the  city  where  the  crime  was  committed. 
It  should  perhaps  be  stated  in  this  connec- 
tion that  mayors,  while  acting  in  a  judicial 
capacity,  have  the  powers  usually  conferred 
upon  justices  of  the  peace.  The  doctor  was 
found  guilty  of  the  crime  as  charged  and 
was  assessed  a  fine  of  one  hundred  dollars 
and  cost.  As  further  punishment,  his  license 
to  practice  medicine  was  revoked. 

The  matter  was  then  appealed  by  the  de- 
fendant to  the  circuit  court,  where  the  judg- 
ment of  the  court  below  was  upheld  in  its 
entirety.  The  defendant  physician  upon 
proper  exceptions  brought  the  case  before 
the  Supreme  Court  for  final  disposition.  The 
Supreme  Court  began  its  deliberations  of 
the  question  involved  by  citing  the  follow- 
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ing  definition  of  moral  turpitude  as  given 
by  Black :  "Moral  turpitude  is  an  act  of  base- 
ness, vileness,  or  depravity  in  the  private 
and  social  duties  which  a  man  owes  to  his 
tVllowmen  or  to  society  in  general."  Continu- 
ing, the  court  stated  that  the  act  of  selling 
intoxicating  beverages  was  not  inherently 
immoral,  and  that  the  illegality  came  about 
by  the  fact  of  its  being  prohibited.  Moral 
turpitude,  according  to  the  court,  implies 
something   immoral   in   itself  regardless  of 


whether  or  not  it  is  punishable  by  law.  The 
court  of  original  jurisdiction  in  this  mat- 
ter, having  only  the  authority  of  a  justice 
of  the  peace,  could  not  order  the  revocation 
of  a  license  unless  the  crime  charged  was 
one  associated  with  moral  turpitude ;  and  as 
this  was  not  found  by  the  Appellate  Court, 
the  judgment  as  to  the  revocation  was  re- 
versed and  dismissed.  (Supreme  Court  of 
Arkansas,  fall  term,  1908.  V.  112  S.W.,  p. 
1084.) 
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THE  chest  X-ray,  reinforced  and  supplemented  by  a  wide  and  wise  choice  of  other 
diagnostic  aids,  has  brought  us  far  along  the  road  toward  control  of  human  tuberculo- 
sis. In  this  year  of  1945  medicine  pays  its  sincere  respects  to  a  half  century  of  progress  in 
the  employment  of  an  invaluable  procedure.  It  is  a  happy  circumstance  that  we  celebrate 
at  the  same  time  the  centennial  of  Wilhelm  Conrad  Roentgen's  birth. 


THE  ROENTGEN  RAY 


X-RAY  .  .  .  new  eyes  for  the  physician  .  .  . 
a  new  light  to  guide  the  hand  of  the  surgeon 
...  a  light  that  can  put  on  photographic  film 
the  record  of  damage  done  to  a  person's 
lungs  by  tuberculosis  germs.  These  things 
we  have  in  1945.  All  because  50  years  ago  a 
scientist,  at  work  in  his  laboratory,  saw 
something  he  did  not  understand  .  .  .  but  had 
sense  enough  to  investigate  .  .  . 

The  scientist  was  Wilhelm  Conrad  Roent- 
gen, professor  of  physics  at  the  University 
of  Wurzburg.  From  his  laboratory  in  1895 
came  the  announcement  that  he  had  discov- 
ered a  new  kind  of  light. 

A  New  Kind  of  Ray 

The  professor  was  doing  some  experi- 
ments with  cathode  rays.  His  apparatus  was 
a  Crookes'  tube,  and  an  induction  coil  with 
a  mercury  interrupter — standard  equipment 
for  laboratories  of  the  day.  But,  without 
knowing  why,  perhaps,  Roentgen  covered 
the  tube  with  thick  black  paper  so  that  no 
visible  light  could  come  through.  He  dark- 
ened the  room  completely.  Then  he  applied 
current  to  the  tube.  To  his  amazement  he 
saw  a  few  brightly  fluorescent  crystals  shin- 
ing in  the  darkness  on  a  table  at  some  dis- 


tance from  the  tube.  How  could  this  be? 

He  checked  to  see  that  there  was  no  leak 
in  the  thick  black  paper.  The  fluorescence 
continued.  He  knew  that  the  fluorescence 
was  caused  by  some  kind  of  light.  But  what 
kind?  Invisible  light? 

What  Roentgen  saw  had  probably  been 
seen  by  many  before  him.  But  he  was  the 
first  to  grasp  its  true  significance,  and  he 
went  to  work  at  once  to  investigate  and  in- 
terpret his  mysterious  light.  For  days  he  ate 
and  slept  in  his  laboratory.  He  did  not  want 
to  be  interrupted  in  his  work  of  putting  his 
discovery  through  one  test  after  another. 
Finally,  after  eight  weeks  of  intense  work, 
he  released  a  statement  "On  a  New  Kind  of 
Ray." 

Because  of  the  ray's  unknown  quality  he 
called  it  X-ray.  But  there  were  many  things 
about  it  that  were  known  to  him.  His  experi- 
ments had  shown  that  the  ray  could  pass 
through  wood,  paper,  flesh  and  many  other 
materials  through  which  ordinary  light  can- 
not go.  He  noted  that  the  ray  could  go 
through  some  objects  more  easily  than 
through  others.  For  example,  when  he  held 
his  hand  between  the  tube  and  a  fluorescent 
screen  he  could  see  the  shadow  of  the  bones 
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in  outline.  Substituting  a  photographic  plate 
for  the  screen,  he  made  a  photograph  of 
Mrs.  Roentgen's  hand.  The  result  was  the 
first  X-ray  picture — a  photograph  showing 
bones  and  a  metal  ring,  but  no  flesh. 

World  Reaction 

Public  announcement  of  Roentgen's  dis- 
covery brought  instant  attention.  The  world 
of  science  and  medicine  was  quick  to  see  the 
benefits  that  the  new  ray  would  bring  to 
mankind.  If  Roentgen  could  use  his  "light 
that  never  was  on  land  or  sea"  to  make  such 
a  photograph  of  his  wife's  hand,  why 
couldn't  it  be  used  to  show  broken  and  dis- 
eased bones,  or  even  diseased  organs  of  the 
body  ? 

Magazines  of  the  day  carried  articles  that 
marvelled  at,  as  well  as  made  fun  of,  the  dis- 
covery. News  of  Roentgen's  rays  rivalled  the 
headlines  of  the  Boer  war  in  the  daily  pa- 
pers. Who  was  this  man  whose  name  was 
suddenly  known  to  everyone? 

The  Man 

Wilhelm  Conrad  Roentgen  was  born  in 
Lennep,  Germany,  on  March  27,  1845.  Home, 
however,  was  Apeldoorn,  in  Holland,  where 
his  merchant  father  moved  the  family  when 
Wilhelm  was  three  years  old.  His  boyhood 
|  and  early  school  days  in  Holland  were  like 
that  of  most  boys.  In  fact,  he  was  not  con- 
I  sidered  a  very  good  or  serious  student. 

His  first  interest  in  science  came  at  the 
Zurich  Polytechnical  School  in  Switzerland 
where  he  had  the  good  fortune  to  study  with 
[August  Kundt,  an  experimental  physicist. 
[Roentgen  was  preparing  to  be  an  engineer, 
[but  he  spent  much  of  his  time  in  Kundt's 
[laboratory.  After  he  graduated  in  engineer- 
ling,  he  took  a  degree  of  doctor  of  philosophy 
Iwith  a  study  on  gases.  As  he  put  it,  "I  had 
■two  diplomas,  one  as  an  engineer  and  the 
[other  as  a  Ph.D.  .  .  .  however  I  could  not 
■bring  myself  to  go  into  engineering  ...  He 
I  (Kundt)  told  me  to  try  physical  science  .  .  . 
tin  short,  at  the  age  of  24  years,  and  already 
■practically  engaged,  I  began  to  experiment 
[and  to  study  physics  .  .  ." 

i  He  was  "practically  engaged"  to  Bertha 
iLudwig  whom  he  married  in  1872.  The 
■Roentgens  then  set  out  on  a  career  which 
Book  them  to  universities  in  Wurzburg, 
Btrassburg,  Hohenheim,  Giessen,  and  back 
Jo  Wurzburg.  At  the  University  of  Wurz- 
burg he  and  Bertha  spent  their  happiest 
rears. 


World  Acclaim 

The  happy  routine  at  Wurzburg  was,  of 
course,  affected  by  the  discovery  of  what  his 
colleagues  now  called  Roentgen  rays.  He 
lectured  on  hij  discovery  before  the  Physical 
Medical  Society  in  Wurzburg  early  in  Janu- 
ary 1896.  He  was  asked  to  give  a  personal 
demonstration  of  the  new  rays  before  Kaiser 
Wilhelm  II.  Other  invitations  came  for  him 
to  speak,  but  Roentgen  made  a  policy  of  re- 
fusing. Universities  began  to  bid  for  his 
services.  Finally  in  1900  he  accepted  the  call 
to  head  the  Physical  Institute  at  the  Uni- 
versity of  Munich.  A  year  later  he  received 
the  Nobel  prize  for  physics — the  first  year 
of  the  award. 

For  some  twenty  years  until  his  death  in 
1923,  in  Munich,  Roentgen  saw  phenomenal 
development  of  his  rays.  Industry,  agricul- 
ture, art  and  countless  other  fields  besides 
medicine  and  science  fitted  it  to  their  uses. 

X-ray  in  Tuberculosis 

Benefits  of  Roentgen's  rays  are  striking 
in  the  fight  against  tuberculosis.  Before  X- 
ray  the  physician  had  to  depend  upon  sound 
and  touch  to  find  tuberculosis.  By  the  use  of 
X-ray,  however,  tuberculosis  can  be  discov- 
ered in  its  early  stages;  treatment  can  be 
begun  when  it  will  do  the  most  good.  Today 
new  and  improved  X-ray  equipment  makes 
low-cost  X-ray  examination  of  the  chest  pos- 
sible for  everyone.  Such  mass  X-raying  of 
apparently  healthy  people  gives  new  hope 
for  the  complete  elimination  of  tuberculosis. 

To  the  zeal  and  creative  genius  of  a  scien- 
tist will  go  much  of  the  credit  for  this  prom- 
ised conquest  of  disease.  For,  although  X- 
ray  equipment  has  undergone  notable  devel- 
opment, the  principle  of  the  X-ray  itself  re- 
mains the  same  as  when  laid  down  by  Wil- 
helm Conrad  Roentgen  in  his  laboratory  on 
November  8,  1895. 

(The  contents  of  this  issue  of  TUBERCU- 
LOSIS ABSTRACTS,  adapted  for  lay  dis- 
tribution, are  available  in  the  form  of  an 
anniversary  "Roentgen"  leaflet.  If  you  wish 
a  supply  for  your  patients,  please  apply  to 
the  tuberculosis  association  in  your  com- 
munity.) 
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CORRESPONDENCE 


THE  INTRAVENOUS  USE  OF  ALCOHOL 
IN  STATUS  ASTHMATICUS 

October  10,  1945 
To  the  Editor : 

I  note  that  a  recent  article  in  the  North 
Carolina  Medical  Journal  on  the  "Treat- 
ment of  Status  Asthmaticus"111  does  not 
mention  the  use  of  alcohol.  On  looking 
in  several  standard  textbooks  of  medicine 
and  recent  medical  journals  and  finding  that 
only  the  oral  use  of  alcohol  in  this  condition 
was  mentioned,  it  occurred  to  me  that  ray 
experience  with  intravenous  alcohol  in  sta- 
tus asthmaticus  might  be  of  interest  to 
others. 

Some  three  years  ago  I  had  under  my  care 
one  of  the  most  severe  cases  of  status  asth- 
maticus it  has  ever  been  my  misfortune  to 
see.  I  had  treated  the  patient  at  intervals 
for  two  years  at  her  home  and  at  my  office, 
using  the  standard  remedies  —  adrenalin, 
adrenalin  in  oil,  ephedrine,  and  so  forth — 
with  good  results.  This  attack,  however, 
was  so  severe  as  to  necessitate  hospitaliza- 
tion. During  the  two  days  she  had  been  in 
the  hospital  all  the  usual  treatments  had 
been  tried,  but  with  no  success.  Adrenalin 
no  longer  had  any  effect.  Aminophyllin  was 
tried,  but  without  results.  Nothing  did  any 
good.  The  patient  had  been  unconscious  for 
four  hours  when  I  left  the  hospital  to  go  to 
lunch.  A  woman  who  stopped  me  to  ask 
about  the  girl's  condition  remarked,  "What 
a  pity  she  has  been  unconscious  so  long,  or 
you  might  get  her  to  drink  a  little  liquor  like 
my  grandmother  used  to  take  for  her  asth- 
ma." 

This  chance  remark  gave  me  an  idea 
which  slowly  evolved  itself.  I  went  to  my 
office  and  got  20  cc.  of  alcohol  used  for 
sterilizing  needles  and  syringes  and  made  of 
four  parts  of  195  proof  alcohol  to  one  part 
of  tap  water.  Returning  to  the  hospital,  I 
slowly  injected  this  amount  into  the  patient 
intravenously  (with  trepidation,  since  her 
husband  was  sitting  beside  her  and  I  could 
not  foretell  the  results).  Nothing  could  have 
been  more  spectacular.  Within  two  minutes 
she  was  breathing  better;  within  five  min- 
utes consciousness  was  returning;  and  in 
thirty  minutes  she  was  breathing  with  com- 
plete ease  and  sleeping  the  sleep  of  exhaus- 
tion. 

I.    Goodman,    B.   G.:    The    Treatment    of    Statu*    Asthinatieiis. 
North    Carolina    M.   J.    6:406-408    (Sept.)    1945. 


I  have  used  this  same  treatment  on  sev- 
eral cases  of  status  asthmaticus  since  then, 
almost  always  with  the  same  dramatic  re- 
sults. So  far  there  have  been  no  untoward 
effects,  except  that  one  patient  became  de- 
lightfully intoxicated  after  the  dose  was  re- 
peated at  a  close  interval. 

Intravenous  alcohol  in  my  hands  has  been 
a  truly  miraculous  drug  in  severe  status 
asthmaticus  in  "adrenalin-fast"  patients.  It 
has  been  more  effective  than  has  aminophyl- 
lin in  the  less  severe  cases.  It  must  be  given 
slowly  to  minimize  the  sclerosing  effect  on 
the  walls  of  the  vein. 

John  P.  U.  McLeod,  M.D. 

Marshville 
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AN  IMPORTANT  ANNOUNCEMENT 
The  American  Academy  of  Pediatrics  at 
its  annual  meeting  in  St.  Louis  in  November, 
1944,  approved  a  plan  of  its  "Committee  on 
Child  Health  in  the  Post-War  Period"  to 
make  a  survey  of  the  needs  of  the  children 
of  the  United  States  and  the  facilities  avail- 
able to  meet  these  needs.  The  organization 
work  of  this  survey  has  now  been  completed 
and  North  Carolina  has  been  selected  as  the 
pilot  state  for  the  survey.  The  success  of  the 
national  study  will  in  a  great  measure  de- 
pend upon  the  results  obtained  in  this  state. 
The  success  of  the  venture  in  this  state  de- 
pends entirely  upon  the  cooperation  of  all 
North  Carolina  physicians. 

The  importance  of  the  survey  cannot  be 
overemphasized.  It  is  the  first  attempt  of  an 
organized  group  of  medical  men  to  inquire 
into  its  own  affairs.  It  is  a  fact-finding  study 
undertaken  by  physicians  to  ascertain  their 
strong  and  their  weak  points. 

Many  organizations  outside  the  ranks  of 
practicing  physicians  are  quoting  figures 
and  making  recommendations  relative  to  the 
regulation  of  medical  practice.  This  survey 
offers  the  practicing  physician  opportunity 
to  determine  the  needs  of  his  own  state  and 
to  have  facts  to  help  him  determine  the  best 
methods  to  meet  these  needs. 

The  Academy  survey  in  North  Carolina  is 
sponsored  by  the  North  Carolina  Pediatric 
Society.  Dr.  Joseph  Lachman  has  been  se- 
cured to  act  as  executive  secretary. 

In  December,  a  short  questionnaire  will  be 
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sent  to  every  practicing  physician  in  the 
state.  It  is  of  the  utmost  importance  that 
this  be  filled  out  promptly  and  returned. 

The  opportunity  is  here  —  the  time  is 
short !  Will  the  physicians  of  North  Carolina 
demonstrate  to  the  country  as  a  whole  that 
they  are  interested  in  the  broader  aspects  of 
medical  practice,  or  sit  idly  by  and  be  regu- 
lated by  outsiders? 
Arthur  H.  London,  Jr.,  M.D.,  President 
North  Carolina  Pediatric  Society 


News  Notes  from  the  State  Board 
of  Health 

Dr.  Milton  J.  Rosenau,  one  of  the  world's  greatest 
authorities  on  public  health  and  preventive  medi- 
cine, came  to  this  state  in  1936  as  the  first  director 
of  the  North  Carolina  School  of  Public  Health.  Dr. 
Rosenau  recently  was  the  guest  speaker  at  a  ses- 
sion of  the  North  Carolina  Academy  of  Public 
Health,  which  is  composed  entirely  of  health  per- 
sonnel and  was  the  first  organization  of  its  kind 
ever  perfected  in  any  state  in  the  Union.  There  are, 
Dr.  Rosenau  said,  four  roads  of  public  health:  sani- 
tation, hygiene,  community  health,  and  mental  and 
moral  health,  all  leading  toward  one  common  goal 
of  perfect  health.  What  public  health  wants  to  do 
is  not  simply  to  keep  people  from  getting  sick,  but 
to  improve  the  health  level  of  all,  because  good 
health  makes  for  the  happiness  of  any  community, 
any  people.  We  spent  around  $300,000,000,000  to 
win  World  War  II,  the  first  major  war  on  record 
during  which  bullets  killed  more  people  than  dis- 
ease. It  is  not  unreasonable,  therefore,  that  we  ask 
for  millions  to  promote  public  health — as  against 
these  billions  that  were  spent  for  human  slaughter. 


News  Notes  from  the  North  Carolina 
Tuberculosis  Association 

Mr.  Kemp  D.  Battle,  prominent  Rocky  Mount  at- 
torney and  trustee  of  the  University  of  North  Caro- 
lina, has  been  appointed  chairman  of  the  1945 
Christmas  Seal  Sale  campaign  by  the  executive 
committee  of  the  NCTA.  He  succeeds  Mrs.  J.  Henry 
Highsmith  who  served  as  State  chairman  last  year. 

The  North  Carolina  Tuberculosis  Association  has 
tentatively  set  the  1945  Seal  Sale  goal  at  $285,000. 
This  is  approximately  $13,000  more  than  the  amount 
of  the  Sale  last  year. 


Winners  in  the  1945  Negro  Essay  Contest,  spon- 
sored  and   conducted   by   the   National    Tuberculosis 
Association,  the  North  Carolina  Tuberculosis  Asso- 
ciation, and  their  affiliates,  are  as  follows: 
State  Winners 

College:  First,  Miss  Lillian  V.  Black,  Shaw  Uni- 
versity; Second,  Miss  Mary  E.  Skinner,  Elizabeth 
City  State  Teachers  College;  Third,  Miss  Evelyn 
Rush,  North  Carolina  College  for  Negroes. 

High  School:  (individual  group)  First,  Miss  Mary 
M.  Crocker,  Hillsboro  Negro  High  School:  Second, 
Miss  Lillian  Dunn,  Orange  County  Training  School; 
Third,  Miss  Janis  A.  Edwards,  Lincoln  Academy. 

High  School:  (class  group)  First,  Grade  8-1,  Hill- 
side High  School,  Durham:  Second,  Science  Club, 
Washington  High  School,  Raleigh;  Third,  25  Stu- 
dents from  the  9th,  10th,  11th,  and  12th  grades, 
Carver  High  School,  Winston-Salem. 


National    Winners 

College:  Honorable  Mention,  Miss  Mary  E.  Skin- 
ner, Elizabeth  City  State  Teachers  College,  Eliza- 
beth City,  N.  C. 

High  School:  (individual  group):  Fourth,  Miss 
Lillian  Dunn,  Orange  County  Training  School, 
Chapel  Hill,  N.  C. 

High  School  (class  group):  Third,  Science  Club, 
Washington  High   School,   Raleigh,  N.  C. 


News  Notes  from  the  Bowman  Gray 

School  of  Medicine  of  Wake 

Forest  College 

An  additional  grant  of  $6,000.00  in  support  of  the 
research  conducted  by  Dr.  William  A.  Wolff,  Assist- 
ant Professor  of  Pathology,  on  tobacco,  has  been 
awarded  by  the  Camel  Cigarettes  Medical  Relations 
Division,  this  grant  makes  a  total  of  $22,651.00 
awarded  for  the  support  of  this  work. 

*  *     *     * 

A  grant  of  $2,500.00  has  been  received  from  the 
John  and  Mary  R.  Markle  Foundation  to  aid  the  re- 
search conducted  by  Dr.  David  Cayer,  Assistant 
Professor  of  Medicine,  on  the  study  of  nutrition. 

*  *     *     * 

The  following  papers  were  presented  by  members 
of  the  faculty  at  the  Southern  Medical  Association 
Meeting  in  Cincinnati,  November  12-16: 

"The  Effect  of  Anti-Reticular  Cytotoxic  Serum  in 
the  Therapy  of  Hodgkin's  Disease,"  Joseph  Aber- 
nethy,  George  T.  Harrell,  Jr.,  and  Leslie  M.  Morris. 

"Prediction  and  Requirements  Necessary  for  Ef- 
fective Penicillin  Therapy:  Comparison  of  In  Vitro 
and  In  Vivo  Response  in  Seventy-Five  Cases  of 
Acute  and  Chronic  Infections  of  Varied  Etiology" 
— Ellard  M.  Yow,  John  W.  Avera,  and  George  T. 
Harrell,  Jr. 

"The  Prevention  and  Control  of  Disturbance  of 
Proteins  in  Rocky  Mountain  Spotted  Fever  by 
Forced  Feeding" — William  L.  Venning  and  George 
T.  Harrell,  Jr. 

"Experiments  in  Medical  Education  and  Medical 
Care  in  a  New  Medical  School" — C.  C.  Carpenter. 

*  *     *     * 

A  grant  has  been  received  from  the  American 
Foundation  for  Tropical  Medicine  to  aid  in  the  pub- 
lication of  studies  done  by  the  Department  of  Medi- 
cine on  lepromin  skin  reactions. 

*  *     *     * 

The  following  paper  was  presented  at  the  meet- 
ing of  the  American  Society  of  Tropical  Medicine 
in  Cincinnati:  "An  Attempt  by  Feeding  to  Induce 
in  Animals  Reactivity  to  Trichinella  Spiralis  in  the 
Absence  of  Infection" — John  W.  Avera,  Ellard  M. 
Yow,  and  George  T.  Harrell,  Jr. 


Seventh  District  Medical  Society 

On  November  9  the  Seventh  District  Medical  So- 
ciety held  a  scientific  meeting  at  the  American  Le- 
gion Building  in  Shelby  in  the  afternoon,  and  a 
banquet  at  the  Hotel  Charles  in  Charlotte  that 
night.  Speakers  for  the  afternoon  session  were  Dr. 
H.  R.  Sherrill  of  Shelby,  Drs.  R.  T.  Bellows,  J.  E. 
Hemphill,  Monroe  T.  Gilmour  and  Paul  Kimmelstiel 
of  Charlotte,  and  Dr.  Roscoe  D.  McMillan  of  Red 
Springs.  Dr.  Oren  Moore  of  Charlotte,  president  of 
the  State  Medical  Society,  addressed  the  banquet 
meeting,  and  Dr.  Robert  L.  Bennett  of  the  Georgia 
Warm  Springs  Foundation  gave  the  scientific  ad- 
dress. 

Officers  of  the  Seventh  District  Medical  Society 
are  Dr.  I.  W.  Hill  of  Albemarle,  president;  Dr.  B. 
H.  Kendall  of  Shelby,  vice  president;  Dr.  H.  C. 
Thompson  of  Shelby,  secretary;  and  Dr.  J.  A. 
Elliott  of  Charlotte,  councilor. 
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Edgecombe-Nash  Counties  Medical 
Society 

The  October  meeting  of  the  Edgecombe-Nash 
Counties  Society  was  held  in  Rocky  Mount  on  Oc- 
tober 10.  Dr.  C.  T.  Smith  spoke  on  the  subject, 
"Embolism  and  Thrombosis." 


Forsyth  County  Medical  Society 

Dr.  Julian  M.  Ruffin  of  Duke  University,  recently 
returned  from  Europe  after  assisting  in  a  nutrition 
survey  of  the  German  people,  was  guest  speaker  at 
a  meeting  of  the  Forsyth  County  Medical  Society 
on  October  9.  His  subject  was  "Nutritional  State 
of  Civilian  Population  in  Southern  Germany." 


News  Notes 

Dr.  Stuart  Irvin  Draper  of  Raleigh  has  recently 
been  promoted  from  the  rank  of  lieutenant  colonel 
to  that  of  colonel. 

Dr.  H.  C.  Whims,  health  officer  of  the  Catawba- 
Lincoln  counties  health  unit,  resigned  on  October 
31  to  accept  a  position  as  health  officer  for  Bun- 
combe County.  He  succeeds  Dr.  Wilfred  N.  Sisk,  who 
resigned  several  months  ago. 

*  *     *     * 

Dr.  John  W.  Morris  of  North  Wilkesboro,  surgeon 
at  Wilkes  Hospital  for  seven  years,  has  gone  to 
Morehead  City  to  serve  as  associate  surgeon  to  Dr. 
B.  F.  Royal,  chief  of  staff  of  the  Morehead  City 
General  Hospital. 

$     -  n 

Dr.  P.  W.  Flagge  has  left  High  Point  to  go  to 
Fairhope,  Alabama. 

*  *     *     * 

Dr.  R.  T.  Stimpson,  Director  of  the  Bureau  of 
Vital  Statistics  of  the  State  Board  of  Health  for 
fourteen  years,  resigned  on  October  1  to  go  into  the 
general  practice  of  medicine.  He  opened  offices  in 
the  Nissen  Building,  Winston-Salem,  on  November 
1. 

*  *     *     * 

Dr.  L.  Nelson  Bell,  formerly  of  Swannanoa,  has 
recently  moved  to  Asheville. 

*  *     *     * 

Dr.  William  C.  Matthews,  formerly  of  Davidson, 
has  opened  offices  in  Charlotte  for  the  practice  of 
internal  medicine  following  his  discharge  from 
Charlotte's  38th   Evacuation   Unit. 

t  #  *  • 

Dr.  T.  Preston  White,  who  helped  organize  the 
38th  Evacuation  Unit,  was  discharged  from  the 
army  on  November  2  and  expects  to  resume  the 
practice  of  medicine  in  Charlotte  on  December  1. 

*  *     *     * 

The  following  doctors  who  have  i-ecently  been  dis- 
charged from  the  armed  services  are  resuming  civil- 
ian practice  in  North  Carolina: 

Dr.  E.  Bruce  Brooks  of  Winston-Salem 

Dr.  Harry  W.  Goswick  of  Winston-Salem 

Hi.  W.  D.  James,  Jr.  of  Hamlet 

Dr.  R.  D.  Kornegay  of  Rocky  Mount 

Dr.  A.  C.  Norfleet  of  Tarboro 

Dr.  J.  W.  Straughan  of  Warsaw 

*  *     *     * 

Dr.  E.  M.  Hutchens  of  North  Wilkesboro  died  at 
his  home  on  October  31. 

*  *     *     * 

Dr.  Ballard  Norwood  of  Oxford  is  recuperating 
From  a  recent  appendectomy. 


Sutton  Mental  Hospital 

The  state's  new  mental  hospital  at  Camp  Sutton 
was  opened  to  receive  patients  on  October  15.  All 
patients  admitted  there  will  be  transfers  from  the 
hospitals  at  Raleigh  and  Morganton.  Approximately 
500  patients  will  be  treated  there  when  the  unit  be- 
gins operating  at  capacity,  by  the  first  of  next  year. 


Southern  Chapter.  American  College 
of  Chest  Physicians 

The  Southern  Chapter  of  the  American  College 
of  Chest  Physicians  met  conjointly  with  the  South- 
ern Medical  Association  in  Cincinnati  on  November 
11  and  12.  Among  those  scheduled  to  discuss  papers 
on  the  program  were  Dr.  Karl  Schaffle  of  Asheville 
and  Dr.  M.  D.  Bonner  of  Jamestown,  North  Carolina. 


Twenty-Seven  Hundred  Doctors 
Released  During  September 

During  September  and  the  first  four  days  of  Oc- 
tober, the  Army  Medical  Department  has  separated 
2700  doctors  from  the  service  and  by  Christmas  it 
is  expected  that  14,000  doctors  will  have  been  separ- 
ated, Brig.  General  Raymond  W.  Bliss,  Acting  Sur- 
geon General  of  the  Army,  stated  recently  before 
the  House  Military  Affairs  Committee.  Through  the 
months  of  July  and  August  approximately  1300  doc- 
tors were  released. 

General  Bliss  pointed  out  that  in  proportion  to 
the  Army's  45,000  doctors  on  VE-Day,  there  are  now 
43,000  in  service,  2000  of  whom  are  recent  gradu- 
ates of  medical  schools.  With  the  high  hospital  load 
in  this  countrv,  a  large  number  of  doctors  are 
needed  to  staff  hospitals  and  separation  centers, 
which  are  now  at  peak  operation.  These  centers  re- 
quire a  total  of  2,000  doctors. 

Stating  the  approximate  total  of  patients  still  in 
Army  hospitals  to  be  400,000,  General  Bliss  con- 
cluded, "You  cannot  treat  patients  without  doctors 
.  .  .  According  to  the  laws  of  Congress  you  cannot 
seDarate  men  without  doctors  .  .  .  By  Christmas  we 
will  have  reduced  the  number  of  doctors  by  at  least 
14,000,  which  represents  more  than  thirty  per  cent 
of  the  total  corps.  At  the  same  time,  we  will  con- 
tinue to  meet  our  first  and  foremost  responsibility 
to  give  the  American  soldier  the  best  medical  care 
that  any  soldier  in  any  Army  has  ever  received." 


Colonel  Gardner  Appointed  Army 
Medical  Library  Director 

Colonel  Leon  L.  Gardner,  formerly  in  charge  of 
Public  Relations  and  Military  Intelligence.  Office  of 
The  Surgeon  General,  has  been  appointed  Director 
of  the  Army  Medical  Library,  according  to  a  recent 
announcement  by  Major  General  Norman  T.  Kirk. 
The  Surgeon  General.  He  succeeds  Colonel  Harold 
W.  Jones,  who  will  be  retired  from  active  duty  in 
January. 


Baruch  Committee  Appoints  Physical 
Rehabilitation  Consultant 

Dr.  Frank  H.  Krusen.  Director  of  the  Baruch 
Committee  on  Physical  Medicine,  has  announced  the 
appointment  of  Colonel  Howard  A.  Rusk,  Medical 
Corps,  Army  of  the  United  States,  as  Consultant  on 
Physical  Rehabilitation  for  the  Baruch  Committee. 
Colonel  Rusk,  whose  pioneering  work  as  Chief  of 
the  Convalescent  Division  of  the  Air  Surgeon  has 
attracted  national  attention,  will  make  his  head- 
quarters at  the  New  York  office  of  the  Committee 
created  a  year  ago  by  Bernard  M.  Baruch. 


November,   1945 


AUXILIARY 


501 


New  Medical  Journal 

A  new  bi-monthly  medical  journal,  Geriatrics,  de- 
voted to  research  and  clinical  reports  on  the  pro- 
cesses and  the  diseases  of  the  aged  and  aging,  will 
appear  in  January,  Modern  Medicine  Publications 
announces. 

For  some  time  the  need  for  a  journal  of  this  type 
has  been  increasingly  apparent.  The  market  among 
patients  of  fifty  and  over  is  growing  steadily.  By 
1975,  it  is  estimated  that  40  per  cent  of  our  popula- 
tion will  be  in  that  group.  Whatever  information 
serves  to  increase  the  life  span  of  the  individual, 
whether  a  matter  of  diagnosis  and  treatment,  surgi- 
cal intervention  or  proper  nutrition  is  very  much  in 
accord  with  the  thinking  of  the  times.  The  editorial 
direction  of  Geriatrics  will  stress  the  investigations 
and  advances  made  in  the  study  of  geriatrics  and 
report  on  the  clinical  applications  of  new  develop- 
ments. 

The  editor  is  Dr.  A.  E.  Hedback,  who  has  been 
the  editor  of  Modern  Medicine  since  its  inception. 
The  editorial  board  serving  with  Dr.  Hedback  con- 
sists of  a  group  of  distinguished  medical  authors 
and  editors,  specialists  in  the  field  of  geriatrics. 

Other  journals  published  by  Modern  Medicine 
Publications  include  The  Journal-Lancet  and  Modern 
Medicine,  the  journal  of  diagnosis  and  treatment. 


American  Association  on  Mental 
Deficiency 

The  sixty-ninth  annual  meeting  of  the  American 
Association  on  Mental  Deficiency  will  be  held  at  the 
Hotel  Cleveland,  Cleveland,  Ohio,  on  November  28, 
29,  30,  and  December  1,  1945.  The  program,  as  ar- 
ranged, presents  sections  on  institutional  adminis- 
tration, research,  psychiatry,  and  medicine  in  the 
field  of  mental  defect. 

The  presidential  address  will  be  given  by  E. 
Arthur  Whitney,  M.D.  of  Elwyn,  Pennsylvania,  the 
evening  of  November  29. 


Chicago  Medical  Society  Annual 
Clinical  Conference 

The  Chicago  Medical  Societv  will  hold  its  AN- 
NUAL CLINICAL  CONFERENCE  at  the  Palmer 
House,  Chicago,  Illinois,  March  5,  6,  7,  8,  1946.  All 
physicians  are  invited  to  attend  this  Conference  and 
hear  the  outstanding  specialists  from  all  sections 
of  the  country  discuss  subjects  of  major  interest. 


United  Nations  Relief  and 
Rehabilitation  Administration 

UNRRA  heath  officers  have  completed  an  ex- 
panded program  of  winter  medical  care  for  the  re- 
maining displaced  persons  in  assembly  centers  in 
U.  S.  occupied  Germany.  Care  will  include  full-scale 
hospital  and  dispensary  services  and  an  extensive 
schedule  of  preventive  medicine  based  on  standard 
public  health  procedures.  The  work  will  go  forward 
under  the  supervision  of  the  Public  Health  Branch 
of  U.  S.  Military  Government.  Approximately  500,- 
000  displaced  persons  are  said  to  be  in  the  U.  S.- 
occupied  zone  at  the  present  time. 

Anticipating  a  severe  winter  with  critical  fuel 
shortages  in  Germany,  UNRRA  doctors  are  immun- 
izing the  displaced  persons  for  typhus,  diphtheria, 
typhoid,  and  smallpox.  Supplies  of  the  sulfa  drugs 
are  being  stocked  for  pneumonia.  The  possibility  of 
typhoid  with  the  spring  thaws  is  also  being  met  now 
by  sanitation  measures  to  check  the  disease  at  its 
sources. 


FALL  BOARD  MEETING 

The  annua]  fall  meeting  of  the  Board  of 
Directors  of  the  Auxiliary  to  the  Medical 
Society  of  the  State  of  North  Carolina  was 
held  October  12  at  Sanatorium,  with  the 
president,  Mrs.  Erick  Bell,  presiding.  Forty- 
two  members  were  present  as  the  guests  of 
Dr.  and  Mrs.  P.  P.  McCain. 

Regrets  that  they  could  not  attend  the 
meeting  were  read  from  Dr.  Oren  Moore, 
president,  and  Dr.  Roscoe  McMillan,  secre- 
tary, of  the  State  Medical  Society. 

Dr.  Rachel  Davis,  of  Kinston,  Chairman 
of  the  Advisory  Board,  gave  a  short  and  in- 
formative talk  on  "Who  Are  Going  to  Be 
Our  Future  Doctors?" 

Reports  and  plans  of  officers,  committee 
chairmen,  and  councilors  were  discussed, 
with  particular  emphasis  on  medical  legisla- 
tion, post-war  planning,  juvenile  delin- 
quency, a  physical  fitness  program,  and  the 
sponsoring  of  essays  in  the  schools  on  perti- 
nent health  questions. 

Mrs.  D.  M.  Royal,  Chairman  for  Hygeia, 
the  only  national  publication  devoted  solely 
to  problems  of  health,  urged  the  sale  of  the 
magazine,  stating  that  North  Carolina  was 
far  from  being  "over  the  top." 

The  following  nominating  committee  was 
elected  to  serve  for  the  year  1945-46:  Mrs. 
K.  B.  Pace,  of  Greenville,  chairman ;  Mrs. 
A.  C.  Bulla.  Raleigh ;  Mrs.  Wingate  Johnson, 
Winston-Salem;  Mrs.  George  Mitchell,  Wil- 
son ;  and  Mrs.  John  McLain,  Dunn. 

New  by-laws,  drawn  by  Mrs.  J.  B.  Sid- 
bury  of  Wilmington,  were  discussed  and  ap- 
proved. These  will  be  presented  to  the  gen- 
eral assembly  for  adoption. 

Prizes  of  $5.00  each  were  offered: 

To  the  county  first  in  paying  all  dues  by 

Mrs.  Erick  Bell. 
To  the  county  making  the  largest  gift  to 
the  McCain  Bed  at  Sanatorium  by  Mrs. 
McCain. 
To  the  county  making  the  largest  gift  to 
the  Stevens  Bed  at  Black  Mountain  by 
Mrs.  J.  W.  Vernon,  of  Morganton. 
To  the  county  making  the  largest  gift  to 
the  Cooper  Bed  at  the  Eastern  Carolina 
Sanatorium,  in  Wilson,  by  Mrs.  K.  B. 
Pace,  of  Greenville. 
To  the  county  making  the  largest  gift  to 
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the  Student  Loan  Fund  by  Mrs.  Fred- 
erick Taylor,  of  High  Point. 

Dr.  Rachel  Davis  of  Kinston  offers  $25.00 
as  an  achievement  prize  to  the  district  which 
shows  greatest  progress  and  achievement 
along  all  lines  —  organization,  increased 
membership,  donations  to  philanthropies, 
educational  projects,  subscriptions  to  Hygeia 
and  the  Bulletin,  and  so  forth.  The  district 
winning  the  achievement  prize  will  also  win 
the  Davis  Cup.  Should  a  district  win  this 
cup  three  years  consecutively,  it  will  become 
the  property  of  that  district. 

Attractive  yearbooks  were  presented  to 
the  members  of  the  Board  by  Mrs.  Bell. 

This  very  successful  meeting  closed  with 
a  vote  of  appreciation  to  Dr.  and  Mrs.  Mc- 
Cain for  their  splendid  hospitality. 

The  Auxiliary  will  meet  at  the  Carolina 
Hotel  in  Pinehurst  May  1-2-3,  1946,  in  con- 
junction with  the  Medical  Society. 


The  Xew-Born  Infant.  A  Manual  of  Obstet- 
rical Pediatrics.  By  Emerson  L.  Stone,  M.D., 
Associate  Clinical  Professor  of  Obstetrics 
and  Gynecology,  School  of  Medicine,  Yale 
University.  Ed.  3.  314  pages.  Price,  $3.25. 
Philadelphia:   Lea  &   Febiger,   1945. 

This  well-written  manual  has  two  principal  aims: 
"111  To  correlate  and  arrange  in  orderly  fashion  a 
mass  of  data  that  is  otherwise  scattered  through 
a  vast  medical  literature;  (2)  to  emphasize  at  every 
possible  opportunity  the  obstetrician's  viewpoint 
and  responsibility."  The  book  has  thirteen  chapters, 
the  first  three  covering  the  immediate  care,  the 
physiology  and  development,  and  the  nursing  care 
of  the  normal  new-born  infant.  Three  chapters  on 
breast  feeding,  pathological  aspects  of  lactation,  and 
modified  feeding  are  followed  by  a  chapter  on 
dietary  disorders.  The  remaining  chapters  cover 
birth  injuries,  infections,  disorders  of  special  sys- 
tems, and  prematurity. 

This  book  is  written  in  an  informal,  easy-to-read 
style.  It  has  many  valuable  references,  which  are 
placed  at  the  bottom  of  the  page  rather  than  at  the 
end  of  the  chapter  or  book.  There  is  also  a  useful 
index.  The  only  typographical  error  found  was  on 
page  282,  where  the  length  of  premature  infants 
is  recorded  as  35  to  47  inches,  rather  than  centi- 
meters. 

The  book  should  be  valuable  to  pediatricians,  to 
obstetricians  who  do  not  have  ready  access  to  pedi- 
atric consultation,  and  particularly  to  general  prac- 
titioners. The  revision  is  up  to  date  except  for  rare 
spots  overlooked  by  the  author:  for  example,  al- 
though he  gives  a  good  brief  discussion  on  the  sul- 
fonamides and  mentions  penicillin,  yet  in  discussing 
meningitis  under  "convulsions"  he  states  that  the 
treatment  is  non-specific;  in  another  part  of  the 
book,  however,  the  therapy  is  adequately  covered 
under  "infections." 

It  is  a  surprise  to  find  such  a  good  pediatric  book 
written  by  an  obstetrician.  Dr.  Stone  has  apparently 
found  it  difficult  to  get  pediatric  consultation  during 
the  first  six  weeks  of  infant  life. 


Pulmonary  Edema  and  Inflammation.  Bv 
Cecil  K.  Drinker,  M.D..  D.Sc,  Professor  of 
Physiology,  School  of  Public  Health,  Har- 
vard University.  106  pages.  Price,  $2.50. 
Cambridge,  Massachusetts:  Harvard  Uni- 
versity Press,  1945. 

This  stimulating  monograph  contains  four  lec- 
tures— the  Nathalie  Gray  Bernard  lectures  deliv- 
ered in  December,  1944,  at  the  Bowman  Gray  School 
of  Medicine  of  Wake  Forest  College — together  with 
a  fifth  chapter  on  artificial  respiration.  This  work 
brings  together  the  laboratory  findings  and  clinical 
experience  of  the  last  several  years. 

Throughout  the  first  four  chapters  the  importance 
of  varying  degrees  of  oxygen-want  in  the  forma- 
tion of  pulmonary  exudates  and  transudates  is  em- 
phasized. Increased  pulmonary  pressure  is  always 
accompanied  by  some  degree  of  oxygen-want,  and 
increases  fluid  production  or  edema.  The  author 
states  that  the  use  of  oxygen  in  medicine  has  failed 
because  it  is  given  inefficiently  and  is  given  too  late. 
Oxygen  masks  are  the  best  way  to  administer  oxy- 
gen. 

Dr.  Drinker  has  repeatedly  demonstrated  in  dogs 
that  all  the  lymph  from  both  lungs,  except  for  a 
small  area  at  the  left  apex,  drains  via  the  right 
lymphatic  duct  into  the  right  subclavian  vein;  thus 
a  true  bottleneck  is  present  in  the  pathway  for  re- 
moval of  exudates  and  transudates  from  the  lungs. 

The  minute  anatomy  of  the  lung  is  clearly  dis- 
cussed and  beautifully  illustrated  from  the  author's 
own  work  and  that  of  William  Snow  Miller.  The 
functional  aspect  of  the  anatomical  arrangement  in 
both  normal  and  abnormal  states  is  especially  em- 
phasized. Dr.  Drinker  has  shown  by  carefully  con- 
ducted experiments  that  capillaries  and  arterioles 
damaged  by  burns  may  require  one  week  for  recov- 
ery. 

In  the  last  chapter  artificial  respiration  is  dis- 
cussed, and  many  of  the  controversies  regarding  the 
best  method  to  apply  are  mentioned.  The  author 
particularly  warns  against  any  method  that  uses 
the  "pressure  and  suck"  principle,  and  gives  very 
excellent  reasons  for  doing  so. 

A  timely  bit  of  advice  for  all  undergraduate  stu- 
dents, as  well  as  for  practitioners  of  medicine,  is 
contained  in  his  statement:  "Since  graduation 
(1913).  insulin,  liver  extract,  sulfa  compounds,  and 
penicillin  have  been  discovered,  what  a  group  of 
constellations  to  light  our  hopes!  But  do  not  let 
these  brilliancies  cloud  your  perceptions  of  small, 
pressing,  every-day  matters." 

This  reviewer  has  never  read  a  more  stimulating 
and  more  practical  monograph  on  any  medical  or 
related  subject. 


A  Synopsis  of  Medicine.  Bv  Sir  Henrv 
Letheby  Tidy,  Extra  Physician  to  H.  M.  the 
King,  Consulting  physician  to  St.  Thomas's 
Hospital.  Ed.  8.  1215  pages.  Baltimore: 
The  Williams  and  Wilkins   Co.,  1945. 

This  book  is  written  in  telegraphic  outline  style 
as  a  synopsis  of  medicine  for  review  and  brush-up. 
It  is  not  a  substitute  for  the  larger  textbooks  of 
medicine.  The  section  on  typhoid  fever  seems  much 
too  long  in  relation  to  more  common  diseases. 
Arthritis  is  allotted  only  two  pages,  and  the  com- 
mon cold  is  omitted.  Treatment  of  the  fungus  dis- 
eases is  totally  inadequate.  The  author  apologizes 
for  omitting  the  advances  in  chemotherapy  result- 
ing from  the  discovery  of  penicillin.  The  interpre- 
tation of  the  role  of  alcohol  in  the  production  of 
cirrhosis  is  not  that  generally  conceded  in  this 
country.  There  is  confusion  in  the  discussion  of  O 
antigen  in  typhus  fever;  a  rise  is  suggested  follow- 
ing T.A.B.  (typhoid,  paratyphoid)  vaccine.  The  in- 
dex is  quite  complete  and  adds  to  the  usefulness 
of  the  book. 
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Clinical  Biochemistry.  By  Abraham  Canta- 
row,  M.D.,  Professor  of  Physiological  Chem- 
istry, Jefferson  Medical  College;  formerly 
Associate  Professor  of  Medicine,  Jefferson 
Medical  College,  and  Assistant  Physician, 
Jefferson  Hospital;  and  Max  Trumper,  Ph. 
D.,  Lt.  Commander,  H(S),  USNR,  Naval 
Medical  Research  Institute,  National  Naval 
Medical  Center,  Bethesda,  Md.;  formerly  in 
charge  of  the  Laboratories  of  Biochemistry 
of  the  Jefferson  Medical  College  and  Hos- 
pital. Third  edition,  revised.  647  pages  with 
29  illustrations.  Price,  $6.50.  Philadelphia 
and  London:  W.  B.  Saunders  Company, 
1945. 

This  new  edition  of  Clinical  Biochemistry  will  be 
welcomed  by  those  familiar  with  this  popular  book. 
It  is  not  a  laboratory  manual;  in  fact,  laboratory 
procedures  are  not  described.  Nor  is  it  a  systematic 
and  logical  presentation  of  fundamental  knowledge; 
therefore  it  cannot  substitute  in  undergraduate 
teaching  or  in  the  library  of  the  physician  for  a 
textbook  of  biochemistry.  As  stated  by  the  authors, 
the  purpose  of  the  book  is  to  give  to  medical  stu- 
dents in  their  clinical  years  and  to  progressive  prac- 
titioners a  clear  understanding  of  the  significance 
of  chemical  findings  and  laboratory  tests  in  relation 
to  clinical  problems. 

This  third  edition,  issued  five  years  after  the  sec- 
ond, incorporates  most  of  the  recent  advances  in 
both  theoretical  and  practical  knowledge.  Many  new 
topics  have  been  added.  Among  them  the  chapter 
on  "Hormone  Assay  and  Endocrine  Functions,"  pre- 
pared by  Dr.  A.  C.  Rakoff,  is  especially  interesting 
and  stimulating.  It  is  a  concise,  clear,  and  really 
up-to-date  presentation  of  the  available  information 
on  this  difficult  topic.  The  extensive  subject  index 
and  the  bibliographic  references  at  the  end  of  each 
chapter  have  also  been  carefully  revised  and  con- 
siderably enriched.  The  new  material  represents 
probably  a  30  to  40  per  cent  increase  in  the  text; 
yet,  because  of  a  change  in  type,  the  size  of  the 
book  remains  approximately  the  same. 

The  organization  and  distribution  of  the  very 
large  amount  of  information  is  also  essentially  the 
same  as  in  the  second  edition.  In  this  respect,  how- 
ever, the  reviewer  thinks  that  much  superfluous 
repetition  could  have  been  avoided  and  a  more  com- 
pact and  complete  picture  could  have  been  obtained 
if  the  discussion  of  many  subjects  had  not  been  dis- 
tributed among  various  chapters.  For  example,  sep- 
arate sections  on  the  galactose  tolerance  test  are 
found  under  the  headings  of  "normal  alimentary  re- 
actions," "abnormal  alimentary  responses"  and 
"hepatic  functions";  the  diabetic  lipemia  is  discussed 
in  the  chapters  on  "Lipid  Metabolism"  and  on 
"Diabetes."  These  and  a  few  other  deficiencies  do 
not  detract  substantially  from  the  value  of  the  book 
which,  because  of  the  extensive  information  and  its 
reliability,  represents  a  useful  contribution  to  the 
bridging  of  the  gap  between  fundamental  biochem- 
istry and  clinical  medicine. 


The  Principal  Nervous  Pathways.  By 
Andrew  Theodore  Rasmussen,  Ph.D.,  Pro- 
fessor of  Neurology,  University  of  Minne- 
sota Medical  School,  Minneapolis,  Minn.  Ed. 
3.  73  pages.  Price,  $3.50.  New  York:  The 
Macmillan  Company,   1945. 

This  book  presents  in  very  usable  form  the  func- 
tional paths  through  which  nervous  impulses  travel. 
This  presentation  is  accomplished  by  a  series  of 
diagrams  and  word  schemata.  The  labeling  of  the 
charts  is  very  extensive  and  adds  to  their  useful- 
ness. Diagramatic  cross  sections  of  different  levels 
of  the  nervous  system  are  cleverly  drawn  in,  so  that 
the  book  can  be  used  in  conjunction  with  anatomic 
atlases  or  other  detailed  works.  If  color  could  be 
used  to  trace  the  various  systems  without  making 
the  book  unduly  expensive,  it  would  be  unequalled 
in  usefulness.  The  arrangement  of  material  is  es- 
sentially the  same  as  in  previous  editions.  Many 
refinements  embodying  the  latest  advances  in 
knowledge  have  been  made.  This  book  is  highly 
lecommended  for  students  and  practitioners. 


Annual  Reprint  of  the  Reports  of  the  Coun- 
cil on  Pharmacy  and  Chemistry  of  the 
American  Medical  Association  for  1944. 
Cloth.  Price,  postpaid,  $1.00.  238  pages. 
Chicago:  American  Medical  Association, 
1945. 

The  thirty-sixth  edition  of  the  Annual  Repi-int  of 
the  Reports  of  the  Council  on  Pharmacy  and  Chem- 
istry of  the  American  Medical  Association  contains 
in  compact  form  not  only  the  reports  of  the  Council 
which  have  been  published  in  The  Journal  during 
the  past  year  but  also  some  additional  reports  which 
were  not  considered  of  sufficient  importance  to  be 
published  in  The  Journal. 

The  present  volume  is  quite  unusual  in  that  it 
contains  not  one  report  concerning  a  product  found 
unacceptable.  However,  there  are  five  reports  on  the 
omission  of  products  from  New  and  Nonofficial 
Remedies,  mainly  for  the  reason  that  they  have  out- 
lived their  usefulness. 

This  volume  is  a  veritable  mine  of  information  on 
subjects  of  general  interest  to  the  physician,  pharm- 
acist and  the  pharmaceutical  manufacturer.  The  re- 
ports concern  deliberations  of  the  Council  on  gen- 
eral subjects  ranging  from  the  use  of  the  electron 
microscope  to  the  appraisal  of  new  drugs.  The  re- 
port on  pathogenic  bacteria,  rickettsias  and  viruses 
as  shown  by  the  electron  microscope  is  noteworthy 
as  being  pioneer  work  in  this  field.  The  report  on 
the  "Current  Status  of  Prophylaxis  by  Hemophilus 
Pertussis  Vaccine"  was  prefatory  to  the  acceptance 
by  the  Council  of  various  brands  of  pertussis  vac- 
cines and  pertussis  vaccine  combinations.  The  valu- 
able and  highly  informative  article  on  "Local  Treat- 
ment of  Thermal  Cutaneous  Burns"  reports  on  the 
latest  and  best  work  in  this  field. 
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Ne»  and  Nonofficial  Remedies.  1945,  con- 
taining descriptions  of  the  articles  which 
stand  accepted  by  the  Council  on  Pharmacy 
and  Chemistry  of  the  American  Medical 
Association  on  Jan.  1,  1945.  Cloth.  Price, 
postpaid,  $1.50.  760  pages.  Chicago:  Ameri- 
can Medical  Association,  1945. 

Each  year  a  revised  list  of  the  articles  which 
stand  accepted  by  the  Council  on  Pharmacy  and 
Chemistry  of  the  American  Medical  Association  as 
of  January  first  is  published  in  book  form  under  the 
title  of  New  and  Nonofficial  Remedies.  The  book- 
contains  the  descriptions  of  acceptable  proprietary 
substances  and  their  preparations,  proprietary  mix- 
tures if  they  have  originality  or  other  important 
qualities,  important  nonproprietary  nonofficial  ar- 
ticles, simple  pharmaceutical  preparations,  and 
other  articles  which  require  retention  in  the  book. 

Some  fifteen  or  twenty  newly  accepted  prepara- 
tions appear  in  the  1945  volume.  A  large  number 
of  preparations  have  been  omitted,  mainly  brands 
of  official  preparations.  The  general  statement  con- 
cerning these  pharmacopeial  preparations  has  been 
retained  for  the  information  of  physicians. 

As  stated  in  the  preface,  the  entire  book  has  been 
scanned  to  bring  it  up  to  date  with  the  latest  medi- 
cal knowledge.  It  is  noted  that  the  section  "Articles 
and  Brands  Accepted  by  the  Council  but  Not  De- 
scribed in  N.N.R.,"  a  vestigial  remnant  of  which 
appeared  in  the  1944  volume,  has  now  entirely  dis- 
appeared. Many  of  the  official  preparations  have 
been  transferred  to  the  body  of  the  book  and  the 
others  deleted. 

One  is  struck  by  the  large  amount  of  medical  in- 
formation contained  in  this  volume.  Certainly  no 
other  compendium  of  comparable  price  contains  so 
much. 


Jht  fHemnrtam 


Price  of  Drugs 
Though  the  prices  of  other  items  involved  in  the 
cost  of  living  have  risen  an  average  of  31  per  cent. 
most  essential  drugs  and  medicine  are  selling  at  ap- 
proximately the  same  levels  as  before  the  war,  and 
in  some  cases  have  been  drastically  reduced  in  cost, 
Dr.  E.  L.  Newcomb,  of  New  York,  executive  vice 
president  of  the  National  Wholesale  Druggists'  As- 
sociation, told  New  England  drug  wholesalers,  meet- 
ing at  the  Parker  House  in  Boston  on  October  10. 


DR.  ROBERT  ARNOLD  SCHOONOVER 

Dr.  Robert  Arnold  Schoonover,  who  practiced 
among  us  for  thirty-five  years,  passed  away  July 
24,  1945,  at  the  age  of  65  years,  and  has  been  buried 
in  this  city. 

There  were  few  people  in  Greensboro  who  did  not 
know  him  by  reputation.  There  were  hundreds  who 
loved  and  esteemed  him  for  what  he  was  both  as 
a  man  and  as  a  physician.  Anyone  who  came  in 
sickness  or  trouble  was  sure  of  sympathetic  under- 
standing or  material  aid.  Among  his  many  lovable 
characteristics,  none  was  more  noticeable  than  his 
devotion  to  his  profession.  No  sacrifice  was  too 
great  for  him  when  it  was  a  question  of  his  pa- 
tient's welfare. 

Dr.  Schoonover  was  born  in  Bethlehem,  Pennsyl- 
vania. He  graduated  in  medicine  from  The  Uni- 
versity of  Maryland  and  interned  at  the  Sibley 
Memorial  Hospital  in  Washington,  D.  C.  He  later 
became  resident  physician  in  this  same  hospital, 
filling  the  position  with  marked  distinction.  He 
came  to  Greensboro  in  1912  and  remained  here  until 
his  death. 

He  was  consulting  physician  to  Greensboro  Col- 
lege for  twenty-one  years;  he  took  care  of  the  sur- 
gical work  for  many  of  the  manufacturing  plants 
in  this  city.  He  was  a  member  of  every  hospital 
staff  in  Greensboro  and  was  a  past  president  of  the 
Guilford  County  Medical  Society.  He  was  an  enthu- 
siastic member  of  the  Civitan  Club  and  attended  the 
West  Market  Street  Methodist  Church. 

He  is  survived  by  his  widow,  Mrs.  Kate  Langston 
Schoonover,  one  daughter,  Mrs.  Herman  H.  High  of 
New  York  City,  and  two  granddaughters.  Peggy 
and  Susan. 

On  motion,  duly  seconded,  it  was 

RESOLVED:  That  the  foregoing  resolution  be 
spread  upon  the  records  of  the  Guilford  County 
Medical  Society,  and  copies  thereof  be  sent  to  the 
family  of  the  deceased  and  to  the  Secretary  of  the 
Medical  Society  of  the  State  of  North  Carolina. 


At  the  regular  monthly  meeting  of  the  Guilford 
County  Medical  Society  held  on  September  6,  1945, 
the  foregoing  tribute  of  respect  in  memory  of  Dr. 
Robert  Arnold  Schoonover,  offered  by  Dr.  Wesley 
Taylor,  was  unanimously  adopted. 

Robert  W.  Matthews,  M.D. 
Secretary 


Light  on  Arsenic  Poisoning 
Some  light  on  the  way  in  which  ascorbic  acid  in 
the  blood  stream  reduces  the  effect  of  poisoning  by 
trivalent  arsenicals  is  thrown  by  Dr.  E.  W.  McChes- 
ney  of  Winthrop  Chemical  Co.,  Inc.  in  an  article 
appearing  in  the  current  issue  of  the  Journal  of 
Pharmacology   and    Experimental   Therapeutics. 

An  excess  of  ascorbic  acid  (vitamin  C)  in  the 
blood  decreases  the  oxidation  potential  of  the  blood. 
The  author  concludes  that  retarded  oxidation  of  the 
arsenical  is  the  reason  for  the  lessening  of  its 
poisoning  effect.  While  it  cannot  be  shown  directly 
that  oxidation  of  one  of  the  groups  in  the  arsenical 
increases  toxicity,  strong  laboratory  evidence  in 
this  direction  is  cited. 


Physician-Artists'  Prize  Contest 

The  American  Physicians  Art  Association,  with 
the  cooperation  of  Mead  Johnson  &  Company,  is 
offering  an  important  series  of  War  (Savings) 
Bonds  as  prizes  to  physicians  in  the  armed  services 
and  also  physicians  in  civilian  practice  for  their 
best  artistic"  works  depicting  the  medical  profes- 
sion's "skill  and  courage  and  devotion  beyond  the 
call  of  duty." 

For  full  details,  write  to  the  Association's  Secre- 
tary. Pr.  F.  H.  Redewill,  Flood  Bldg.,  San  Francisco, 
Cal'..  or  Mead  Johnson  &  Co.,  Evansville  21.  Ind. 
Also  pass  this  information  on  to  your  physician- 
artist  friends,  both  civilian  and  military. 
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PSYCHIATRY  IN  NORTH  CAROLINA 

David  A.  Young,  M.D. 

General  Superintendent, 

North  Carolina  State  Hospitals 

Raleigh 


The  situation  in  North  Carolina  as  re- 
gards psychiatric  needs  and  existing  facili- 
ties has  been  reviewed  in  the  Thompson  Re- 
port of  1936,  and  again  by  Dr.  Maurice 
Greenhill  this  year(1).  In  addition  to  these 
state-wide  surveys,  the  report  of  the  com- 
mittee appointed  by  Governor  Broughton  to 
investigate  the  State  Hospital  at  Morganton 
has  been  published.  These  different  reports 
have  agreed  in  this  conclusion :  That  the  psy- 
chiatric facilities  within  the  state  are  inade- 
quate, both  for  committed  patients  and  out- 
patients, and  alike  for  rich  and  poor.  In  nor- 
mal times,  the  well-to-do  have  been  able  to 
obtain  care  in  private  hospitals,  but  these 
facilities  are  now  overtaxed. 

Perhaps  one  reason  for  the  inadequate 
facilities  for  the  care  of  mental  patients  is 
geographical :  The  state  is  large  and  long, 
and  its  population  is  widely  disseminated 
and  to  a  great  extent  rural  and  agricultural. 
The  cities  in  North  Carolina  are  smaller 
than  those  in  Georgia  or  Virginia,  and  there 
are  fewer  large  cities.  This  distribution  of 
the  population  has  not  encouraged  the  pri- 
vate practice  of  psychiatry,  and  the  few  pri- 
vate sanitaria  are  of  small  capacity.  Recent- 
ly, however,  the  two  four-year  medical 
schools  have  been  able  to  take  the  lead  which 
should  ordinarily  have  been  taken  by  pri- 
vate practitioners  of  psychiatry.  The  state 
hospitals  have  not  progressed  as  they  should 
have,  and  the  Thompson  Report  ranked 
them  near  the  bottom  of  the  list  of  states  as 
to  per  capita  cost  and  the  ratio  of  physicians 

Read  before  the  Charlotte  Mental  Hygiene  Society,  October 
3.  and  the  North  Carolina  Neuropsyehiatrie  Association,  Dur- 
ham. October  26,  1945. 

I.  Greenhill.  Maurice  H. :  The  Present  Status  of  Mental 
Health  in  North  Carolina,  North  Carolina  M.  J.  6:7-22 
(Jan.)    1945. 


and  other  employees  to  patients.  There  may 
be  other  factors  less  easily  discernible  and 
less  easily  measured  than  geography  and 
frugality.  However,  we  know  that  in  1936 
our  state  hospital  system  was  far  from  the 
best,  and  there  were  few  doctors  trained  in 
psychiatry  practicing  throughout  the  state. 

Progress  since  1936 

In  the  following  four  years  not  a  great 
deal  was  accomplished  toward  carrying  out 
the  recommendations  of  the  Thompson  Re- 
port regarding  the  state  hospitals,  except 
that  through  state  and  federal  funds  new 
buildings  were  erected  at  Goldsboro  and  the 
old  buildings  at  Morganton  were  modernized 
and  made  fireproof.  There  were  few  changes 
in  the  workings  of  the  staff,  and  almost  no 
additional  persons  were  employed  in  such 
fields  as  social  work,  occupational  therapy, 
recreational  therapy,  and  physiotherapy.  A 
psychiatrist  was  obtained  as  Director  of 
Mental  Hygiene  under  the  Department  of 
Public  Welfare,  and  he  was  active  in  setting 
up  an  educational  program,  in  holding 
clinics,  and  in  inspecting  the  private  and 
state  hospitals.  The  Rockefeller  Foundation 
made  possible  the  expansion  of  the  Depart- 
ment of  Neuropsychiatry  at  Duke  to  its 
present  size. 

After  this  period  came  the  war,  when  no 
more  buildings  could  be  put  up  and  when 
there  were  serious  losses  of  personnel  to  the 
armed  forces,  to  defense  work,  and  to  any 
other  industry  which  paid  high  wages.  In- 
asmuch as  the  total  capacities  of  the  hos- 
pitals had  not  been  much  increased,  the 
present  capacity  was  soon  exceeded.  All  of 
the  institutions  are  now  overcrowded,  and 
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most  of  them  have  waiting  lists.  As  long  as 
this  unfortunate  situation  exists,  many  pa- 
tients with  better  possibilities  of  recovery 
will  be  put  off  because  the  need  for  hospital 
care,  or  at  least  confinement,  is  more  ob- 
viously urgent  in  the  more  advanced  cases. 

Facilities 

In  the  short  time  that  I  have  been  con- 
nected with  the  state  hospitals,  I  have  been 
struck  by  the  need  for  more  space.  The  first 
Board  of  Control  and  the  present  one  have, 
I  believe,  been  similarly  impressed.  They 
have  tried  to  meet  the  situation  in  slightly 
different  ways,  but  with  the  same  end  in 
mind.  The  first  board  outlined  a  building 
program,  but  no  new  construction  has  been 
possible  during  the  war  and  still  may  not 
be  for  some  time.  The  present  Board  of  Con- 
trol has  looked  around  to  find  any  accommo- 
dations that  could  be  used  during  this  in- 
terim and  has  decided  to  develop  the  hospital 
at  Camp  Sutton  for  the  care  of  older  pa- 
tients whose  needs  are  simpler  than  those 
found  in  more  acute,  active  psychiatric  con- 
ditions. The  lease  of  the  Camp  Sutton  hos- 
pital and  its  use  in  this  way  seem  feasible, 
and  have  received  a  good  deal  of  approval 
in  different  parts  of  the  state,  together  with 
some  criticism.  I  hope  that  this  criticism 
has  come  from  persons  less  acquainted  with 
the  needs  and  with  the  possibilities  for  very 
good  care  at  this  unit. 

Many  of  the  doctors  throughout  the  state 
may  be  acquainted  with  the  Sutton  facilities, 
but  I  would  like  to  describe  them  briefly. 
The  hospital  is  located  on  the  edge  of  Mon- 
roe, near  a  main  highway,  and  is  well  shaded 
by  tall  pine  trees.  It  is  of  semi-permanent 
construction,  fireproof,  designed  for  1,000 
patients.  Not  all  the  wards  will  be  put  into 
use  at  once,  and  for  the  present  the  number 
of  patients  will  be  limited  to  500.  The  build- 
ings are  so  arranged  that  the  patients  can 
get  out  into  the  open  when  the  weather  per- 
mits, or  can  have  space  to  sit  inside  in  light, 
cheerful  areas  —  sometimes  in  enclosed 
porches,  though  open  porches  are  lacking. 
The  operating  rooms  of  the  hospital  will 
provide  a  good  place  for  first  aid  and  minor 
surgical  cases.  We  have  been  fortunate  so 
far  in  getting  personnel  to  man  the  hospital, 
though  the  permanent  full-time  doctor  in 
charge  has  not  been  selected.  We  hope  to 
provide  care  here  which  will  be  equal  to  that 
in  the  other  state  hospitals,  and  in  some 
ways  will  be  better,  since  more  space  will 


be  available  in  buildings  of  recent  construc- 
tion. 

Personnel 

The  lack  of  sufficient  personnel,  especially 
trained  personnel,  has  been  serious  during 
the  war,  but  in  some  lines  this  situation  is 
beginning  to  improve  slowly.  It  has  not  been 
possible  recently  to  get  any  new  doctors,  and 
there  remains  a  need  for  all  personnel,  in- 
cluding doctors,  nurses,  and  attendants. 
However,  the  staffs  have  been  increased  by 
the  addition  of  trained  and  experienced  so- 
cial workers,  occupational  therapists,  and 
dietitians.  Plans  extend  beyond  this  to  in- 
clude dental  hygienists,  physiotherapists, 
and  more  graduate  nurses.  The  services  of 
workers  in  these  different  branches  are  gen- 
erally considered  standard  equipment  for  a 
good  state  hospital.  We  hope  to  be  able  to 
get  some  doctors  from  the  armed  services 
as  they  are  released.  The  war  has  focused 
attention  on  psychiatric  problems  and  has 
given  valuable  psychiatric  training  to  doc- 
tors in  service.  Probably  many  doctors  who 
have  become  interested  in  this  field  for  the 
first  time  while  in  service  will  want  to  con- 
tinue in  it  after  they  are  released. 

The  Contribution  of  Private  Groups 
and  Individuals 

It  is  my  hope  that  we  shall  be  able  to  build 
up  the  quality  of  the  state  hospitals,  and  to 
make  them  the  nucleus  of  the  state's  efforts 
in  extramural  psychiatry  as  well.  The  state's 
program  should  complement  the  wqrk  done 
by  progressive  communities  and  by  private 
groups,  and  it  should  neither  hamper  these 
groups  nor  relieve  them  of  their  responsi- 
bilities. It  may  be  that  the  communities  and 
private  groups  will  point  the  way  to  some 
new  methods  which  the  state  can  use,  after 
they  have  been  tried  on  a  smaller  scale. 

It  would  appear  that  privately  supported 
clinics  and  doctors  in  general  practice,  as 
well  as  psychiatrists,  are  already  of  consid- 
erable assistance  to  the  state  hospitals  in 
helping  patients  to  make  some  adjustment 
outside  the  hospital  and  in  lessening  the 
number  for  whom  commitment  is  necessary. 
Both  the  clinics  and  doctors  are  in  a  position 
to  acquaint  patients  with  the  functions  of 
the  psychiatric  facilities  and  of  psychia- 
trists. They  are  very  often  able  to  dispel 
prejudice  and  counteract  some  of  the  old 
wives'  tales  which  usually  discourage  a  pa- 
tient seeking  psychiatric  help;  they  are  also 
the  ones  to  advise  commitment  when  this  is 
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necessary  and  to  assist  the  family  and  pa- 
tient, if  possible,  in  accepting  this  as  a  nec- 
essary course.  Even  after  the  patient  has 
been  admitted  to  the  hospital,  the  family 
will  rely  considerably  on  the  clinic  or  the 
doctor  for  advice  in  various  matters,  but 
particularly  concerning  the  length  of  time 
which  the  patient  should  spend  in  the  hos- 
pital. Very  often  the  function  of  the  doctor 
or  the  clinic  will  be  to  encourage  the  patient 
to  stay  the  necessary  period  of  time  in  the 
hospital  and  to  encourage  the  family  to  go 
through  with  their  unpleasant  duty  of  keep- 
ing the  patient  in  the  hospital  when  he  is 
asking  to  leave  prematurely.  In  some  in- 
stances the  family  may  come  for  advice  as 
to  the  attitude  which  they  should  take  to- 
wards the  patient  when  he  is  released,  and 
the  way  in  which  they  may  facilitate  his  re- 
adjustment. 

It  is  natural  that  after  the  patient  has 
been  released  from  the  hospital  both  he  and 
the  family  should  come  to  the  clinic  or  doc- 
tor on  whom  he  originally  depended  and  that 
he  should  wish  to  re-establish  the  relation- 
ship which  existed  prior  to  his  hospitaliza- 
tion. The  formal  supervision  of  patients  re- 
leased from  the  state  hospitals  is  in  the 
hands  of  the  Department  of  Public  Welfare, 
and  this  agency  is  of  considerable  help 
where  no  close  relationship  between  a  clinic 
or  doctor  and  the  patient  has  existed.  Even 
where  there  has  been  some  contact,  the  ac- 
ceptance of  the  recently  discharged  patient 
by  the  family  physician  will  probably  be  an 
important  step  in  his  re-adjustment.  The 
patient  is  apt  to  worry  a  good  deal  about 
how  the  people  in  the  community — and  par- 
ticularly his  family  physician,  who  knows 
so  much  about  his  illness  and  the  reasons 
for  it — are  going  to  receive  him. 

The  private  agencies  and  practitioners  are 
in  a  position  to  dispel  some  of  the  hopeless 
attitude  which  has  existed  in  regard  to  men- 
tal illness.  Many  people  have  looked  on  it  as 
being  so  disabling  that  the  individual  will 
never  return  to  a  useful  or  normal  life.  It  is 
hoped  that  people  will  be  made  to  realize  that 
mental  illness  occurs  with  considerable  fre- 
quency and  that  recovery  is  possible  in  many 
cases,  as  has  been  shown  by  the  high  inci- 
dence of  neuropsychiatric  disorders  in  the 
army  and  the  relatively  good  recovery  rate. 

Private  psychiatric  clinics,  psychiatrists, 
and  general  practitioners  will  serve  the 
state  and  its  psychiatric  patients  best 
through  the  examples  they  set  by  their  in- 
terest in  the  field  of  psychiatry.   Lay  groups 


will  be  of  great  service  in  their  support  of 
these  clinics  and  in  their  appreciation  of 
the  function  of  psychiatry  in  the  community. 
All  three  groups  together  should  be  mutually 
stimulating  and  should  affect  the  thought  of 
the  state.  None  of  us  should  be  satisfied  until 
the  care  and  treatment  of  psychiatric  cases, 
both  in  and  out  of  the  hospital,  is  of  the  best 
and  is  consistent  with  the  progressive  atti- 
tude found  in  our  state  as  a  whole. 


PARATHYROID   ADENOMA:   A 

CLINICAL  AND  BIOCHEMICAL 

DISCUSSION 

Edited  by  Frederic  M.  Hanes,  M.D. 
Durham 

At  a  recent  medical  staff  conference  at 
Duke  Hospital  a  case  of  parathyroid  adeno- 
ma was  shown  and  discussed  by  various 
members  of  the  staff  of  the  medical  school. 

Presentation  of  Case 

Dr.  Henry  T.  Clark,  Jr.:  The  patient, 
E.  T.,  B62492,  was  a  35  year  old  white  mar- 
ried male  who  was  first  seen  in  the  Ortho- 
pedic Outpatient  Clinic  on  September  20, 
1945,  and  was  subsequently  admitted  to  the 
medical  service  on  September  26,  1945.  He 
complained  of  weakness,  vomiting,  and  pain 
in  the  knees  and  shoulders. 

The  patient  enjoyed  excellent  general 
health  and  worked  actively  on  construction 
jobs  in  several  Southern  states  until  the 
early  fall  of  1942.  At  that  time,  after  a 
three-week  period  of  weakness  and  of  vomit- 
ing unassociated  with  abdominal  pain,  the 
patient  was  operated  on  in  a  small  Florida 
hospital  for  "intestinal  obstruction."  Post- 
operatively the  patient  was  told  that  his 
bowels  had  been  "twisted."  Weakness  and 
occasional  vomiting  spells  persisted,  how- 
ever, and  it  was  three  months  before  he 
was  on  his  feet  again. 

The  patient  has  never  been  in  good  con- 
dition since  this  episode.  There  have  been 
periods  during  which  he  has  felt  fairly  well 
and  was  able  to  do  light  work  on  odd  jobs, 
but  these  have  been  interrupted  by  shorter 
periods  when  weakness  and  vomiting  forced 
him  to  go  to  bed.  In  addition,  he  has  had 
dull  intermittent  pain  in  his  knees  and 
ankles  for  almost  three  years,  the  pain  being 
worse  upon  walking.  In  January,  1945,  pain 
started  in  the  patient's  right  shoulder  and 

From  the  Duke   University  School  of  Medicine.  Durham,  N.  C. 


508 


NORTH   CAROLINA   MEDICAL  JOURNAL 


December,  1945 


has  persisted  until  the  present,  limiting  the 
activity  of  his  right  arm. 

About  eighteen  months  ago  a  firm,  pain- 
less lump  appeared  in  the  patient's  left  tibia. 
It  grew  for  a  few  weeks,  then  began  to  re- 
cede, and  on  admission  had  almost  disap- 
peared. Almost  a  year  ago  a  similar  though 
larger  knot  developed  in  the  middle  of  the 
right  clavicle  and  has  persisted  without  re- 
gression. 

In  March,  1945.  the  patient  took  a  job  as 
timekeeper  on  a  construction  job  and  got 
along  fairly  well  except  for  two  brief  periods 
when  weakness  kept  him  away  from  work. 
In  mid-August,  however,  he  was  confined  to 
bed  by  another  spell  of  weakness,  nausea 
and  vomiting,  and  pain  in  his  knees,  ankles 
and  both  shoulders.  There  has  been  a  grad- 
ual weight  loss  of  20  pounds. 

Physical  examination 

The  temperature  was  37.5  C.  (99.5  F.). 
the  pulse  84,  respiration  18,  blood  pressure 
150  systolic,  88  diastolic.  The  patient  was 
a  fairly  well  developed,  poorly  nourished, 
young  white  man  with  a  sallow  complexion. 
He  was  lying  quietly  in  bed.  was  alert  and 
cooperative,  and  appeared  chronically  ill. 
He  complained  of  pain  in  his  knees  and 
shoulders,  and  there  was  moderate  limita- 
tion of  motion  of  the  right  shoulder.  The 
skin  was  dry  and  loose.  No  general  glandu- 
lar enlargement  was  noted.  An  irregular, 
bony  hard,  non-tender  mass  measuring  5  by 
5  cm.  bulged  from  the  mid-portion  of  the 
right  clavicle.  A  small  slightly  elevated 
area  was  also  present  in  the  upper  third  of 
the  left  tibia.  The  neck  was  slightly  sore  as 
a  result  of  numerous  recent  attempts  to  feel 
a  parathyroid  tumor.  Neither  the  thyroid 
nor  a  tumor  mass  was  palpable.  The  lungs, 
heart  and  abdomen  showed  nothing  remark- 
able. 

Neurological  examination  revealed  the 
sensorium  to  be  clear.  The  musculature 
showed  generalized  flabbiness  and  hypoton- 
icity.  There  were  no  sensory  changes,  and 
the  reflexes  were  normal. 

Accessory  clinical  findings* 

A  lateral  film  of  the  thoracic  spine  showed 
osteoporosis  and  prominent  striatums,  but 
no  collapse  of  any  of  the  vertebrae.  A  film 
of  the  abdomen  showed  fine  stippling  in 
both  kidneys,  apparently  in  the  parenchyma, 
which  probably  represented  calcium  deposits 

*  For    blood    chemistry    see    biochemical    dtecnsslon    by    Dr. 
Teytor. 


due  to  hyperparathyroidism.  There  appeared 
to  be  a  stone  in  the  right  kidney,  possibly 
in  the  lower  calyx.  Films  of  the  teeth  showed 
a  decrease  in  the  density  of  the  lamina 
propria  of  several  of  the  teeth,  and  in  others 
there  appeared  to  be  widening.  This  find- 
ing is  also  consistent  with  hyperparathy- 
roidism. 

The  blood  count  showed  13  Gm.  of  hemo- 
globin, 4,100,000  red  blood  cells,  and  9800 
white  blood  cells,  with  58  per  cent  seg- 
mented polymorphonuclears,  4  per  cent  non- 
segmented,  8  per  cent  large  lymphocytes,  24 
per  cent  small  lymphocytes,  4  per  cent  mono- 
cytes, and  2  per  cent  eosinophils. 

An  electrocardiogram  taken  on  September 
26.  1945,  showed  a  heart  rate  of  78,  with  a 
PR  interval  of  .18  sec;  the  QRS  interval 
was  .04  sec. ;  there  was  a  normal  sinus 
rhythm  with  borderline  left  axis  deviation; 
Qi  was  present,  Ti  low  upright,  T?  diphasic. 
T:;  inverted,  and  T4  upright.  The  conclu- 
sion was  that  the  low  Ti  made  the  record 
abnormal. 

The  clinical  impression  was  hyperpara- 
thyroidism. 

Course  in  the  hospital 

On  admission  the  patient  was  placed  on  a 
liquid  diet.  He  vomited  several  times,  and 
as  a  consequence  received  intravenous  glu- 
cose in  saline  on  three  occasions.  His  joint 
pains  were  helped  by  codeine  and  aspirin. 
He  complained  of  extreme  weakness  and 
was  kept  on  strict  bed  rest. 

Operation  was  performed  on  September 
29,  1945.  by  Dr.  G.  B.  Hodge,  and  a  tumor 
about  2  cm.  in  diameter  was  found  at  the 
right  lower  pole  of  the  thyroid.  This  proved 
to  be  a  parathyroid  adenoma.  On  the  day 
following  operation  the  serum  calcium  was 
9.7  and  the  phosphorus  2.7  mg.  per  100  cc. 
Recovery  was  uneventful.  The  patient  was 
discharged  on  the  fifteenth  day  after  oper- 
ation. 

Medical  Discussion 

Dr.  Frederic  M.  Hanes  :  When  von  Reck- 
linghausen, in  1891,  described  the  disease  of 
bone  which  he  called  osteitis  fibrosa  cystica, 
the  function  of  the  parathyroid  and  thyroid 
glands  was  quite  unknown.  Following  the 
removal  of  the  thyroid  by  surgeons,  for  cos- 
metic reasons,  some  patients  developed  tet- 
any. No  sensible  explanation  of  the  phe- 
nomenon was  forthcoming  until  MacCallum 
and  Voegtlein,  in  1908,  demonstrated  the 
relation  of  the  parathyroid    glands  to  cal- 
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Fig.  1.  Showing  the  characteristic  delicate 
mottling;  due  to  calcification  in  the  pyramids  of 
the  kidney   (nephrocalcinosis). 

cium  and  phosphorus  metabolism.  This  dis- 
covery threw  a  new  light  upon  the  metabolic 
functions  of  the  parathyroids,  and  in  1924 
Collip  and  others  prepared  an  extract  of  the 
internal  secretion  of  the  parathyroids,  now 
called  parathormone. 

It  was  not  until  1926  that  the  relation  of 
fibrocystic  osteitis,  described  by  von  Reck- 
linghausen thirty-five  years  before,  to  para- 
thyroid adenoma  was  demonstrated,  al- 
though Askanazy,  Erdheim  and  others  had 
recognized  for  some  years  the  association 
of  adenomas  of  the  parathyroid  with  the 
fibrocystic  bone  changes.  Mandl,  in  1926, 
removed  a  parathyroid  adenoma  from  a  pa- 
tient suffering  from  osteitis  fibrosa  cystica, 
and  observed  regression  in  the  bone  changes 
and  marked  clinical  improvement  in  the  pa- 
tient's general  condition.  Since  that  time 
our  knowledge  of  the  syndrome  of  parathy- 
roid adenoma  has  been  greatly  enriched 
from  many  sources,  especially  through  the 
work  of  Fuller  Albright  and  his  associates 
in  Boston. 

We  were  able  in  this  clinic  in  1939  to  fill 
a  gap  in  the  natural  history  of  the  parathy- 
roid adenoma  by  describing  an  instance  of 
death  from  parathormone  intoxication'11. 
The  patient,  a  woman  of  49,  came  in  com- 
plaining of  tiredness  and  pain  in  the  right 
chest.  The  correct  diagnosis  was  not  sus- 
pected until  x-ray  plates  showed  a  stippling 
of  calcium  in  the  parenchyma  of  the  kidneys 
(fig.  1  and  2)  with  generalized  decalcifica- 
tion of  the  bones.  The  serum  calcium  ranged 
from  20  to  22  mg.  per  100  cc,  and  the  phos- 
phorus on  two  determinations  was  4.7  and 

l.    Hanes,    F.    M.:    Hyperparathyroidism   Due   to   Parathyroid 

\ii.  i .i.    with    Death    from    Parathormone    Intoxication. 

Am.  J.  M.  Sc.  197:85-90  (Jan.)  1939.  (For  full  bibliography 
see  Shelling,  D.  H. :  The  Parathyroids  in  Health  and  Dis- 
ease, St.  Louis,  C.  V.  Mosby  Co.,   1935.) 


Fig.  2.  Parenchymatous  calcification  of  the  kid- 
ney in  parathyroid  adenoma.  The  calices  are 
seen  to  enclose  the  tips  of  the  calcified  pyramids. 

4.8  mg.  per  100  cc.  of  serum.  The  tempera- 
ture ranged  from  38  C.  (100.4  F.)  to  38.5  C. 
(101.3  F.) — a  fever  now  recognized  as  due 
to  parathormone  intoxication.  The  patient 
died  suddenly,  and  postmortem  examination 
revealed  widespread  necrosis  and  calcifica- 
tion of  the  kidneys,  lungs  and  stomach,  and 
especially  of  the  arteries  and  muscle  fibers 
of  the  heart.  The  clinical  and  pathological 
observations  in  this  patient  paralleled  close- 
ly those  reported  in  rats  and  dogs  suffering 
from  parathormone  poisoning. 

The  clinical  manifestations  of  parathyroid 
adenoma  are  seldom  striking  or  dramatic  and, 
unless  the  clinician  is  properly  sensitized  to 
the  syndrome,  an  error  in  diagnosis  is  easily 
possible.  When  bone  cysts  and  the  charac- 
teristic parenchymatous  calcification  of  the 
pyramids  of  the  kidney  are  present,  one  nat- 
urally investigates  the  calcium  and  phos- 
phorus content  of  the  serum;  but  the  usual 
complaints  of  tiredness  and  bone-pains,  with 
or  without  polydipsia  and  polyuria,  may  not 
put  the  clinician  sufficiently  on  his  guard. 
As  is  so  often  the  case,  the  correct  diagnosis 
is  the  reward  of  suspicion;  once  the  syn- 
drome is  suspected,  diagnosis  is,  as  a  rule, 
not  too  difficult. 

Adenomas  of  the  parathyroid  are  rarely 
palpable,  and  the  patient's  symptoms  may 
be  increased  by  massaging  more  parathor- 
mone into  the  circulation,  after  the  analogy 
of  paroxysmal  hypertension  in  chromaffin 
tumors  of  the  adrenal. 

The  highly  characteristic,  though  prob- 
ably not  pathognomonic,  deposits  of  calcium 
in  the  pyramids  of  the  kidney  (fig.  1  and  2) 
are  due  to  necrosis  of  tissue  with  subsequent 
calcification.    They  have  a  high  diagnostic 


510 


NORTH  CAROLINA   MEDICAL  JOURNAL 


December,  1945 


value,  and  when  hyperparathyroidism  is 
suspected  an  x-ray  plate  of  the  kidneys 
should  always  be  made. 

The  over-stimulation  of  osteoclasts  by 
parathormone  may  lead  to  the  development 
of  bone  tumors — osteoclastomas — ,  and  un- 
less their  etiology  is  recognized  a  needless 
amputation  may  result.  After  removal  of 
the  parathyroid  adenoma  such  tumors  re- 
gress. 

Biochemical  Discussion 

Dr.  Haywood  M.  Taylor:  When  this  pa- 
tient was  first  seen  in  the  Orthopedic  Out- 
patient Clinic  on  September  20,  1945,  the 
blood  analysis  showed : 


Calcium  mae  than  50%  ionized/  less  than  501  ionized 


15.2  mg.  per  100  cc. 

2.2  mg.  per  100  cc. 

12.1  Bodansky  units 


Calcium 

Inorganic  phosphorus 

Phosphatase    (alkaline) 

A  more  complete  chemical  study  made  on 
September  27,  after  the  patient  was  ad- 
mitted to  the  medical  service,  yielded  the 
following  findings  : 


Serum 

Total  calcium 
Ionized  calcium 
Inorganic  phosphorus 
Alkaline  phosphatase 
Chloride  as  NaCl 


17..  mg.  per  100  cc. 

8.0  mg.  per  100  cc. 

3.8  mg.  per  100  ec. 
15.1  Bodansky  units 
544  mg.  per  100  cc. 
(=  94  mEq.) 

56  vol.  ' 

7.9% 

4.5  <Tc 

3.4% 

1.3 


48  mg.  per  100  cc. 
25.8  mg.  per  100  cc. 
53.7 


CO,,  capacity 
Total  proteins 

Albumin 

Globulin 

A/G  ratio 
Blood 

Nonprotein  nitrogen 
Urea  nitrogen 
Urea  N. ■' N.P.N,  ratio 
Urine 

Bence-Jones  protein — negative 

Calcium  excretion — increased  about  four  times 

normal  (rough  estimate) 
Inorganic  phosphate — 0.416  Gm.  per  24  hours 

(decreased) 
Protein  —  trace 

Chemically  this  patient  presented  the  pic- 
ture of  hyperparathyroidism,  as  evidenced 
by  the  high  serum  calcium  and  the  markedly 
increased  calcium  excretion  in  the  urine.  If 
one  calculates  the  ionized  calcium  from  the 
total  calcium  level  and  the  total  plasma  pro- 
teins, using  the  McLean-Hastings'21  nomo- 
gram (fig.  3),  one  finds  that  the  ratio  of 
ionized  calcium  to  non-ionized  calcium  re- 
mains essentially  normal,  the  increase  being 
approximately  the  same  in  both  fractions. 
High  calcium  levels  occur  also  in  multiple 
myeloma,  but  the  absence  of  Bence-Jones 
protein  in  the  urine  and  of  other  supportive 
evidence  rules  out  this  diagnosis.  In  hyper- 
McLean.  F.  C.  and  Hastings,  A.  B.:  Clinical  Estimation 
and  Significance  of  Calcium-Ion  Concentrations  in  Blood, 
Am.  J.  M.  Sc.  199:601-613  (May)   1»85. 


40  50  fc.0         7.0  SO  ao 

TOTAL  PROTEIN-  e>m   per  lOOcc 

Fig.  3.  The  McLean  and  Hastings  nomogram. 
If  the  total  protein  and  total  calcium  are  known, 
the  ionized  calcium  (C  +  +  )  can  be  read  upon 
the  chart. 

parathyroidism  there  is  usually  a  primary 
decrease  in  the  inorganic  phosphate  level 
which  is  roughly  proportional  to  the  increase 
in  calcium.  This  primary  decrease  in  the 
phosphate  level  is  usually  followed  by  a 
secondary  increase  which  is  due  to  renal 
failure.  The  phosphate  in  this  instance  was 
steadily  increasing,  a  prognostic  sign  of  bad 
import.  The  blood  nonprotein  nitrogen  (48 
mg.  per  100  cc),  urea  nitrogen  (25.8  mg. 
per  100  cc.),urea  nitrogen  nonprotein  nitro- 
gen ratio  (53.7  per  cent),  and  the  low  phos- 
phate excretion  in  the  urine  (0.416  Gm.  per 
twenty-four  hours )  all  give  evidence  of  renal 
failure.  The  urea  nitrogen  nonprotein  nitro- 
gen ratio  is  normally  less  than  45  per  cent, 
and  increases  with  renal  damage.  The  stead- 
ily increasing  alkaline  phosphatase  (12.1 
Bodansky  units  on  September  20,  15.1  on 
September  27)  is  characteristic  of  hyper- 
parathyroidism. All  of  the  above  findings 
are  indicative  of  hyperparathyroidism  with 
superimposed  renal  failure.  The  renal  fail- 
ure possibly  was  due  to  necrosis  and  calcifi- 
cation of  the  renal  tubular  epithelium. 
Hemoconeentration  and  decreased  blood  flow 
through  the  kidney  also  may  contribute  to 
the  renal  failure. 

The  somewhat  low  plasma  chloride  level 
(544  mg.  per  100  cc.)  was  probably  due  to 
the  loss  of  chloride  by  vomiting  and  diuresis. 
The  carbon  dioxide    capacity     (56  volumes 
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per  cent)  was  normal.  The  protein  values 
were  on  the  upper  level  of  normal,  and  prob- 
ably indicated  slight  dehydration. 

In  cases  of  this  type  one  should  follow 
carefully  the  serum  calcium,  phosphorus  and 
phosphatase  levels,  the  excretion  of  calcium 
and  phosphorus  in  the  urine,  and  the  vari- 
ous kidney  function  tests.  The  urea  nitro- 
gen/nonprotein  nitrogen  ratio  is  one  of  the 
simplest  and  best  tests  of  kidney  function. 
After  operation  it  is  extremely  important 
to  follow  the  serum  calcium  content,  as  it 
may  drop  to  very  low  levels  and  produce 
tetany. 

Dr.  Philip  Handler:  The  following  dis- 
cussion of  the  metabolism  of  calcium  and 
phosphorus  is  included  in  the  present  con- 
ference in  order  to  provide  a  suitable  back- 
ground for  the  rational  consideration  of  any 
pathological  state  involving  a  disturbance 
in  the  normal  metabolism  of  these  two  min- 
erals. In  its  essence,  the  problem  hinges 
about  the  fact  that  tertiary  calcium  phos- 
phate is  a  substance  exceedingly  insoluble 
in  water.  In  this  sense  it  offers  the  same 
difficulty  presented  by  uric  acid,  cholesterol, 
■  and  other  lipids. 

All  of  calcium  metabolism  may  be  thought 
of  as  a  dynamic  equilibrium.  The  first  prob- 
lem, obviously,  is  the  ingestion  of  a  sufficient 
quantity  of  calcium.  It  is  difficult  indeed  to 
construct  any  dietary  regimen  which  will 
meet  the  calcium  requirements  unless  milk 
and  cheese  are  included.  The  absorption  of 
calcium  occurs  largely  in  the  first  portion 
of  the  duodenum,  where  the  intestinal  con- 
tents are  still  relatively  acid.  An  acid  medi- 
um permits  the  existence  of  Ca  (H2P04)2 
and  Ca  HP04,  both  of  which  are  consider- 
ably more  soluble  than  the  tertiary  form, 
Ca3  (P04)2.  Even  so,  such  absorption  will 
occur  only  in  the  presence  of  adequate 
amounts  of  vitamin  D.  The  mechanism  by 
which  vitamin  D  effects  this  passage  of  cal- 
cium through  the  mucosa  has  not  yet  been 
elucidated. 

There  exist,  largely  in  vegetable  matter, 
a  number  of  acids,  notably  oxalic,  tartaric 
and  phytic,  which  form  insoluble  calcium 
salts  and  tend  to  prevent  the  absorption  of 
calcium.  The  presence  in  the  intestine  of 
fatty  acids  which  form  insoluble  calcium 
soaps,  as  is  seen  in  celiac  disease,  sprue, 
and  obstructive  jaundice,  will  also  interfere 
with  calcium  absorption. 

Normal  plasma  contains  9  to  11  mg.  of 
calcium  and  3  to  4.5  mg.  of  inorganic  phos- 
phorus (as  phosphate)  per  100  cc.  in  adults, 


and  4.5  to  6  mg.  per  100  cc.  in  children.  If 
these  quantities  were  placed  in  water  at  pH 
7.4  practically  none  would  dissolve.  Solution 
in  plasma  is  made  possible  by  the  presence 
of  protein,  amino  acids,  and  magnesium 
ions.  The  calcium  in  plasma  exists  in  several 
forms.  In  normal  plasma  with  a  total  pro- 
tein concentration  of  6.5  to  7.0  per  cent, 
about  half  the  calcium  is  bound  to  protein — 
largely  to  the  albumin  fraction — and,  be- 
cause it  is  not  removed  by  dialysis,  is  re- 
ferred to  as  non-diffusible  calcium.  The  dif- 
fusible calcium  is  the  fraction  of  physiologi- 
cal significance — for  example,  in  the  mainte- 
nance of  normal  neuromuscular  function. 
This  diffusible  fraction  is  composed  in  part 
of  true  calcium  ions  (Ca+  +  ),  and  in  part 
of  a  supersaturated  solution  of  calcium  phos- 
phate. The  ratio  of  diffusible  and  non-dif- 
fusible calcium  is  also  dependent  on  plasma 
pH.  A  rise  in  plasma  pK  will  decrease  the 
amount  of  diffusible  calcium,  presumably 
through  the  formation  of  more  Ca++-pro- 
tein  complex  and  more  tertiary  calcium 
phosphate.  This  reduction  of  the  ionized  cal- 
cium may  produce  tetany — for  example, 
"gastric  tetany."  On  the  other  hand  a  de- 
crease in  plasma  pH  increases  the  amount  of 
ctiffusible  calcium  and  may  prevent  tetany 
even  when  there  is  a  low  total  calcium  con- 
centration, as,  for  example,  in  the  moderate 
acidosis  of  sprue.  The  relationship  between 
protein  concentration,  total  calcium,  and 
diffusible  calcium  at  various  levels  can  be 
ascertained  by  a  nomogram  (fig.  3). 

Plasma  may  be  regarded  as  a  saturated 
solution  of  a  salt,  calcium  phosphate,  in  equi- 
librium with  a  solid  phase,  bone.  In  a  simple 
system  of  this  sort  this  relationship  is  de- 
fined by  the  solubility  product  for  the  com- 
pound in  question.  Thus  for  a  compound 
AB,  (A+)  x  (B-)  =  Ksp.  Since  Ksp  is  a 
constant,  a  rise  in  the  concentration  of  A  4- 
must  automatically  be  accompanied  by  a  fall 
in  the  concentration  of  B— .  While  the  plas- 
ma-bone relationship  is  considerably  more 
complex  than  this,  it  remains  true  that  a 
rise  in  the  plasma  phosphate  level  will  cause 
a  drop  in  calcium,  and  vice  versa.  This  fact 
explains  the  high  calcium,  low  phosphate 
levels  found  in  hyperparathyroidism.  While 
the  kidney  is  responsible  for  the  bulk  of 
phosphate  excretion,  calcium  is  largely  ex- 
creted by  the  bowel. 

Bone  formation  requires  an  adequate  sup- 
ply of  calcium  and  phosphate  (arriving  at 
the  osteoblasts  from  the  diet  by  way  of  the 
plasma),  an  active  carbohydrate  metabolism 
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in  the  osteoblasts,  the  enzyme  phosphatase, 
and  a  relatively  alkaline  ;*H  (over  8).  The 
calcium  phosphate  of  bone  and  plasma  are 
in  constant  dynamic  equilibrium.  Thus. 
forty-eight  hours  after  the  administration 
of  sodium  phosphate  containing  radioactive 
phosphorus,  the  latter  can  be  found  even  in 
the  densest  portion  of  the  shaft  of  adult  long 
bones:  it  can  be  found  in  the  provisional 
zone  of  calcification  of  growing  bone  within 
ninety  minutes.  Alkaline  phosphatase  is  re- 
sponsible for  the  hydrolysis  of  organic  phos- 
phate esters  within  the  cartilaginous  ma- 
trix. The  local  increase  in  inorganic  phos- 
phate concentration  created  by  this  reaction 
causes  the  calcium  phosphate  solubility 
product  to  be  exceeded,  with  resultant  pre- 
cipitation. High  alkaline  phosphatase  values 
in  the  plasma  are  found  almost  invariably 
when  there  is  impairment  of  ossification  or 
actual  bone  resorption  from  any  cause. 

The  parathyroid  hormone  plays  two  in- 
dependent roles.  (1)  It  directly  affects  the 
kidney  tubules,  lowering  the  "renal  thres- 
hold" for  phosphate  and  thus  increasing  the 
urinary  excretion  of  phosphate  and  decreas- 
ing the  plasma  phosphate  concentration. 
This  fall  in  plasma  phosphate  causes  a  rise 
in  calcium,  in  accordance  with  the  physico-"* 
chemical  principles  stated  above.  A  decrease 
in  the  plasma  parathormone  concentration 
results  in  an  elevation  of  the  renal  threshold 
for  phosphate,  with  a  consequent  increase  in 
the  plasma  phosphate  concentration  and  de- 
crease in  the  plasma  calcium  concentration. 
(2)  Independent  of  its  effect  on  the  kidney, 
parathormone  directly  stimulates  bone  re- 
sorption and  osteoclasis,  thereby  sending 
both  calcium  and  phosphate  into  the  circula- 
tion. Hyperactivity  of  the  parathyroids,  or 
the  administration  of  large  amounts  of  para- 
thormone to  experimental  animals,  results  in 
demineralization  of  the  skeleton.  The  phos- 
phate is  excreted  in  the  urine,  and  the  cal- 
cium partly  in  the  urine  and  partly  through 
the  bowel.  During  the  course  of  hyperpara- 
thyroidism one  finds  high  serum  calcium 
and  low  serum  phosphate  levels,  with  mod- 
erately high  blood  alkaline  phosphatase  ac- 
tivity. This  situation  is  accompanied  by  de- 
position of  calcium  phosphate  in  the  soft  tis- 
sues, most  notably  in  the  kidney.  The  pre- 
cipitation of  calcium  phosphate  in  the 
tubules  results  in  a  loss  of  kidney  function, 
and  one  observes  high  nonprotein  nitrogen, 
calcium,  phosphate,  and  protein  concentra- 
tions in  the  blood.    Because  parathormone 


ads  as  a  moderate  diuretic  and  also  in- 
creases the  excretion  of  sodium,  potassium 
and  chloride  ions,  a  patient  with  hyperpara- 
thyroidism is  likely  to  show  polyuria,  poly- 
dipsia, nocturia,  and  dehydration. 

In  idiopathic  hypoparathyroidism  and  fol- 
lowing parathyroidectomy  there  occurs  a 
rise  in  plasma  phosphate,  with  a  conse- 
quent fall  in  the  serum  calcium.  If  the  ion- 
ized calcium  falls  below  2.5  mg.  per  100  cc. 
of  serum,  tetany  usually  results  (fig.  3). 

The  normal  healthy  parathyroid  appears 
to  be  sensitive  largely,  if  not  exclusively,  to 
the  circulating  ionized  calcium  level.  Hence, 
any  disturbance  of  calcium  metabolism  in 
which  there  is  a  tendency  to  low  blood  cal- 
cium levels  is  likely  to  be  complicated  by 
secondary  hyperparathyroidism.  In  renal 
rickets  and  chronic  Bright's  disease,  for  ex- 
ample, the  diminished  phosphate  excretion 
leads  to  an  elevated  serum  phosphate  level 
and  a  tendency  to  low  serum  calcium  con- 
centration. To  combat  the  latter  condition, 
hyperplasia  of  the  parathyroid  develops. 
However,  since  the  diseased  kidney  cannot 
respond  properly  and  there  is  little  or  no 
increase  in  phosphate  excretion,  hyperphos- 
phatemia results.  Bone  resorption  does  oc- 
cur, however,  with  consequent  elevation  of 
serum  calcium  and  excretion  of  calcium 
through  the  bowel.  In  infantile  rickets  also 
there  is  a  tendency  to  low  serum  calcium 
levels,  because  dietary  calcium  is  poorly  ab- 
sorbed. Again  the  parathyroid  responds, 
mobilizing  calcium  phosphate  from  the  skele- 
ton but  also  lowering  the  renal  threshold 
for  phosphate,  so  that  one  observes  an  es- 
sentially normal  serum  calcium  concentra- 
tion but  a  subnormal  level  of  serum  phos- 
phate. 

The  above  considerations  undoubtedly  ap- 
ply to  all  other  pathological  states  involving 
bone  lesions  and  disturbances  of  calcium- 
phosphorus  metabolism'3'. 

Radiological  Discussion 

Dr.  George  Baylix:  Radiologically  the 
cardinal  features  of  hyperparathyroidism 
are  generalized  decalcification  of  the  bones, 
the  appearance  of  cyst-like  areas  in  both  the 
long  and  flat  bones,  fractures  and  vertebral 
body  deformities,  and  bone  tumors  (osteo- 
clastomas) . 

Sbahl,    A.    I.:   Mineral   Metabolism,   New   York.  Rein- 

hold    Publishing    Corp.,    19S9. 
fb>  Duncan.   G.    (;.:    Diseases   <>f   M.taholism,   Philadelphia. 

W.    I).   Saunders   Co..    1945. 
fcl   Bodanskr.    M„     and    Bodansk-y.    O.:     Biochemistry    of 

Disease,  Nea    Voric,  Maimillan  Co.,  19*0. 
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The  decalcification  is  widespread,  and 
marked  thinning  of  the  cortices  and  loss  of 
medullary  calcium  cause  the  bones  to  be- 
come porous.  Frequently  the  trabecular  pat- 
tern is  strikingly  accentuated,  but  in  later 
stages  even  these  lamellae  become  decalci- 
fied, so  that  a  ground-glass  appearance  of 
bone  predominates.  The  vertebrae  show  a 
pronounced  accentuation  of  the  perpendicu- 
lar bone  striae  surrounded  by  translucent 
areas  of  decalcification.  Often  there  is  bi- 
concave deformity  of  the  bodies,  so  that  they 
resemble  fish  vertebrae.  Compression  frac- 
tures are  common.  The  fiat  bones,  especially 
in  the  skull,  take  on  a  granular  appearance 
most  prominent  in  the  outer  table.  Careful 
stereoscopic  study  shows  that  the  granular 
pattern  is  due  to  small  areas  of  persistent 
normal  bone  surrounded  by  areas  of  decal- 
cification. 

The  cystic  changes  are  rather  character- 
istic, though  in  themselves  are  not  neces- 
sarily pathognomonic.  They  are  usually  well 
demarcated  zones  of  translucency  sur- 
rounded by  a  thin  line  of  increased  bone 
density.  In  the  long  bones  they  may  cause 
expansion  of  the  cortex  to  the  point  of  actual 
loss  of  the  cortical  shadow.  True  tumors, 
usually  of  the  osteoclastoma  group,  may  de- 
velop. The  cystic  lesions  and  tumors  are 
usually  well  delineated  and  show  no  evidence 
of  malignancy,  but  in  some  cases  true  malig- 
nant changes  may  ensue.  It  is  important  to 
recognize  the  benign  character  of  the  usual 
lesions  in  order  to  prevent  serious  surgical 
errors.  If  a  cyst  has  resulted  in  a  complete 
absence  of  cortex  and  the  x-ray  shows  some 
apparent  perpendicular  striations,  the  pic- 
ture should  be  carefully  evaluated.  The  ab- 
sence of  a  soft  tissue  tumor  mass,  the  well 
circumscribed  medial  border  of  the  cyst  or 
tumor,  and  the  faint  remnants  of  cortex  be- 
yond the  apparent  spicules,  with  an  absence 
of  subperiosteal  reaction,  all  speak  against 
malignancy.  Conversely,  a  combination  of 
the  above  factors  should  lead  one  to  suspect 
malignant  changes. 

A  skeletal  change  which  has  received 
scant  attention,  but  which  is  quite  impor- 
tant in  the  radiological  survey,  is  the  dis- 
appearance of  the  dense  shadow  of  the 
lamina  dura  about  the  teeth.  If,  in  the  ab- 
sence of  any  abscess  or  granuloma,  the  lam- 
ina cannot  be  demonstrated,  then  hyper- 
parathyroidism must  be  suspected ;  for  in 
other  types  of  osteoporosis  the  lamina  dura 
tends  to  persist — in  fact,  may  often  be  even 
more  prominent  than  usual. 


Aside  from  the  characteristic  skeletal 
changes  in  hyperparathyroid  disease,  there 
are  certain  soft  tissue  aberrations  of  signifi- 
cance. The  most  striking  change  is  the 
grouping  of  small,  punctate  areas  of  calcifi- 
cation in  rosette  fashion  within  the  kidneys 
(fig.  1  and  2).  These  are  actually  outside 
the  calices  and  are  in  the  pyramids  of  the 
kidneys.  Although  this  finding  is  occasional- 
ly seen  in  the  absence  of  parathyroid  dis- 
orders, it  is  very  common  in  the  disease 
under  discussion.  Some  writers  have  stated 
that  calculi  in  the  calices  and  pelves  are 
rather  frequent,  but  in  our  experience  true 
stones  are  very  rare. 

Another  soft  tissue  change  frequently 
noted  by  x-ray  is  widespread  calcification 
in  the  vascular  tree.  Often  the  smaller  ves- 
sels are  involved  to  a  greater  extent  than 
the  larger  ones. 

Some  workers  stress  the  importance  of 
careful  x-ray  study  of  the  neck  and  medias- 
tinum for  tumor  shadows,  but  we  have  thus 
far  never  been  successful  in  demonstrating 
radiologically  any  tumefaction  in  cases  of 
hyperparathyroidism. 

Osteomalacia  or  osteoporosis  of  other 
types  may  cause  some  confusion,  but  the  ab- 
sence of  cysts  in  these  conditions  makes  dif- 
ferentiation possible.  Moreover,  the  teeth 
will  show  an  intact  lamina  dura,  and  skull 
changes  will  be  absent  or  minimal. 

Certain  types  of  fibrous  dysplasia  may 
produce  a  somewhat  similar  picture,  but  the 
absence  of  generalized  decalcification  elimi- 
nates hyperparathyroidism.  Moreover,  the 
cases  of  polyostotic  dysplasia  tend  to  show 
unilateral  skeletal  changes,  and  there  are  no 
soft  tissue  abnormalities. 

Multiple  myeloma  and  metastatic  carci- 
noma of  bone  are  usually  readily  differenti- 
ated from  the  bone  changes  in  hyperpara- 
thyroidism. 

Surgical  Discussion 

Dr.  Deryl  Hart  :  The  treatment  of  hyper- 
parathyroidism is  surgical,  and  consists  in 
removal  of  the  tumor  or  hypertrophied  para- 
thyroid glands.  Precautions  must  be  taken 
to  avoid  removal  of  all  the  parathyroid  tis- 
sue, and  following  operation  precautions 
must  be  taken  to  prevent  the  development 
of  tetany. 

The  surgical  approach  is  similar  to  that 
used  for  a  thyroidectomy.  It  may  be  desir- 
able, however,  to  use  a  longer  incision  and 
to  cut  across  the  ribbon  muscles  so  as  to  give 
better    exposure.    In    order    to    expose    the 
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usual  location  of  the  parathyroid  glands 
posterior  to  the  thyroid,  the  lateral  lobe  of 
the  thyroid  on  each  side  is  mobilized  by 
dividing  the  middle  thyroid  vein,  and  is  then 
rolled  medially.  The  recurrent  laryngeal 
nerve  should  be  identified  so  as  to  avoid  in- 
jury to  it.  The  tumor,  after  exposure,  may 
be  large  and  hard  enough  to  be  readily  pal- 
pable, or  it  may  be  soft  and  molded  in  po- 
sition, so  that  it  is  difficult  to  locate.  How- 
ever, it  is  always  of  sufficient  size  that 
microscopic  examination  of  bits  of  tissue  is 
not  necessary.  In  the  reported  cases  it  has 
ranged  in  size  from  a  hazel  nut  to  an  orange. 
It  is  sometimes  cystic. 

The  greatest  difficulty  is  in  locating  the 
parathyroid  glands.  Normally  they  are 
small,  and  they  may  vary  widely  in  their 
location.  They  arise  from  the  lateral  anlage 
of  the  third  and  fourth  pharyngeal  pouches 
and,  therefore,  must  be  located  between  the 
middle  cervical  fascia  (beneath  the  sterno- 
thyroid and  sternohyoid  muscles)  and  the 
prevertebral  layer  of  the  deep  cervical  fascia 
(on  the  anterior  surface  of  the  longus  colli 
muscles).  Since  the  structures  in  the  neck 
migrate  caudally  with  the  growth  of  the 
vertebral  column,  the  parathyroids  may  be 
located  between  these  fascial  planes  any- 
where from  the  pharynx  to  an  indefinite  dis- 
tance down  in  the  mediastinum. 

The  most  frequent  site  of  the  tumors, 
which  may  be  multiple,  is  beneath  the  in- 
ferior poles  of  the  thyroid  gland;  next  in 
frequency  is  the  area  beneath  the  superior 
poles.  However,  the  tumors  may  occur  with- 
in the  thyroid  gland,  between  the  trachea 
and  esophagus,  posterior  to  the  esophagus, 
or  in  the  anterior  or  posterior  mediastinum. 
If  the  tumor  is  not  immediately  evident 
when  the  thyroid  lobe  is  rolled  medially,  a 
careful  search  must  be  made  in  these  re- 
gions. In  this  search  the  terminal  branches 
of  the  inferior  thyroid  arteries  should  be 
followed  out,  since  they  supply  the  blood  to 
the  parathyroid  glands.  The  mediastinum 
may  be  examined  by  the  method  advocated 
by  Churchill  and  Cope.  One  finger  is  in- 
serted into  the  posterior  mediastinum  be- 
hind the  esophagus  and  trachea,  and  one  into 
the  anterior  mediastinum  beneath  the  middle 
cervical  fascia ;  the  intervening  structures 
can  be  palpated  between  the  two  fingers. 
Since  the  parathyroid  tumor,  even  if  it  is  in 
the  mediastinum,  receives  its  vascular  ped- 
icle from  the  neck,  it  can  be  delivered  into 
the  neck  and  removed. 


Following  operation  there  is  danger  of 
tetany,  particularly  in  patients  who  have 
marked  bony  changes  with  a  high  serum 
phosphatase.  As  a  prophylactic  measure  the 
patient  should  receive  large  amounts  of  cal- 
cium by  mouth,  and  the  blood  calcium  should 
be  followed  closely.  If  it  drops  to  a  danger- 
ously low  level  (tetany  is  likely  to  develop 
at  7  to  8  mg.  per  100  cc.)  calcium  gluconate 
or  calcium  chloride  should  be  given  intra- 
venously every  three  or  four  hours.  Para- 
thyroid hormone  should  be  given,  but  over 
a  long  period  of  time  loses  its  effect.  Vioster- 
ol  in  large  doses  also  should  be  given.  The 
danger  of  tetany  usually  is  transient  if  para- 
thyroid tissue  has  been  left. 

Urological  Discussion 

Dr.  E.  P.  Alyea:  The  mere  increase  of 
calcium  excretion  in  the  urine  is  not  in  itself 
sufficient  to  cause  a  precipitation  of  stones 
in  the  urinary  tract.  The  hormonal  im- 
balance in  hyperparathyroid  disease  upsets 
the  calcium-phosphorus  metabolism,  and 
there  is  an  excess  excretion  of  calcium  and 
phosphate  ions  in  the  urine.  This  in  turn 
may  disturb  the  colloid-crystalloid  equili- 
brium, with  the  subsequent  formation  of  cal- 
cified areas  which  are  often  quite  typical  in 
appearance.  They  are  small,  seed-like  calculi 
occurring  in  the  terminal  end  of  the  tubules 
in  the  pyramids  and  giving  the  appearance 
of  small  caps  over  the  calices.  so  that  the 
pyelogram  shows  a  typical  picture  of  a  little 
calcified  fluff  capping  each  calyx  (fig.  1  and 
2).  Stones  also  may  form  in  the  calices  and 
pelves  and  are  often  bilateral,  multiple,  and 
recurrent. 

In  order  to  rule  out  this  etiological  factor 
in  the  formation  of  renal  calculi,  the  serum 
calcium  and  phosphorus  should  be  deter- 
mined in  all  patients  with  multiple,  bilateral, 
or  recurrent  renal  calculi.  For  a  time  in  this 
clinic  these  determinations  were  made  on 
all  patients  with  renal  calculi,  but  the  find- 
ing of  abnormal  blood  calcium  levels 
was  so  infrequent  that  this  procedure  was 
discontinued  as  a  routine  measure.  The  fre- 
quency with  which  hypercalcemia  is  found 
as  an  etiological  factor  in  renal  calculi  varies 
in  different  clinics.  In  one  it  was  found  in 
as  many  as  10  per  cent  of  all  cases.  Hov. - 
ever,  our  statistics  in  almost  2,000  cases  of 
urinary  stones  show  that  less  than  0.5  per 
cent   were  caused  by  hyperparathyroidism. 

The  x-ray  picture  described  above  is  so 
typical  that  in  any  patients  in  which  it  is 
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present,  even  though  the  serum  phosphorus 
and  calcium  may  be  within  normal  limits 
or  equivocal,  we  feel  that  exploration  of  the 
parathyroid  should  be  carried  out.  In  2  of 
our  patients  in  whom  no  tumor  was  found 
on  physical  examination  and  in  whom  blood 
chemical  studies  were  equivocal,  a  small 
parathyroid  tumor  was  found  at  operation 
and  removed. 

While  there  are  many  known  factors  pre- 
disposing to  the  formation  of  urinary  cal- 
culi, no  single  etiological  factor  is  so  definite 
as  hyperparathyroidism.  In  this  disease  we 
know  that  the  calcium-phosphorus  equili- 
brium is  disturbed  and  that  a  deposition  of 
calcium-phosphate  calculi  in  the  parenchy- 
ma of  the  kidney,  and  sometimes  in  the 
pelves,  results. 

Orthopedic  Discussion 

Dr.  Lenox  D.  Baker:  This  discussion  of 
an  unsettled  endocrinological  problem  has 
been  most  interesting  and  informative.  Fre- 
quently, as  in  the  case  shown  today,  the 
orthopedist  is  the  first  to  see  the  patient  with 
hyperparathyroid  disease.  After  a  complete 
survey  the  diagnosis  usually  is  simple,  but 
if  only  the  clinical  picture  and  the  roentgen- 
ograms are  considered,  the  diagnostic  prob- 
lem may  be  confusing.  When  attention  is 
focused  on  the  changes  in  a  single  bone,  the 
picture  in  parathyroid  adenoma  may  be  that 
of  a  solitary  cyst,  enchondroma,  or  giant  cell 
tumor.  The  roentgenograms  and  the  clinical 
findings  frequently  resemble  those  of  poly- 
ostotic fibrous  dysplasia  and  may  be  not  un- 
like those  seen  in  dyschondroplasia  (Ollier's 
disease),  Paget's  disease,  multiple  myeloma, 
or  metastatic  lesions.  Other  processes  that 
may  be  mimicked  are  xanthomatosis  (Hand- 
Schueller-Christian  disease),  primary  renal 
insufficiency  with  hyperplasia  of  the  para- 
thyroids and  cystic  bone  changes,  senile  os- 
teoporosis, primary  osteomalacia,  or  osteo- 
malacia resulting  from  gastro-intestinal  dis- 
turbances such  as  steatorrhea,  in  which 
there  may  be  severe  and  rapidly  progressing 
osteoporosis  accompanied  by  pathological 
fractures. 

I  have  brought  roentgenograms  of  2  pa- 
tients diagnosed  in  this  clinic  as  having  poly- 
ostotic fibrous  dysplasia.  They  both  show  the 
usual  unilateral  bone  changes.  One  patient, 
a  female,  showed  all  the  changes  of  Al- 
bright's syndrome,  with  brown  pigmentation 
of  the  skin,  precocious  puberty,  and  other 
symptoms  of  endocrine  imbalance.  Even 
though  detailed  study  of  the  roentgenograms 


usually  will  make  it  possible  to  differentiate 
polyostotic  fibrous  dysplasia  from  Reckling- 
hausen's disease  of  bone,  the  two  diseases 
may  be  confused  by  those  not  familiar  with 
the  clinical  pictures  and  the  roentgenological 
findings.  Several  reports  in  the  literature 
describe  patients  who  were  subjected  to  ex- 
ploration for  parathyroid  adenoma  because 
of  a  mistaken  diagnosis.  Any  patient  who 
is  seen  with  bony  distortions,  cysts,  or  cyst- 
like changes  with  pathological  fractures 
should  have  a  complete  laboratory  survey, 
such  as  has  been  done  in  the  case  presented 
today.  A  perusal  of  the  literature  will  show 
us  how  closely  bone  changes  are  associated 
with   other  symptoms   of  endocrine   imbal- 


ACUTE  INCOMPLETE  INVERSION  OF 
THE  PUERPERAL  UTERUS 

Report  of  Case  with  Postmortem  Findings 

W.  C.  Thomas,  M.D. 

and 

D.  E.  Ward,  Jr.,  M.D. 

Winston-Salem 

The  physiological  process  of  childbirth 
causes  many  remarkable  changes  in  the 
maternal  body.  In  the  great  majority  of  the 
cases  spontaneous  retrogressive  alterations 
occur  following  delivery,  so  that  reproduc- 
tion may  again  be  possible.  Infrequently, 
this  swift-moving  drama  is  interrupted  by 
startling  changes  which  may  lead  to  a 
tragic  ending.  We  present  the  following  case 
to  call  attention  to  a  rarely  reported  com- 
plication of  labor. 

Report  of  Case 

The  patient  was  an  18  year  old  white  rural 
housewife.  A  most  interesting  fact  in  her 
family  history  is  that  both  her  mother  and 
a  maternal  aunt  "died  during  labor."  Un- 
fortunately, no  further  details  of  these 
deaths  could  be  obtained.  The  patient's 
menstrual  periods  had  been  irregular  and 
the  flow  scanty  since  the  menarche  at  the 
age  of  14  years.  The  last  menstrual  period 
was  on  December  23,  1943.  There  were  no 
evidences  of  toxemia  or  of  bleeding  during 
the  pregnancy.  Labor  began  spontaneously 
at  home  on  September  28,  1944,  and  lasted 
a  total  of  eleven  hours.  During  the  first 
stage  of  labor,  the  patient  received  3  grains 
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of  Nembutal,  '4  grain  of  morphine  sulfate 
with  1  150  grain  of  atropine  sulfate,  and 
inhalations  of  ether  at  frequent  intervals. 
The  position  of  the  baby  was  right  occiput 
anterior.  The  second  stage  of  labor  was  car- 
ried out  under  ether  anesthesia.  A  normal 
baby  was  delivered  by  outlet  forceps.  The 
placenta  separated  spontaneously  and  was 
expressed  intact  by  slight  pressure  applied 
to  the  fundus  of  the  uterus  fourteen  minutes 
after  the  delivery  of  the  baby.  Ergotrate 
(1  130  grain)  was  administered.  The  total 
blood  loss  was  estimated  to  be  500  cc.  The 
patient  reacted  from  the  anesthesia  prompt- 
ly and  inquired  about  the  baby.  She  then 
complained  of  nausea,  and  shortly  thereafter 
vomited.  This  occurred  again  and  several 
small  blood  clots  were  passed  from  the  va- 
gina. One  hour  after  delivery  she  suddenly 
lapsed  into  a  state  of  profound  shock.  Cora- 
mine  was  administered,  the  foot  of  the  bed 
was  elevated,  and  attempts  were  made  to 
keep  the  body  warm.  No  further  vaginal 
bleeding  occurred.  The  patient  expired  ten 
minutes  after  onset  of  the  shock,  before  she 
could  be  hospitalized. 

A  postmortem  examination  was  per- 
formed four  hours  after  death.  A  slight 
amount  of  bloody  fluid  issued  from  the 
vaginal  orifice.  No  blood  clots  were  noted 
within  the  vagina.  The  cervix  wTas  in  the 
usual  immediate  postpartum  condition  of  di- 
latation ;  no  lacerations  were  present.  A  rela- 
tively smooth,  reddish,  firm,  rounded  mass 
was  located  above  the  cervical  opening  com- 
pletely filling  it.  The  upper  limit  of  the 
fundus  of  the  uterus  could  not  be  palpated 
on  examination  of  the  abdomen.  When  the 
abdomen  was  opened,  the  uterine  fundus 
was  found  to  be  incompletely  inverted.  All 
of  the  internal  viscera  were  markedly  con- 
gested with  blood.  Histological  examination 
of  sections  through  the  entire  uterus  and 
vagina  demonstrated  that  the  placenta  had 
been  attached  to  the  anterior  and  superior 
uterine  walls.  No  pathological  alterations 
were  noted  in  the  tissues  of  the  myometrium 
on  microscopic  study.  The  diagnosis  was 
acute  incomplete  inversion  of  the  puerperal 
uterus  and  peripheral  circulatory  collapse. 

Definitions 

Inversion  of  the  uterus  means  a  turning 
inside  out  of  the  organ.  In  85  per  cent  of 
the  cases  the  inversion  is  complete  and  the 
uterine  fundus  protrudes  through  the  vag- 
inal orifice.  Less  commonly,  as  in  this  case, 
the  uterus  fails  to  pass  through  the  cervical 


Fig.  1.  Acute  incomplete  inversion  of  a  puer- 
peral uterus.  Photograph  of  a  sagittal  section 
through  the  uterus,  vagina,  and  urinary  bladder. 

opening,  and  the  inversion  is  termed  incom- 
plete. The  condition  may  be  acute  or  chronic. 
If  it  occurs  during  the  puerperium,  it  is  re- 
ferred to  as  puerperal  in  type.  Other  cases 
occur  in  association  with  neoplasms  of  the 
uterus  and  are  designated  as  neoplastic  uter- 
ine inversion.  A  very  small  group  develop 
without  relationship  either  to  the  puerperi- 
um or  to  neoplasms.  We  shall  confine  our  re- 
marks to  the  acute  puerperal  type  of  inver- 
sion. 

Incidence 

One  case  of  acute  uterine  inversion  occurs 
in  every  50,000  deliveries,  according  to  an 
average  of  the  figures  given  in  the  various 
series  of  cases  reported.  The  extremes  re- 
ported in  the  literature  are  1  case  in  200,000 
labors  and  1  in  4,000.  The  true  incidence 
will  not  be  learned  until  the  condition  is  uni- 
versally recognized  and  reported  as  it  oc- 
curs. The  age  period  at  which  it  occurs  most 
commonly  is  between  20  and  30  years.  Acute 
inversion  develops  most  often  in  a  primi- 
gravida.  More  cases  are  seen  in  private  prac- 
tice than  on  the  service  wards.  No  data  are 
available  in  regard  to  familial  or  hereditary 
predisposition. 
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Cause 

The  mechanism  of  inversion  is  thought 
to  be  contraction  of  muscle  fibers  in  the 
fundus  of  the  uterus,  with  relaxation  of  the 
lower  uterine  segment.  The  predisposing 
factors  and  the  manner  in  which  this  mech- 
anism is  brought  into  play  are  subjects  of 
disagreement.  One  group  holds  that  the  con- 
dition is  spontaneous  in  development.  Sev- 
eral observations  tend  to  add  support  to  the 
claims  of  this  group.  Salvin11'1'  reported  7 
cases  of  spontaneous  acute  uterine  inversion 
occurring  in  3,500  consecutive  births  in 
cattle.  Some  cases  have  been  reported  in 
which  the  condition  developed  days  after  la- 
bor was  completed.  The  non-essential  role 
of  the  puerperium  is  stressed.  And  finally, 
the  similarity  of  the  process  to  intussuscep- 
tion developing  in  the  gastro-intestinal  tract 
is  striking.  The  other  group  maintains  that 
90  per  cent  of  the  cases  develop  as  the  result 
of  obstetrical  mismanagement  such  as  rough 
massage  of  the  uterine  fundus,  strong  trac- 
tion on  the  uterine  cord,  and  injudicious  use 
of  oxytocics.  Both  groups  agree  that  in  some 
instances  there  are  abnormalities  of  the  ma- 
ternal and  fetal  structures  which  may  con- 
tribute to  uterine  inertia.  At  any  rate,  the 
stigma  of  obstetrical  mismanagement  should 
be  removed  from  these  cases  until  by  means 
of  clear,  critical,  and  unbiased  observation 
the  real  cause  of  this  condition  is  learned. 

Diagnosis 

Shock,  hemorrhage,  inability  to  palpate 
the  upper  limit  of  the  uterine  fundus,  and 
protrusion  of  the  fundus  through  the  vag- 
inal orifice  are  the  signs  most  commonly  en- 
countered. The  shock  may  occur  without 
preceding  hemorrhage  and  is  usually  far  out 
of  proportion  to  the  actual  blood  loss.  The 
vaginal  bleeding  may  be  quite  profuse  or 
very  slight  in  amount.  The  fundus  of  the 
uterus  cannot  be  palpated  through  the  ab- 
domen, whether  the  inversion  is  complete  or 
incomplete.  In  most  cases  of  complete  in- 
version, the  obstetrician  is  greatly  surprised 
by  the  passage  of  the  fundus  with  the  pla- 
centa attached  at  the  time  he  is  expecting 
the  placenta  to  be  expelled.  Acute  inversion 
may  occur  as  early  as  the  fourth  month  of 
pregnancy  or  as  late  as  the  eighteenth  day 
following  delivery. 


Treatment 

Measures  directed  to  combat  shock  should 
be  instituted  immediately.  The  uterus  may 
then  be  returned  to  its  usual  position  by  non- 
operative  or  by  operative  means.  The 
former  method  involves  exerting  manual 
pressure  continuously  against  the  inverted 
fundus  until  restoration  is  completed.  This 
usually  occurs  in  a  matter  of  minutes,  but 
contraction  of  the  lower  uterine  segment 
may  block  the  attempt.  If  operative  methods 
are  required,  a  laparotomy  is  performed  and 
the  uterine  fundus  is  restored  to  its  usual 
place  by  traction  with  or  without  incision 
of  the  lower  uterine  segment.  Occasionally 
hysterectomy  has  been  performed. 

Prognosis 

From  20  to  50  per  cent  of  the  cases  of 
acute  inversion  of  the  puerperal  uterus 
terminate  fatally.  The  experience  of  any 
one  observer  is  too  small  for  definite  conclu- 
sions to  be  drawn  as  to  the  relative  efficacy 
of  the  various  methods  of  treatment.  Active 
and  adequate  therapy  of  shock  and  hemor- 
rhage, which  are  responsible  for  the  deaths 
that  occur,  should  tend  to  lower  the  mortal- 
ity rates.  There  are  some  reported  cases, 
however,  in  which  death  occurred  in  spite 
of  the  availability  and  proper  use  of  the  best 
facilities. 

Summary 

1.  A  case  of  acute  incomplete  inversion  of 
the  puerperal  uterus  is  presented  in 
which  postmortem  examination  of  the 
uterus  revealed  no  structural  abnormal- 
ities. The  family  history  of  deaths  oc- 
curring during  labor  is  apparently 
unique  in  the  literature. 

2.  A  brief  summary  of  available  informa- 
tion on  the  condition  is  given. 

3.  A  list  of  the  most  comprehensive  articles 
dealing  with  the  subject  is  appended'1'. 


(a)  De  Lee.  Joseph  B.  and  Greenhill,  J.  P.:  The  Prin- 
ciples and  Practice  of  Obstetrics,  ed.  8,  Philadelphia, 
W.  B.  Saunders  and  Co.,   1948,  p.  818. 

(b)  McCulIagh,  W.  McK.  H. :  Inversion  of  the  Uterus:  Re- 
port on  3  Cases  and  Analysis-  of  233  Recently  Re- 
corded Cases.  J.  Obst.  and  Gynaec.  Brit.  Enip.  32:280- 
2117.    1985. 

(c)  Harer,  W.  B.  and  Sharkey.  J.  A.:  Acute  Inversion  of 
Puerperal  Uterus,  Record  of  21  Cases.  .(.A.M. A.  114: 
2289-2292    (June  8)    1910. 

(d)  Salvin.  M.:  Etiology  of  Acute  Inversion  of  Puerperal 
Uterus:  Classification  Based  on  Analysis  of  Litera- 
ture and  Animal  Observation  with  Report  of  a  Case, 
West.  J.  Surjr.   50:147-155    (March)    1942. 

(e)  Phaneuf.  L.  E.:  Inversion  of  the  Uterus.  Report  of  5 
Personal  Cases.  Surg..  Gvnec.  and  Obst.  71:100-109 
(July)   1940. 

(f)  Jones.  W.  C :  Inversion  of  the  Uterus',  Surg.,  Gyneo 
and  Obst.   16:632-650   (June)    1913. 
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FEMALE    VENEREAL    PROPHYLAXIS 
AND  FEMININE  HYGIENE 

A  New  Applicator  Using  Soap 
With  Sulfathl\zole 

Results  in  Cases  of  Vaginitis 

William  L.  Gould,  M.D. 

Albany,  New  York 

The  venereal  disease  control  program  has 
met  with  greater  success  in  men  than  in 
women,  largely  because  the  male  has  always 
had  a  ready  means  of  prophylaxis.  Educa- 
tion means  much,  but  practical  methods  of 
prevention  are  also  very  important.  I  have 
always  contended  that,  if  the  female  were 
given  a  comparatively  simple  means  of  pro- 
tecting herself  against  venereal  disease,  the 
results  of  the  venereal  disease  control  pro- 
gram would  be  equally  as  good  in  women  as 
in  men. 

The  ideal  preventive  should  be  small,  com- 
pact, inconspicuous,  and  easy  to  use,  yet 
highly  efficient  in  its  action.  With  this  ideal 
in  mind,  I  devised  the  applicator  which  is 
described  below. 

The  Applicator  and  Its  Use 

The  report  of  the  Council  on  Pharmacy 
and  Chemisty  of  the  American  Medical  As- 
sociation'1' shows  that  soap  not  only  frees 
the  skin  of  viable  micro-organisms,  but 
actually  destroys  some  of  these  organisms, 
such  as  diphtheria  bacilli,  streptococci,  pneu- 
mococci,  meningococci,  gonococci,  and  the 
Treponema  pallidum.  Its  germicidal  action 
against  Neisseria  gonorrhoeae  is  equal  to 
that  of  a  0.5  per  cent  solution  of  phenol. 
The  Council  further  reports  that  its  activity 
is  greatly  enhanced  by  raising  the  temper- 
ature. The  germicidal  action  of  soap,  plus 
that  of  a  sulfonamide,  should  be  a  suitable 
combination  for  feminine  hygiene  and  vener- 
eal prophylaxis. 

The  applicator  which  I  have  devised  (fig. 
1  and  2)  is  about  the  size  of  a  toothbrush 
and,  as  it  is  packaged,  looks  somewhat  like 
an  ordinary  toothbrush  outfit.  The  stick 
itself  is  round,  three  eighths  of  an  inch  in 
diameter.  One  end  is  grooved  to  anchor  the 
soap  firmly.  A  cork  attached  to  the  other 
end  fits  into  the  container.  The  container 
may  be  colored,  if  desired,  to  hide  the  con- 
tents from  view.    When  the  soap  is  worn 

1.  The  Report  of  the  Council  on  Pharmacy  and  Chemistry 
of  the  American  Medical  Association,  JAM. A.  i:i:ir<>- 
1201    (April  22)    19«4. 


^ — ' 
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Fig.  1.  Drawings  of  (a)  applicator  without  soap 
attached,  (b)  applicator  as  it  may  be  handily 
packaged,  and  (c)  applicator  after  many  uses. 
As  the  soap  is  worn  down,  it  fills  the  grooves 
so  that  a  smooth  surface  is  always  maintained. 

down,  it  fills  the  grooves  of  the  applicator, 
so  that  a  smooth  surface  is  always  main- 
tained. The  tip  of  the  applicator  is  rounded 
to  afford  protection  against  injury  to  the 
mucosa.  Instead  of  a  wooden  applicator 
stick,  a  cork  stopper,  and  a  glass  container, 
plastic  could  be  used  to  make  the  entire  out- 
fit or  any  part  of  it. 

The  soap  which  I  have  used  with  this  ap- 
plicator contains  5  per  cent  sulfathiazole  and 
2  per  cent  sodium  sulfite,  the  latter  stabiliz- 
ing the  former.  About  2  drams  of  soap  are 
molded  over  the  end  of  the  applicator  stick, 
each  dram  containing  3  grains  of  sulfathia- 
zole. The  antiseptic  value  of  the  soap  itself 
is  enhanced  by  the  increased  temperature 
of  the  vagina.  Soap  with  a  mild  fragrance 
is  preferred  by  those  using  the  applicator. 

The  applicator  may  be  repeatedly  used 
with  the  comparative  safety  of  a  5  per  cent 
sulfathiazole  ointment.  Only  a  small  amount 
of  the  sulfathiazole  is  worn  down  with  each 
application  (about  0.1  grain).  As  many  as 
fifty  applications  may  be  made  before  the 
soap  on  the  applicator  is  used  up. 

As  a  prophylactic  agent,  the  applicator 
should  be  used  before  and  after  intercourse, 
being  slowly  inserted  into  the  vagina  in  a 
rotary  fashion  and  withdrawn  in  like  man- 
ner, three  to  six  times.  The  applicator  is 
rotated  simply  by  rolling  the  stopper  be- 
tween the  fingers.  The  soap  may  or  may  not 
be  moistened  with  water  first.  If  the  appli- 
cator is  inserted  and  withdrawn  slowly,  the 
normal  vaginal  secretion  affords  sufficient 
moisture  to  leave  a  good  soapy  film  in  the 
vaginal  vault.  If  a  speculum  is  inserted  im- 
mediately after  the  application,  a  fine  layer 
of  soap  will  be  seen  adhering  to  the  walls 
of  the  vagina. 

A  douche  may  or  may  not  be  used,  as  de- 
sired, after  application  of  the  soap  and  sul- 
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Fig.  2.  Photograph  of  applicator  without  soap, 
packaged  applicator,  and  applicator  after  many 
uses.  A  toothbrush  is  shown  for  comparative 
size. 

fathiazole.  The  soap  should  be  allowed  to 
dry  before  the  applicator  is  put  back  into 
the  tube.  Wet  soap  held  within  the  container 
may  soften  and  become  displaced  from  the 
applicator. 

The  applicator  has  been  used  as  a  lubri- 
cant and  antiseptic  before  bimanual  and 
speculum  examinations.  It  need  not  be  con- 
fined to  the  use  of  this  one  combination — 
that  is,  soap  and  sulfathiazole  with  sodium 
sulfite.  It  is  a  simple  means  of  effectively 
applying  any  medicament  to  any  part  of  the 
vaginal  cavity,  including  the  cervix  and 
vulva.  The  applicator  should  be  used  to  coat 
the  vulva  before  being  inserted  into  the 
vaginal  vault. 

It  would  seem  that  this  soap  applicator 
may  be  used  for  any  purpose  for  which  the 
cumbersome  douche  is  now  used. 

Treatment  of  Vaginitis 

The  soap  and  sulfathiazole  applicator  was 
tried  in  30  consecutive  cases  of  vaginal  dis- 
charge, uncomplicated  by  any  major  patho- 
logical conditions.    In  patients  with  consid- 


erable discharge,  the  applicator  was  used 
according  to  the  technique  described  three 
times  a  clay.  When  the  discharge  was  not 
so  profuse,  two  applications  daily  were  em- 
ployed. After  the  initial  instruction,  the  pa- 
tient applied  her  own  treatments.  In  none 
of  the  30  cases  was  douching  administered, 
the  applicator  being  the  only  treatment 
given. 

In  14  cases  of  moderate  to  profuse  dis- 
charge, most  of  the  secretion  was  stopped 
after  three  days.  After  five  days,  there  was 
little  or  no  secretion.  In  the  3  worst  cases, 
the  secretion  was  reduced  about  50  per  cent 
in  five  days.  In  these  cases,  the  applications 
were  continued  thrice  daily  for  ten  more 
days,  after  which  the  discharge  stopped. 

In  16  patients  with  moderate  to  mild  dis- 
charge, who  used  the  applicator  twice  daily, 
there  was  little  or  no  discharge  after  three 
days.  After  the  cessation  of  the  discharge, 
all  patients  were  instructed  to  use  the  appli- 
cator only  for  prophylaxis  or  if  any  dis- 
charge recurred. 

Four  cases  are  reported  briefly  below: 

Case  1.  Mrs.  J.  K.,  aged  25,  had  had  a  profuse, 
irritating  discharge  for  two  months.  The  applicator 
was  used  for  five  days,  the  soap  and  sulfathiazole 
being  applied  not  only  to  the  vaginal  canal,  but  also 
to  the  vulva,  inasmuch  as  there  was  some  tender- 
ness about  the  left  Bartholin  gland.  In  three  days 
the  discharge  became  slight,  and  after  five  days  it 
ceased. 

Case  2.  Mrs.  P.  D.,  aged  38,  had  had  a  moderate 
discharge  for  five  years.  This  had  become  more 
profuse  in  the  last  six  months.  After  fifteen  days 
of  treatment  with  the  applicator  the  discharge  had 
practically  ceased,  and  the  patient  felt  much  better 
generally.  Such  symptoms  as  headaches,  dizziness, 
weakness,  and  nervousness  disappeared.  In  this  case 
and  a  number  of  others,  the  vaginitis  seemed  to  act 
as  a  focus  of  infection. 

Case  3.  Mrs.  L.  F.,  aged  24,  had  had  such  a  pro- 
fuse discharge  for  three  years  that  she  had  to 
change  her  undergarments  twice  daily.  Five  years 
ago  she  was  told  that  she  had  "ovary  trouble." 
After  the  applicator  was  used  three  times  daily  for 
twelve  days,  the  discharge  had  cleared  up  complete- 
ly. The  patient  was  also  relieved  of  abdominal  pains, 
headaches,  lassitude  and  nervousness,  and  felt  much 
better  generally. 

Case  4.  Mrs.  S.  G.,  aged  43,  had  had  a  small 
amount  of  discharge  irregularly  for  years.  After  she 
had  used  the  applicator  twice  daily  for  two  days, 
the  discharge  stopped.  Since  then,  the  applicator 
has  been  used  only  occasionally  as  was  necessary. 

Summary 

A  small,  inconspicuous,  easy-to-use  vagin- 
al applicator  employing  soap  with  sulfathia- 
zole, and  its  use  as  a  prophylactic  and  ther- 
apeutic agent  are  described. 

The  results  obtained  in  30  cases  of  vagin- 
itis treated  with  the  applicator  are  given. 
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THE   EVOLUTION  OF  THE   ASEPTIC 
PRINCIPLE  IN  SURGERY 

XII 

CONCLUSION 

The  aseptic  ritual  as  finally  worked  out  in 
von  Bergmarm's  clinic,  1885-1892"'.  was 
weak  at  two  points:  Neither  the  surgeon's 
hands  nor  the  air  over  the  operative  field 
could  be  sterilized.  Although  most  surgeon1? 
followed  the  aseptic  technique  recommended 
by  von  Bergmann,  it  was  not  uncommon  for 
a  surgeon  to  operate  with  an  infected  finger 
or  hand.  It  was  soon  recognized,  however, 
that  the  surgeon's  hands  were  an  important 
factor  in  the  production  of  wound  infection ; 
the  remedy  generally  recommended  was  a 
thorough  washing  of  the  hands  for  thirty 
minutes  before  every  operation.  Of  course, 
thirty,  or  even  sixty,  minutes  of  scrubbing 
will  not  sterilize  the  hands.  This  fault  in 
the  aseptic  technique  was  not  corrected  until 
a  means  of  screening  the  hands  completely 
from  the  wound  was  devised.  Some  Euro- 
pean surgeons  were  using  cotton  gloves,  per- 
haps as  early  as  the  1880's,  principally  for 
the  purpose  of  securing  a  firmer  grip  on 
their  instruments,  rather  than  with  the  idea 
of  protecting  the  wound  from  contamina- 
tion ;  the  great  Polish  surgeon,  Johann  v;n 
Mikulicz-Radecki  (1850-1905),  a  pioneer  in 
asepsis,  was  apparently  one  of  the  first  to 
conceive,  some  time  before  the  year  1897, 
that  these  cotton  gloves  might  be  a  useful 
adjunct  to  the  aseptic  technique12'. 

Meanwhile,  however,  superior  devices  had 
been  evolved  in  America.  Rubber  gloves 
were  introduced  in  William  Stewart  Hal- 
sted's  clinic  in  1889;  at  first,  the  scrub  nurse 
alone  wore  them,  to  protect  her  hands  from 
the  irritant  mercuric  bichloride  solution.  Not 
until  many  years  later  did  it  become  obliga- 
tory for  all  members  of  the  operating  team 
to  wear  gloves.  In  1913,  at  the  insistence 
of  his  residents  and  assistants,  Halsted  set 
down  and  published  the  operative  technique 
which  had  been  evolved  in  his  clinic    (see 

i     >.■,-  previous  Bketeh. 

B.    von    Mikuiiiv  H.Hir,  ki.    .1  ■    Dju    Operiren    in    steriliserten 

Zwlnihandschunen    und    mil    Mundbinde,    Deutsche    I. 

Wchnschr.,   i^n:. 


fig.  1).  Iii  this  article131  he  described  the  in- 
troduction of  rubber  gloves,  concluding  with 
the  remark  that  "operating  in  gloves  was 
an  evolution  rather  than  an  inspiration  or 
happy  thought  and  it  is  remarkable  that 
during  the  four  or  five  years  when  as  oper- 
ator I  wore  them  only  occasionally,  we  could 
have  been  so  blind  as  not  to  perceive  the 
necessity  for  wearing  them  invariably  at  the 
operating  table." 

William  Stewart  Halsted  was  born  in  New 
York  City  in  1852.  After  receiving  his  early 
education  in  private  schools,  he  entered  Yale 
University,  where  he  was  graduated  in  1874. 
Although  not  a  brilliant  student,  he  was  a 
distinguished  athlete,  and  was  captain  of 
the  football  team  in  his  senior  year.  He  re- 
ceived his  M.D.  degree  from  the  College  of 
Physicians  and  Surgeons  in  New  York  in 
1877,  took  a  year's  internship  at  Bellevue 
Hospital,  then  spent  two  years  studying 
abroad,  chiefly  at  Vienna.  Upon  his  return 
to  New  York  in  1880,  he  carried  on  a  busy 
surgical  practice  for  five  years.  He  employed 
antisepsis  in  his  operations  and,  in  addition, 
advocated  gentle  handling  of  tissues  and 
perfect  hemostasis. 

In  1884,  after  Carl  Koller  had  described 
local  anesthesia  by  cocaine,  Halsted  worked 
out  a  technique  of  regional  anesthesia  by 
cocaine  nerve-block.  Ignorant  of  the  dan- 
gers of  this  new  drug,  he  carried  out  experi- 
ments upon  himself  and  became  addicted  to 
cocaine.  Determined  to  break  himself  of  the 
habit,  he  gave  up  his  surgical  practice  and 
put  himself  in  medical  hands.  He  was  un- 
able to  resume  work  until  1887,  when  he 
entered  Dr.  Welch's  laboratory  at  the  newly 
founded  Johns  Hopkins  Hospital  and  Medi- 
cal School.  When  the  hospital  officially 
opened  in  1889,  Halsted  was  made  chief  of 
the  surgical  clinic,  and  in  1890,  professor 
of  surgery. 

In  the  clinic  he  applied  the  new  principle 
of  asepsis  and  elaborated  his  technique  for 
securing  perfect  healing  of  surgical  wounds 
by  careful  handling  of  tissues,  the  use  of 
fine  silk  instead    of    catgut,    hemostasis    by 


Halsted,    \V.   S.:    Ligature 
BO:lllS-ll£fl  (April)  1918. 
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Fig.  1.  The  first  page  of  the  article  in  which 
Halsted  described  the  evolution  of  his  aseptic 
technique,  published  in  the  Journal  of  the 
American  Medical  Association,  April   12,  1913. 

mosquito  clamps,  and  transfixion  ligatures. 
This  technique  is  probably  Halsted's  great- 
est contribution  to  surgery.  He  gathered 
about  him  men  of  outstanding  ability,  and 
founded  a  school  of  surgery  which  is  still 
referred  to  as  the  "Halsted  school."  In  the 
limited  space  here  available  it  is  impossible 
to  discuss  even  briefly  all  of  his  contribu- 
tions to  surgery.  In  addition  to  those  already 
described,  he  devised  classic  operations  for 
the  radical  repair  of  hernia  and  the  radical 
removal  of  the  breast  for  cancer.  By  the 
time  of  his  death  in  1922  he  had  achieved  an 
international  reputation  and  had  exerted  a 
profound  influence  on  surgeons  all  over  the 
world. 

Early  in  the  development  of  the  aseptic 
technique  bacteria  from  the  nose  and  throat 
were  recognized  as  a  cause  of  wound  infec- 
tion. Sir  William  Watson  Cheyne,  one  of 
Lister's  pupils,  states : 

"It  was  quite  clear  in  the  early  eighties  that  some- 
thing should  be  done  about  the  infection  from  the 
mouth  and  that  we  should  be  careful  about  speaking 
during  an  operation.  As  regards  this  point  I  myself 
was  very  careful  for  some  time  before  masks  were 
introduced.  If  I  wished  to  speak  to  the  onlookers  I 


took  a  large  swab  or  towel  out  of  the  1:2000  subli- 
mate lotion  and  threw  it  over  the  wound  and  then 
turned  my  head  away  from  the  wound  while  I  said 
what  I  wanted  to  say."'-" 

Why  the  idea  of  a  gauze  covering  for  the 
nose  and  mouth  did  not  occur  to  many 
people  at  this  time  is  difficult  to  understand. 
In  1897,  von  Mikulicz,  influenced  by  the  re- 
searches of  Karl  Fluegge  on  "droplet  infec- 
tion," began  wearing  a  special  mouth-mask 
during  his  operations'2'.  According  to  Sir 
D'Arcy  Power'51,  however,  the  discovery 
dates  from  1900,  when  "Dr.  William  Hunter 
of  the  Charing  Cross  Hospital  first  advo- 
cated the  use  of  gauze  masks  for  surgeons 
and  nurses  to  protect  the  patient  from  any 
dangers  due  to  oral  sepsis." 

At'  present,  of  course,  the  wearing  of 
masks  during  operations  by  all  the  individ- 
uals in  the  room  is  a  matter  of  routine.  It  is 
well  known,  however,  that  no  mask  will  com- 
pletely prevent  the  emergence  of  bacteria 
from  the  nose  and  throat,  and  that  these 
bacteria  are  still  an  important  cause  of  in- 
fections in  operative  wounds.  Harvey 
Grahame,  in  discussing  the  modern  aseptic 
ritual"11,  stated  that  "everything  the  surgeon, 
his  assistants  and  nurses  wear  is  free  ex- 
ternally from  bacteria.  Contact  with  the 
surgical  incision  is  made  by  only  one  thing 
which  has  not  been  specially  treated — the 
air."  Apparently  Dr.  Grahame  was  not 
aware  of  the  fact  that  even  the  air  had  been 
"specially  treated"  by  Dr.  Deryl  Hart'71,  Pro- 
fessor of  Surgery  at  Duke  University.  For 
the  past  ten  years,  Dr.  Hart  has  irradiated 
the  air  in  his  operating  rooms  with  ultra- 
violet light  of  a  special  wave-length  which 
is  highly  bactericidal.  His  results  have 
proved  the  effectiveness  of  this  method  in 
eliminating  infections  due  to  bacteria  from 
the  nose  and  throat. 

Sterilization  of  the  air  thus  completes  the 
last  important  detail  in  our  modern  aseptic 
technique.  There  is  one  remaining  weak 
point — the  sterilization  of  the  patient's  skin. 
This  detail,  however,  is  of  only  minor  impor- 
tance compared  with  the  great  difficulties 
which  surgeons  have  faced  and  solved. 

J.  C.  T. 

4.  Cheyne.  Sir  W.  W.:  Lister  and   His  Achievement,  London, 
Longmans.  Green   and  Co..  1925.  p.  92. 

5.  Tower.  Sir  D'Arcy:   A   Short  History  of  Surgery,   London. 
John  Bale.   1933.  pp.  5H-39. 
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Ltd.,    1939.    p.    365. 
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WHAT  PRICE   INTERNATIONALISM? 

In  Medical  Economics  for  November  was 
published  an  article'1'  that  should  be  read 
by  everyone  interested  in  the  future  of  this 
country.  The  editors  of  that  journal  say 
that  it  "is  without  doubt  one  of  the  most 
important  articles  published  by  Medical 
Economics  in  recent  years  .  .  .  because  it  ex- 
plains for  the  first  time  in  any  periodical  the 
'master  plan'  of  the  International  Labour 
Organisation  for  socializing  medicine  in  all 
countries  of  the  world  .  .  .  this  plan  is  al- 
ready responsible  for  the  establishment  of 
state  medicine  in  Chile  and  in  New  Zealand. 
Still  more  significant — though  not  generally 
known — is  the  fact  that  the  Wagner-Mur- 
ray-Dingell  bill  in  this  country  was  written 
largely  by  ILO  leaders  and  that  those  same 
leaders  are  a  powerful  element  in  the  cur- 
rent campaign  for  its  passage." 

The  story  of  the  International  Labour  Or- 

l.   Labor's    Program    to    Socialize    Medicine    Internationally, 
Medical  Economics  23:30    (Nov.)    1945. 


ganisation  sounds  too  fantastic  to  be  true; 
yet  the  article  was  based  upon  information 
secured  by  a  special  investigator,  and  "every 
fact  was  checked  and  authenticated."  Every 
doctor  in  North  Carolina  should  read  thi<; 
article  and  tell  his  patients  about  it. 

"The  International  Labour  Organisation 
began  as  a  private  agency  with  headquarters 
in  Basel.  Switzerland" ;  then  achieved  official 
status  as  a  subsidiary  of  the  League  of  Na- 
tions. In  1934  a  joint  resolution  sneaked 
through  Congress  made  the  United  States  a 
"member  state"  of  the  ILO.  "The  U.  S.  Gov- 
ernment, like  others,  pays  the  expenses  of  its 
own  delegates  to  the  annual  conferences.  In 
addition,  it  pays  dues  to  the  ILO  as  a  mem- 
ber state."  And  the  taxpayer  foots  the  bill. 

The  governing  body,  or  the  International 
Labour  Conference,  adopts  certain  recom- 
mendations "and  copies  of  them  are  sent  to 
every  ILO  member  state."  Such  members — 
including  the  United  States — must  bring 
these  recommendations  before  their  legisla- 
tures within  a  year.  "Nor  does  ILO  author- 
ity cease  there.  Governments  are  bound  by 
agreement  to  submit  annual  reports  to  the 
ILO,  showing  how  ILO  proposals  have  been 
acted  upon." 

At  the  International  Labour  Conference 
held  in  Philadelphia'-1  from  April  20  to  May 
1.  1944,  seven  recommendations,  including 
one  on  medical  care,  were  adopted.  "Said 
President  Roosevelt  then :  'Under  the  consti- 
tution of  the  International  Labour  Organi- 
sation, these  recommendations  are  for- 
warded to  the  member  Governments  for  sub- 
mission to  their  respective,  competent  na- 
tional authorities.  I  shall  accordingly  submit 
them  to  the  Congress  in  the  regular  way 
when  certified  copies  are  received.'  " 

The  medical  care  program  which  was 
adopted  for  the  guidance  of  the  member 
states  (including  the  United  States)  in  de- 
veloping their  health  services  contained  114 
detailed  proposals.  "A  majority  of  the  114 
proposals  are  embodied  ...  in  the  Wagner- 
Murray-Dingell  Bill  of  1945." 

Samuel  Gompers.  when  he  was  president 
of  the  American  Federation  of  Labor,  with- 
drew from  the  American  affiliate  of  the  ILO 
(the  American  Association  for  Labor  Legis- 
lation) and  "denounced  its  objectives  as  un- 
American."  Since  then,  however,  two  succes- 

■1.    The    delegates   from    this   Government   to   ttie   Philadelphia 

confere  Senator   Thomas   of    Utah,    a   member   of 

Sub-i  ommittee   on    Wartime   Health   ami 

Education,  and   Assistant    Secretary   of   state  Adolphe   A. 

Berle,  Jr„  substituting  for  Miss  Prands  Perkins. 
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sive  presidents  of  the  United  States  have 
publicly  paid  tribute  to  the  objectives  of  the 
ILO  (witness  President  Truman's  espousal 
of  national  health  insurance  in  a  special 
message  to  Congress). 

Some  wit  has  remarked  that  man  shall 
not  live  by  bread  alone,  but  by  catch-words. 
One  of  the  most  popular  catch-words  nowa- 
days is  internationalism.  Under  its  aegis 
are  gathered  the  advocates  of  many  and 
varied  ideologies,  sure  that  it  is  broad 
enough  to  cover  them  all.  Certainly  no  pa- 
triotic and  far-seeing  citizen  would  advocate 
our  country's  shirking  its  full  share  of  re- 
sponsibility for  the  maintenance  of  world 
peace.  However,  it  is  neither  unpatriotic  nor 
short-sighted  to  call  attention  to  the  machi- 
nations of  those  who  are  using  the  term 
"internationalism"  to  cover  their  attempts 
to  socialize  America.  Such  abuse  of  a  noble 
word  recalls  Macaulay's  famous  phrase :  "O 
Liberty !  Liberty  !  how  many  crimes  are  com- 
mitted in  thy  name!" 


HYPERTENSION 

When  the  etiology  of  a  disease  is  obscure, 
treatments  are  many.  It  is  not  surprising, 
then,  that  suggestions  for  the  treatment  of 
hypertension  come  thick  and  fast.  Kemp- 
neru)  advises  a  diet  composed  of  rice,  sugar, 
fruit,  iron  and  vitamins,  with  severe  restric- 
tion of  salt,  fats,  and  animal  proteins.  Groll- 
man  and  Harrison'2'  revert  to  the  old  idea131 
of  drastic  salt  restriction.  Some  observers 
advise  reliance  upon  sulfocyanates'-",  while 
others  emphasize  the  predominance  of  her- 
edity and  the  neurogenic  element  in  the 
hypertensive  syndrome.  Surgery  of  the  sym- 
pathetic nervous  system  has  a  definite  but 
uncertain  value.  The  removal  of  chromaffin 
tumors  of  the  adrenal  frequently  produces 
a  dramatic  cure  in  paroxysmal  hypertension. 

It  is  probable  that  all  of  these  suggestions 
are  useful  in  selected  cases,  for  hypertension 
is  not  a  disease,  but  a  symptom  of  diverse 
underlying  pathology.  It  is  irrational  to  ap- 
ply the  same  therapy  to  all  patients  with  a 
syndrome  produced  by  different  etiological 

1.  Kempner,  Walter:  Compensation  of  Renal  Metabolic  Dys- 
function: Treatment  of  Kidney  Disease  and  Hypertensive 

Vascular  Disease  with  Rice  Diet.  III.  North  Carolina   M.J. 
6:61-87    (Feb.):    117-1(11    (March)    1945. 

2.  Orolhnan,  Arthur:  Harrison.  T.  R.J  Mason,  M.  P.;  Baxter, 
.rames;  Crampton.  Joseph,  and  Reichsman.  Francis:  Sodi- 
um Restriction  in  Diet  for  Hypertension,  J. A.M. A.  12!': 
533-587    (Oct.    201     HI  15. 

3.  von  Mueller.  Friedrich  D. :  Vnniversarj  Issue  in  Honor  of 
Eightieth  Birthday.  Muenchen  ined.  Wchnschr.  *5:lln<> 
(Sept.    Hi)    193H. 

•1.  Caviness.  Verne  S. :  The  Management  of  Hypertension, 
N'orth  Carolina  M.  J.   6:477-480   (Nov.)    1045. 


factors,  many  of  which  are  themselves  un- 
certain and  unproved. 

The  hypertensive  pot  is  boiling,  and  this 
state  of  activity  is  highly  desirable  in  the 
study  of  a  syndrome  which  occupies  the  un- 
enviable distinction  of  being  one  of  the  great 
killers  of  mankind. 

Perhaps  the  safest  course  for  the  prac- 
titioner to  follow  is  to  adopt  an  eclectic  atti- 
tude and  individualize  his  cases,  so  far  as 
modern  means  permit,  remembering  that 
sauce  for  the  goose  may  not  be  sauce  for  the 
gander. 

*     *     *     * 
A   COMMON   OBJECTIVE 

On  November  19  President  Truman  sub- 
mitted a  National  Health  Program  to  Con- 
gress, and  on  the  same  day  the  latest  version 
of  the  Wagner-Murray-Dingell  bill  was  in- 
troduced in  both  houses.  Two  weeks  later 
the  House  of  Delegates  of  the  American 
Medical  Association  passed  a  resolution  ad- 
vocating the  development  of  a  national  vol- 
untary prepayment  care  plan,  designed  to 
coordinate  all  prepayment  medical  care 
plans  now  in  operation.  In  September  the 
North  Carolina  Eye,  Ear,  Nose  and  Throat 
Society  had  adopted  a  resolution*  urging 
the  President  of  the  Medical  Society  of  the 
State  of  North  Carolina  to  appoint  "a  State 
wide  committee  to  include  all  medical  spec- 
ialties, hospital  service  plans  and  hospital 
administrators  to  recommend  an  augmented, 
specific  and  progressive  medical  and  hospital 
care  program." 

In  all  these  plans  there  is  a  common  ob- 
jective— that  of  providing  a  way  whereby 
the  people  can  have  prepaid  medical  care. 
Messrs.  Truman,  Wagner,  Murray,  and 
Dingell  may  be  quite  sincere  in  thinking  that 
the  government-sponsored  compulsory  plan 
is  best.  The  doctors  of  North  Carolina  and 
of  the  nation,  however,  know  that  voluntary 
insurance  would  cost  the  people  much  less, 
because  those  who  administered  it  would  feel 
more  responsibility  than  would  government 
bureaucrats ;  that  it  would  ensure  a  far  high- 
er quality  of  service,  because  under  it  could 
be  continued  the  sacred  doctor-patient  rela- 
tionship ;  and  that  both  doctors  and  patients 
would  have  far  more  self-respect,  because 
they  would  alike  maintain  their  independ- 
ence. 

A  common  objective,  yes :  but  how  diver- 
gent the  methods  of  attaining  that  objective! 

1  This  resolution  will  be  published  in  the  January  issue  of 
this  Journal. 
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CLINICO-PATHOLOGICAL 
CONFERENCE 

Bowman  Gray  School  of  Medicine 
of  Wake  Forest  College 

This  30  year  old  farmer's  wife,  para  0-0-0, 
was  first  seen  in  the  outpatient  department 
on  June  5,  1945,  complaining  of  "hurting  in 
the  breasts"  for  two  months.  She  was  hav- 
ing pain  beneath  the  sternum  made  worse 
by  walking,  working,  or  eating.  She  had 
also  been  awakened  from  sound  sleep  by 
shortness  of  breath  and  a  sensation  of 
smothering  which  was  relieved  by  sitting 
up.  Physical  examination  revealed  the  tem- 
perature to  be  98.9  F.,  pulse  80,  respirations 
18.  The  patient  was  overweight.  The  pupils 
reacted  to  light  and  accommodation;  the 
eyegrounds  were  negative.  The  thyroid 
gland  was  diffusely  enlarged  to  twice  its 
normal  size.  A  diastolic  murmur  was  heard 
along  the  left  sternal  border,  best  at  the 
junction  of  the  second  and  third  ribs.  The 
lungs  were  clear.  No  peripheral  edema  was 
present.  A  cardiologist  listened  briefly  to 
the  heart  and  heard,  in  addition  to  what  he 
took  to  be  an  aortic-diastolic  murmur,  a  sys- 
tolic murmur  at  the  apex  of  the  heart,  but 
no  mid-diastolic  murmur.  It  was  his  im- 
pression that  the  patient  had  both  mitral 
and  aortic  involvement.  The  electrocardio- 
gram showed  slurring  of  QRS4,  low  voltage, 
deep  S2  and  S3,  left  axis  deviation;  Qi  and 
Q4  were  present;  Ti  and  T4  were  inverted. 
The  routine  Kahn  and  Wassermann  tests 
were  both  reported  positive. 

The  patient  was  admitted  to  the  hospital 
a  month  later  with  essentially  the  same  com- 
plaint. The  substernal  oppression  was  al- 
ways initiated  by  emotional  upsets  or  exer- 
tion ;  it  lasted  not  more  than  fifteen  minutes, 
and  was  accompanied  by  some  aching  in  the 
right  arm  only.  The  patient  now  gave  a  his- 
tory of  slight  ankle  edema.  Physical  exami- 
nation revealed  the  blood  pressure  to  be  120 
systolic,  64  diastolic,  the  temperature  99.4 
F.,  pulse  88,  respirations  20.  The  patient 
was  in  no  acute  distress.  The  pupils  reacted 
sluggishly  to  light  and  accommodation.  The 
chest  was  clear  to  percussion  and  ausculta- 
tion. The  point  of  maximum  impulse  was 
in  the  fifth  interspace  at  the  midclavicular 
line:  there  was  a  grade  2  apical  systolic  mur- 
mur, a  grade  1  aortic  systolic  murmur,  and 
a  grade  1  soft,  blowing  aortic  diastolic  mur- 


mur. No  ankle  edema  was  noted.  The  Kahn 
and  Wassermann  tests  were  positive  on  two 
occasions.  The  white  cell  count  was  9800, 
with  48  per  cent  segmented  polymorphonu- 
clears, 5  per  cent  non-segmented,  4  per  cent 
eosinophils,  41  per  cent  lymphocytes.  2  per 
cent  monocytes.  The  husband's  Kahn  was 
negative. 

The  patient  was  digitalized  slowly,  0.3 
Gm.  being  given  daily  for  seven  days.  Potas- 
sium iodide  was  given  in  increasing  doses, 
along  with  water-soluble  bismuth  intra- 
muscularly. The  electrocardiogram  on  this 
admission  showed  a  regression  of  the  previ- 
ous changes.  The  temperature  and  pulse 
were  normal  throughout  the  hospital  stay. 
The  respirations  varied  from  18  to  32  per 
minute.  The  patient  was  discharged  on  the 
ninth  hospital  day,  essentially  unimproved. 
It  was  planned  to  give  eight  weekly  injec- 
tions of  bismuth  before  continuing  further 
therapy. 

The  patient  was  readmitted  eighteen  days 
later  at  1 :20  a.m.  via  the  emergency  room. 
At  10  that  night  she  had  become  dyspneic 
and  had  had  substernal  pain  which  was 
identical  in  nature  to  the  previous  pain,  but 
which  increased  progressively  in  intensity 
and  lasted  two  hours,  until  relieved  by  a 
hypodermic  injection.  Examination  in  the 
emergency  room  showed  the  blood  pressure 
to  bs  100  systolic,  60  diastolic,  pulse  92,  res- 
pirations 32.  The  patient  was  dyspneic, 
pale,  and  her  skin  was  cold  and  clammy. 
The  heart  sounds  were  distant  and  obscured 
by  rales ;  no  murmurs  were  heard ;  the  point 
of  maximum  impulse  was  2  cm.  outside  the 
midclavicular  line.  The  liver  was  not  pal- 
pable. Ten  cubic  centimeters  of  aminophyl- 
lin  given  intravenously  on  admission  af- 
forded some  relief.  The  chest  pain  returned 
at  4  a.m.,  however,  and  was  not  relieved  by 
nitroglycerin.  Pantopon  eased  it,  but  her 
condition  remained  unimproved.  She  had 
substernal  pain  radiating  down  her  right 
arm  on  two  or  three  occasions  during  the 
day.  That  evening  there  were  also  radia- 
tions down  the  left  arm  to  the  elbow. 

An  electrocardiogram  made  on  the  day  of 
admission  revealed  Sta,t  present,  left  axis 
deviation,  T,  slightly  depressed  and  of  low 
voltage.  Tt  of  low  voltage  and  inverted.  At 
this  time  the  hemoglobin  was  12.3  Gm.,  red 
cell  count  3,650.000,  sedimentation  rate  17 
mm.  in  an  hour,  white  cell  count  9200.  with 
65  per  cent  polymorphonuclears.  1  per  cent 
eosinophils,  33  per  cent  lymphocytes,  and  1 
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per    cent    monocytes.     The    urinalysis    was 
negative. 

About  twenty-three  hours  after  admission 
the  patient  complained  of  marked  dyspnea 
without  pain.  She  vomited  twice  and  began 
having  pains  substernally  and  in  her  right 
arm.  The  heart  rate  was  150  per  minute. 
Respirations  varied  from  30  to  35  per  min- 
ute, and  were  shallow.  The  patient  was 
given  aminophyllin  and  pantopon  with  ap- 
parent improvement.  Three  hours  later, 
however,  her  pulse  became  feeble  and  her 
heart  ceased  beating. 

Discussion 

Dr.  David  Cayer:  This  patient's  initial 
complaint  gives  us  two  of  the  E's  commonly 
associated  with  angina — namely,  pain  be- 
neath the  sternum  brought  on  by  eating  or 
effort.  She  also  gave  a  clear-cut  history  of 
paroxysmal  dyspnea  coming  on  at  night, 
waking  her  from  sound  sleep  and  relieved 
by,  sitting  up.  We  may  assume  from  this 
that  the  patient  was  having  episodes  of  left 
ventricular  failure.  Statistically,  the  most 
likely  causes  of  left  ventricular  failure  would 
be  hypertension,  aortic  insufficiency,  and 
coronary  disease.  The  thyroid  is  described 
as  being  diffusely  enlarged,  and  we  would 
like  to  know  if  any  other  signs  of  hyper- 
thyroidism were  present.  Since  the  patient 
is  described  as  being  overweight,  however, 
and  since  she  had  no  tachycardia,  it  is  most 
likely  that  the  other  signs  are  not  mentioned 
because  they  were  negative.  The  first  physi- 
cal finding  suggestive  of  an  organic  heart 
lesion  was  a  diastolic  murmur,  which  is  de- 
scribed as  being  heard  in  the  area  typically 
associated  with  aortic  insufficiency.  It  is  of 
extreme  importance  in  making  an  etiologic 
diagnosis  in  this  case  that  we  correctly  in- 
terpret the  systolic  murmur  which  was  said 
to  have  been  heard  at  the  apex  of  the  heart. 

The  Wassermann  and  Kahn  tests  were 
reported  positive.  The  electrocardiogram 
was  interpreted  as  being  consistent  with  an 
anterior  infarct.  However,  the  occurrence 
of  clinical  coronary  heart  disease  or  angina 
pectoris  in  a  white  female  aged  30  is  quite 
rare ;  in  a  series  of  almost  500  cases  reported 
by  White111  considerably  less  than  1  per  cent 
of  the  patients  were  white  women  of  30  or 
below. 

The  patient  was  admitted  to  the  hospital 
about  one  month  later,  at  which  time  she 
stated    that    now   the    third  E  of  angina — 

1.    White,  Paul  D. :  Heart  Disease.   New  York.  The  Macmillan 
Company,  ed.  3,  1944. 


emotion — would  also  precipitate  her  attacks 
of  substernal  pain,  and  for  the  first  time  she 
reported  having  had  some  slight  ankle  ede- 
ma. The  point  of  maximum  impulse  was  in 
the  fifth  interspace  at  the  midclavicular  line; 
since  she  was  reported  as  being  obese,  how- 
ever, we  cannot  state  that  she  had  any  actual 
cardiac  enlargement.  The  murmurs  previ- 
ously described  were  still  present,  and  in 
addition  there  was  a  grade  2  apical  systolic 
murmur. 

The  patient  was  digitalized  on  this  admis- 
sion, and,  following  a  course  of  potassium 
iodide,  small  doses  of  bismuth  were  begun 
very  cautiously. 

Eighteen  days  later,  the  patient  was  ad- 
mitted by  way  of  the  emergency  room  be- 
cause of  dyspnea  and  severe  substernal  pain 
which  she  described  as  identical  to  her  pre- 
vious pain.  The  important  points  used  in 
differentiating  angina  from  myocardial  in- 
farction were  now  present,  however:  the 
pain  was  progressive  in  intensity,  of  two 
hours'  duration,  and  was  relieved  only  by 
hypodermic  injection.  The  systolic  pressure 
had  fallen  from  120  to  100 — a  drop  which 
in  a  patient  having  clinical  evidence  of 
aortic  insufficiency  certainly  represents 
"shock,"  due  primarily  to  inadequate  ven- 
tricular output  rather  than  to  a  defect  of  re- 
turn flow  or  filling  of  the  ventricle.  This  con- 
ception is  borne  out  by  the  description  of 
the  patient  as  being  pale,  cold,  and  clammy. 
Changes  in  the  heart  sounds  usually  do  not 
accompany  angina  alone,  and  the  sounds 
were  described  at  this  time  as  being  distant 
and  obscured  by  rales.  The  fact  that  no  mur- 
murs were  noted  probably  means  that  the 
sounds  were  of  such  poor  quality  that  none 
could  be  heard.  The  failure  of  nitro- 
glycerin to  relieve  the  pain,  as  well  as  the 
increased  sedimentation  rate  and  the  vomit- 
ing, also  substantiates  the  clinical  diagnosis 
of  myocardial  infarction.  An  important  ob- 
servation made  at  this  time  was  that  the 
point  of  maximum  impulse  was  2  cm.  outside 
the  midclavicular  line — a  change  of  2  cm.  in 
a  period  of  three  weeks.  This  is  certainly 
too  short  a  time  for  hypertrophy  to 
have  occurred,  and  when  all  findings  are 
considered,  dilatation  of  the  left  ventricle  is 
the  most  likely  explanation.  The  day  after 
admission,  the  patient  complained  of  marked 
dyspnea  and  substernal  pain ;  the  heart  rate 
rose  rapidly,  the  pulse  became  feeble,  and 
she  expired. 

The  patient's  clinical  course  is  one  of  rap- 
idly developing  severe  anoxemia  of  the  car- 
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diac  muscle.  From  the  evidence  we  have,  it 
might  be  due  to  either  valvular  insufficiency 
or  coronary  involvement.  The  blood  pres- 
sure (which  remained  relatively  normal  un- 
til the  final  admission),  as  well  as  the  ab- 
sence of  pulse  changes  in  spite  of  the  charac- 
teristic murmur  of  aortic  insufficiency,  is 
against  marked  valvular  incompetency.  In 
a  person  of  this  age  and  race,  without  known 
hypertension,  the  most  likely  etiologic  factor 
would  be  rheumatic  fever  or  syphilis.  There 
is  nothing  in  the  history  suggestive  of  any 
previous  rheumatic  infection,  but  relatively 
mild  joint  involvement  may  sometimes  be 
overlooked  in  a  young  person  who  may  none- 
theless suffer  severe  cardiac  damage. 

The  rapid  progression  of  the  disease,  as 
well  as  the  absence  of  any  of  the  findings 
diagnostic  of  a  stenotic  valvular  defect,  cer- 
tainly suggests  syphilis.  In  a  patient  with 
syphilitic  aortitis,  the  duration  of  symptoms 
may  be  extremely  brief;  not  uncommonly, 
death  is  the  first  manifestation  of  the  dis- 
order. The  patient's  Wassermann  tests  were 
still  strongly  positive,  although  those  done 
on  the  husband  were  negative.  This  finding 
is  of  considerable  help  in  dating  the  possible 
onset  of  the  patient's  primary  infection.  She 
had  been  married  for  ten  years  and  denied 
any  extramarital  contacts  during  this  time, 
but  did  admit  exposure  prior  to  this.  In  all 
probability,  the  duration  of  infectivity  of 
syphilis  is  about  three  years.  We  may  as- 
sume then  that  the  patient,  since  she  did  not 
infect  her  husband,  probably  acquired  the 
disease  at  the  age  of  17  or  even  younger. 
This  time  interval  is  entirely  compatible 
with  the  development  of  cardiovascular 
syphilis. 

It  would  be  of  some  interest  to  know 
whether  or  not  the  aorta  had  been  fluoros- 
coped,  since  a  description  of  dilatation  of  the 
first  part  of  the  aorta  with  an  increase  in 
expansile  pulsation  would  again  favor  the 
diagnosis  of  syphilis.  Such  a  finding  would 
be  unusual  in  rheumatic  heart  disease.  It 
is  well  to  remember,  however,  that  the  first 
portion  of  the  aorta  is  often  obscured  by  the 
heart  shadow  itself,  and  early  anatomical 
changes  may  not  be  demonstrable.  There  is 
considerable  doubt  as  to  whether  or  not  un- 
complicated aortitis  can  be  recognized  clin- 
ically or  radiologically.  In  general,  by  the 
time  the  characteristic  murmur  has  devel- 
oped and  x-ray  confirmation  is  present,  the 
case  can  hardly  be  classed  as  uncomplicated. 

Since  some  20  per  cent  of  individuals  with 
syphilitic  aortitis  may  have  negative  serol- 


ogy, this  single  finding  must  not  be  relied 
upon  entirely,  particularly  in  the  presence 
of  such  clinical  signs  as  the  characteristic 
diastolic  murmur,  a  change  in  the  aortic 
second  sound  (which  is  described  as  being 
tympanitic  or  tambour-like),  and  a  recently 
acquired  aortic  systolic  murmur. 

Syphilitic  aortitis  may  pursue  one  of  sev- 
eral courses.  In  about  55  per  cent  of  the 
cast  9  frank  regurgitation  develops,  followed 
by  congestive  failure  and  death.  About  22 
per  cent  are  characterized  primarily  by 
marked  changes  about  the  coronary  ostia; 
the  patients  present  themselves  chiefly  be- 
cause of  pain,  and  show  electrocardiographic 
changes  suggestive  of  infarct.  I  believe  this 
latter  course  is  the  one  which  this  particular 
patient  followed.  Why  the  Spirochaeta  pal- 
lida has  a  particular  affinity  for  the  aorta 
and  for  the  central  nervous  system  is  still 
not  known.  In  any  event,  it  invades  the 
large  blood  vessels  by  way  of  the  vasa  vas- 
orum — or  perhaps  in  some  instance  by  lym- 
phatic extension — ,  and  is  followed  by  round 
cell  infiltration,  destruction  of  elastic  tissue, 
and  fibrosis.  Then — depending  on  the  local- 
ization and  the  balance  between  the  pro- 
cesses of  destruction  and  repair — it  may  pro- 
duce aneurysm  or  infarction.  The  possibility 
of  actual  myocardial  invasion  must  be  con- 
sidered, and  some  investigators  have  re- 
ported being  able  to  demonstrate  spirochetes 
in  the  heart  muscle,  although  others  have 
challenged  this  finding.  In  any  event,  actual 
gummas  of  the  heart  muscle  are  quite  rare. 

It  is  extremely  important  to  remember 
that  we  are  not  dealing  with  an  uncommon 
disease.  It  is  estimated  that  some  240,000 
people  in  the  United  States  have  cardio- 
vascular syphilis,  and  that  approximately  10 
per  cent  of  them  die  each  year  because  of  it. 
In  all  likelihood,  when  the  clinical  signs  and 
symptoms  make  their  first  appearance,  wide- 
spread organic  change  has  taken  place,  and 
the  examples  of  this  disorder  which  show 
the  classical  water-hammer  (Corrigan) 
pulse,  the  to-and-fro  murmur  over  the  fem- 
oral artery  (Duroziez'  sign),  bobbing  of  the 
head,  and  bulging  of  the  sternum  represent 
impossible  therapeutic  problems.  The  pres- 
ence of  pain  and  nocturnal  dyspnea  in  a  pa- 
tient with  luetic  aortitis  is  an  extremely 
ominous  sign.  Actually,  there  is  some  ques- 
tion as  to  whether  or  not  therapy  at  such  a 
time  is  of  any  value,  although  the  encourag- 
ing reports  of  some  observers  seem  to  war- 
rant at  least  a  trial.  Specific  treatment  must 
be  administered  with  extreme  caution  and 
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should  probably  never  include  arsenicals, 
but  should  be  begun  with  iodides,  followed 
by  either  mercury  rubs  or  bismuth  adminis- 
tered under  careful  observation.  The  advent 
of  penicillin,  which  eliminates  the  toxicity 
of  heavy  metals,  does  not  alter  the  principles 
of  antiluetic  therapy.  Treatment  with  this 
drug  can  still  produce  marked  Herxheimer 
reactions,  or  what  Stokes  speaks  of  as  the 
therapeutic  paradox  or  "fatal  cure,"  due  to 
further  impairment  of  the  coronary  circula- 
tion by  the  too-rapid  destruction  of  spiro- 
chetes or  by  an  allergic  response  with  edema. 
The  answer  to  this  problem  lies,  of  course, 
in  the  early  diagnosis  and  adequate  treat- 
ment of  syphilis  itself.  This  disease  may 
well  be  summed  up  in  the  words  used  by 
Stokes : 

UBIQUITOUS  —  INSIDIOUS  — ■  DISASTROUS 

Dr.  Cayer's  Diagnoses 

1.  Syphilis,  generalized,  tertiary  stage. 

2.  Syphilitic  aortitis  with  aortic  insuffi- 
ciency, stenosis  of  right  and  left  coronary 
ostia,  anginal  syndrome,  occlusion  of  right 
coronary  artery  (?),  myocardial  infarction, 
acute  left  ventricular  dilatation. 

Anatomical  Discussion 

Dr.  W.  C.  Thomas  :  The  patient  did  have 
an  aorta  which  showed  thickening  of  the 
wall  and  wrinkling  of  the  inner  surface.  The 
orifices  of  the  coronary  arteries  were  com- 
pletely occluded  by  the  process  in  the  aorta. 
The  arteries  were  otherwise  patent.  The 
musculature  of  the  heart  was  discolored  by 
blood.  Microscopic  examination  revealed 
marked  destruction  of  the  wall  of  the  aorta. 
Foci  of  necrosis  and  perivascular  round  cell 
infiltrations  were  evidences  of  the  type  of 
inflammatory  reaction  of  the  tissues  to  the 
process  of  unknown  cause.  The  heart  muscle 
showed  extreme  capillary  dilatation  sur- 
rounding the  myocardial  fibers.  No  degen- 
erative or  inflammatory  reaction  was  seen 
in  the  myocardium.  Numerous  sections  were 
stained  by  the  Levaditi  technique,  but  no 
spirochetes  were  found  in  the  tissues. 

This  case  best  fits  into  the  picture  of  what 
is  described  as  "luetic"  aortitis.  The  litera- 
ture on  this  subject  is  controversial  and  oc- 
casionally highly  inflammatory'21.   The  path- 

2.    Saphir.     O.:     Syphilitic    Myocarditis.     Arch.     Path.     13:260 
(Feb.);    130   (March)    1032. 


ogenesis  of  the  lesion  is  not  yet  satisfactorily 
explained.  The  dogmatists  resort  to  the  use 
of  magic,  mysticism,  and  folklore — which  at 
the  present  time  are  masquerading  under 
the  names  of  "allergy,"  "virus,"  and  "local 
tissue  susceptibility" — to  explain  away  those 
things  which  we  do  not  understand.  Proper 
use  of  the  above  terms,  of  course,  is  not  con- 
demned. 

The  myocardial  changes  illustrate  the  re- 
sponse of  the  myocardium  to  sudden  occlu- 
sion of  the  coronary  artery  orifices.  A  slow- 
er developing  process  leads  to  the  remark- 
able combination  of  complete  coronary  ar- 
tery blockage  and  a  normal  myocardium"31. 
This  compensatory  response  by  the  thebe- 
sian veins  has  been  emphasized  by  Wearn(4). 

Anatomical  Diagnoses 

1.  Aortitis,  acute  and  subacute;  probably 
part  of  the  syphilitic  story 

2.  Occlusion  of  the  orifices  of  the  coronary 
arteries 

3.  Congestion  of  the  myocardium,  marked 

Closing  Discussion 

Dr.  George  Harrell:  This  case  illus- 
trates all  too  well  a  preventable  complica- 
tion of  a  common  disease.  It  might  be  well 
to  say  something  about  the  Wassermann 
test.  As  a  negative  report,  it  has  the  same 
value  as  any  other  negative  finding.  As  Dr. 
Cayer  has  pointed  out,  it  does  not  preclude 
the  possibility  of  syphilis.  Likewise,  single 
or  even  repeated  positive  serological  tests 
may  occur  in  patients  who  do  not  have  syph- 
ilis. False  positive  serological  reactions  are 
known  to  accompany  many  acute  infectious 
diseases  and  to  result  from  a  too-sensitive 
reagent  or  even  a  laboratory  error.  Positive 
tests  should  be  checked,  if  necessary,  by  hav- 
ing duplicate  samples  run  by  other  labora- 
tories, as  well  as  by  correlating  the  findings 
with  the  clinical  information.  A  patient  is 
not  treated  solely  on  the  basis  of  a  single 
positive  serologic  report,  nor  is  there  a 
routine  form  of  therapy  for  all  patients.  In 
each  case,  the  treatment  must  be  "tailored" 
to  fit  the  individual  patient,  and  must  be 
based  on  a  complete,  thorough  examination 
and  careful  correlation  of  all  the  findings. 

3.  Lean',  T.  and  Wearn.  J.  T. :  Two  Cases  of  Complete  Oc- 
clusion of  Both  Coronary  Orifices,  Am.  Heart  J.  5:112-423 
(April)    1050. 

1.  Wearn.  J.  T. :  The  Role  of  the  Thebesian  Veins  in  the 
Circulation  of  the  Heart,  J.  Exper.  Med.  17:293-310  (Feb.) 
1928. 
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CASE  REPORTS  FROM  THE 
TUMOR  CLINIC 

North  Carolina  Baptist  Hospital 

Case  10 

Mrs.  B..  a  74  year  old  widow,  was  first 
seen  in  the  outpatient  department  on  June 
1.  1942.  Her  chief  complaint  was  a  sore  on 
her  nose.  This  lesion  had  been  present  for 
a  year,  and  she  described  it  as  a  crusted 
area  about  the  size  of  a  dime.  The  crust 
would  fall  off  from  time  to  time  and  she  as- 
sumed it  was  getting  well,  but  the  scab  al- 
ways formed  again.  For  six  months  she  did 
nothing  about  the  lesion,  but  in  the  six 
months  prior  to  her  visit  here  she  had  seen 
several  physicians,  who  prescribed  various 
ointments.  The  last  week  in  May  she  con- 
sulted still  another  doctor,  who  told  her  that 
the  lesion  was  probably  malignant  and  re- 
ferred her  to  this  hospital. 

Her  family  history  and  past  history  were 
non-contributory.  The  review  of  systems 
revealed  that  she  had  been  known  to  have 
arteriosclerotic  cardiovascular  disease,  with 
anginal  attacks,  for  a  number  of  years. 

Physical  examination  revealed  her  to  be 
an  elderly  woman  who  did  not  appear  at  all 
ill.  Her  temperature,  pulse,  and  respiratory 
rate  were  normal;  her  blood  pressure  was 
128  systolic.  84  diastolic.  The  eyes,  ears, 
mouth,  and  throat  were  not  remarkable.  On 
the  apex  of  the  nose  was  a  flat,  crusted  le- 
sion, 1  by  2  cm.,  with  rolled  borders.  The 
ulcer  was  firm  and  did  not  seem  to  be  at- 
tached to  the  underlying  cartilage.  Facial, 
parotid,  submaxillary,  superficial,  and  deep 
cervical  nodes  were  not  palpable,  and  the 
rest  of  the  physical  examination  was  essen- 
tially negative,  except  for  numerous  extra- 
systoles. 

Tissue  for  biopsy  was  removed  from  the 
lesion  on  the  nose. 

Tumor  Clinic  Discussion 

Pathologist:  In  spite  of  the  gross  ap- 
pearance of  this  lesion,  which  is  that  of  a 
squamous  cell  carcinoma,  the  pathological 
section  reveals  a  typical  basal  cell  lesion  with 
projections  of  epithelial  cells  down  into  the 
subcutaneous  tissue.  The  cells  showed  a 
small  amount  of  cytoplasm,  round  nuclei, 
and  occasional  mitotic  figures.  This  lesion 
appears  to  have  arisen  from  a  hair  follicle. 

Radiologist:  In  this  type  of  carcinoma 
x-ray  therapy  gives  very  gratifying  results. 


Basal  cell  lesions  about  the  nose,  if  the  carti- 
lage is  not  involved,  can  be  cured  with  mini- 
mal scarring  by  adequate  x-ray  therapy 
given  early  in  the  process.  We  usually  give 
about  4,500  roentgen  units  of  superficial 
therapy  over  a  period  of  five  days. 

Surgeon  :  This  lesion  should  be  treated 
with  x-ray.  The  radiologists  get  much  bet- 
ter cosmetic  results  than  do  the  surgeons  in 
the  treatment  of  basal  cell  carcinoma. 

Tumor  Clinic  Opinion 

Recommendation:  X-ray  therapy  as  soon 
as  possible. 

Prognosis :    Excellent. 
Credit :    Type  of  carcinoma. 

Follaw-Up  Note 

On  June  8,  the  same  day  that  she  was  pre- 
sented to  the  Tumor  Clinic,  Mrs.  B.  entered 
the  hospital  for  x-ray  therapy.  A  physical 
examination  made  at  that  time  revealed  the 
same  findings  as  were  noted  on  her  previous 
visit.  A  urinalysis  and  complete  blood  count 
were  normal.  A  chest  fluoroscopy  showed 
arteriosclerotic  cardiovascular  disease. 
There  was  no  evidence  of  metastasis  to  the 
lungs. 

In  the  next  five  days,  Mrs.  B.  received  a 
total  of  4,854  roentgen  units.  She  was  dis- 
charged on  June  14,  1942,  in  good  condition. 
The  ulcer  healed  nicely,  with  an  excellent 
cosmetic  result.  She  has  now  been  well  for 
three  years. 


Blood — The  Journal  of  Hematology 
The  launching  issue  of  Blood — The  Journal  of 
Hematology,  to  appear  in  January,  will  establish 
another  significant  "first"  in  the  annals  of  Ameri- 
can scientific  publications.  Devoted  exclusively  to  the 
field  of  the  blood  and  blood-forming  organs,  the  new- 
periodical  will  serve  a  notably  advancing  branch  of 
medical  practice  and  research  that  has  never  till 
now  hail  an  organ  of  its  own  in  the  Western  Hemi- 
sphere. 

Dr.  William  Dameshek  of  Boston  is  editor-in- 
chief,  with  Dr.  Charles  A.  Doan.  Columbus,  O.,  Dr. 
Thomas  Hale  Ham.  A. U.S..  Edgewood  Arsenal.  Md., 
Dr.  Roy  R.  Kracke,  Birmingham.  Ala..  Dr.  Nathan 
Rosenthal.  New  York,  and  Dr.  Maxwell  M.  Win- 
trobe.  Salt  Lake  City,  as  associate  editors.  Dr. 
George  R.  Minot  of  Boston  is  consulting  editor.  An 
advisory  editorial  board  has  been  named  from 
among  ranking  specialists  to  represent  all  aspects 
of  hematologic  work.  International  interest  is  as- 
sured through  a  board  of  foreign  contributing  edi- 
tors. Editorial  offices  are  at  25  Bennet  Street.  Bos- 
ton, and  business  affairs  will  be  in  the  hands  of 
Grune  and  Stratton,  381  Fourth  Avenue.  New  York, 
who  will  publish  the  journal.  Waverly  Press.  Balti- 
more, are  the  printers. 

The  journal   will   be   published   bimonthly,  consti- 
tuting   an    annual    volume    of     approximately     500 
Monographic   supplements   and   special    sym- 
posium numbers  will  also  be  issued. 
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MEDICOLEGAL  ABSTRACT 


J.  F.  Owen,  M.D.,  LL.B. 
Raleigh 

Hospitals:  A  mentally  incompetent 
person  is  not  entitled  to  payment  by 
the  state  for  work  which  he  was  per- 
suaded, but  not  compelled,  to  do  at  a 
state  hospital  because  of  the  thera- 
peutic value  thereof. 

This  case  was  instituted  first  in  the  pro- 
bate court,  where  the  state  sought  to  recover 
from  the  guardian  of  an  incompetent  person 
$811.39  for  expenditures  incident  to  the  in- 
competent's care  while  a  patient  in  a  state 
hospital.  The  guardian  in  his  answer  en- 
tered a  counter-claim  and  set-off  for  service 
rendered  by  the  patient  while  confined  at  the 
hospital — namely,  that  of  working  in  the 
laundry.  It  should  be  mentioned  in  this  con- 
nection that  at  the  time  of  his  admission  to 
the  hospital  the  patient  had  no  estate,  but 
subsequently  acquired  $959.56  by  inherit- 
ance. His  entire  estate  at  the  time  of  the 
trial  was  $959.56  plus  $1395.50,  the  latter 
amount  being  a  paid-up  insurance  policy. 

The  hearing  before  the  probate  court  re- 
sulted in  an  award  to  the  state  of  the  sum 
demanded  and  a  denial  of  the  counter-claim 
and  set-off  of  the  guardian  of  the  incompe- 
tent person.  The  case  was  then  appealed  to 
the  circuit  court,  where  the  judgment  re- 
ferred to  above  was  affirmed.  Subsequently 
the  matter  was  brought  to  the  attention  of 
the  Supreme  Court,  which  had  the  following 
comment  to  make :  "We  conclude  that  the 
incompetent  was  persuaded  and  not  com- 
pelled to  work,  which  was  the  taking  of 
articles  of  laundry  as  they  came  out  of  the 
mangle  and  folding  them  and  placing  them 
in  form  ready  for  use.  According  to  the 
medical  testimony  this  work  had  a  thera- 
peutic value  for  the  patient,  that  it  was  bet- 
ter for  him  to  be  so  employed  than  to  be 
doing  nothing.  Such  work  afforded  plaintiff 
no  grounds  for  compensation."  The  orders 
of  the  courts  above  were  therefore  affirmed. 

From  a  legal  standpoint  and  from  the 
facts  presented,  the  courts  could  not  do 
otherwise  than  to  deny  the  claim  of  com- 
pensation for  the  patient.  Medically,  how- 
ever, it  is  rather  difficult  to  envisage  how  a 
full  working  day  in  a  laundry  could  be  con- 
strued to  be  solely  a  therapeutic  procedure. 


It  is  usually  assumed  that  a  patient  who  has 
improved  sufficiently  to  perform  this  type 
of  work  would  be  able  to  engage  in  some 
gainful  occupation  outside  of  an  institution. 
This,  of  course,  would  depend  upon  all  facts 
connected  with  the  individual  case.  How- 
ever, in  this  particular  instance  the  court 
ruled  that  the  charge  of  peonage  and  viola- 
tion of  the  Federal  Constitution  was  with- 
out basis,  and  ruled  that  the  patient  was  not 
entitled  to  compensation  for  his  work  dur- 
ing the  time  he  was  confined  to  the  institu- 
tion. (V.  18  N.W.  Reporter,  p.  268.  Michi- 
gan Supreme  Court,  spring  term,  1945.) 


Cancer    Mortality 

The  mortality  from  cancer,  particularly  among 
women,  is  beginning  to  come  under  control.  This  is 
indicated  by  the  experience  among  the  many  mil- 
lions of  Industrial  policyholders  of  the  Metropolitan 
Life  Insurance  Company  and  is  confirmed  by  other 
sources.  In  the  past  decade,  for  example,  the  age- 
adjusted  death  rate  from  cancer  among  insured 
white  females  dropped  11  per  cent  at  ages  1  to  74 
years;  virtually  every  important  age  group  shared 
in  the  improvement.  The  current  mortality  from 
the  disease  among  women  in  the  broad  age  range 
35  to  64  is  the  lowest  in  a  third  of  a  century,  hav- 
ing dropped  by  one  fifth  during  that  period. 

Among  white  male  policyholders,  too,  a  favorable 
indication  is  noted.  The  distinctly  upward  trend 
which  has  been  manifested  for  many  years  has 
been  stemmed.  In  fact,  during  the  past  decade,  at 
no  age  beyond  25  years  has  the  cancer  death  rate 
among  these  men  shown  any  increase,  and  at  some 
age  periods  the  mortality  has  tended  downward  re- 
cently. 

That  the  organized  movement  to  control  cancel- 
is  bearing  fruit  is  evident  from  the  fact  that  people, 
and  more  especially  women,  are  seeking  diagnosis 
and  treatment  earlier  in  the  course  of  the  disease, 
when  the  chances  of  cure  are  best.  For  example, 
among  the  patients  at  the  cancer  clinics  in  Massa- 
chusetts, the  average  delay  between  first  symptoms 
and  visit  to  physician  was  reduced  from  somewhat 
more  than  six  months  in  the  period  1927  to  1935,  to 
3.3  months  in  1943. 

To  give  further  impetus  to  this  movement,  the 
Metropolitan  Life  Insurance  Company  is  conducting 
a  special  campaign  during  October.  At  that  time, 
the  Company's  more  than  20,000  Field  Representa- 
tives, in  cooperation  in  many  communities  with  offi- 
cial and  voluntary  agencies,  will  distribute  to  prac- 
ticing physicians  a  special  packet  of  new  informa- 
tion on  cancer.  Included  will  be  the  American  Can- 
cer Society's  booklet,  "The  General  Practitioner  and 
the  Cancer  Patient";  a  reprint  of  recent  studies  of 
cancer  mortality  prepared  by  the  statisticians  of 
the  Metropolitan;  a  reproduction  of  the  Company's 
educational  advertisement  on  cancer,  "Cancer  Has 
Its  Hopeful  Side!,"  appearing  during  October  in 
national  magazines  with  a  combined  circulation  of 
about  30,000,000  readers;  and  a  copy  of  the  Com- 
pany's new  leaflet  for  laymen.  "There  is  Something 
You  Can  Do  About  Cancer."  As  part  of  this  "mes- 
sage of  hope  about  cancer,"  Metropolitan  Field  Rep- 
resentatives will  endeavor  to  place  the  latter  pub- 
lication in  more  than  one  million  homes.  In  addition, 
these  representatives  will  place  in  prominent  loca- 
tions in  their  communities  6,000  window  cards  urg- 
ing early  diagnosis  of  cancer. 
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ATIENTS  and  their  relatives  very  properly  seek  from  their  physicians  the  latest  word 
on  chemotherapy  in  tuberculosis.  Inquiries  reach  flood  stage  whenever  a  new  "success" 
story,  often  baseless  or  fragmentary,  appears  in  the  public  press.  Hinshaw  and  Feldman 
do  the  profession  a  service  by  presenting  in  condensed  form  the  present  status  of  drug 
therapy. 


CHEMOTHERAPY  IN  TUBERCULOSIS 


Efforts  to  develop  an  effective  medicinal 
treatment  for  tuberculosis  have  undoubtedly 
been  under  way  ever  since  this  great  human 
pestilence  was  recognized.  The  writings  of 
ancient  physicians  contain  repeated  refer- 
ence to  herbs  and  other  natural  products  al- 
leged to  be  of  therapeutic  value.  When 
Ehrlich  and  his  contemporaries  learned  of 
the  value  of  metallic  salts  in  treating  syphilis 
and  parasitic  diseases,  hope  was  revived  that 
some  such  preparation  might  be  of  aid  in 
treating  tuberculosis.  The  use  of  gold  salts 
in  the  treatment  of  tuberculosis  appears  to 
have  been  an  outgrowth  of  this  line  of  re- 
search, but  treatment  with  these  has  not 
withstood  the  test  of  time. 

The  unprecedented  success  of  the  sulfa 
drugs  in  treatment  of  many  bacterial  dis- 
eases of  man  renewed  hope  that  tuberculosis 
might  eventually  yield  to  some  such  drug, 
and  experiments  on  guinea  pigs  have  given 
definite  support  to  these  hopes. 

In  1939  and  1940  the  sulfonamide  drugs 
were  shown  to  have  some  retarding  effect 
on  the  rate  of  development  of  tuberculosis 
of  guinea  pigs,  but  in  no  instance  did  the 
drugs  actually  arrest  the  disease. 

The  drugs  of  the  sulfone  series  (promin, 
diasone  and  promizole)  were  the  first  prep- 
arations to  succeed  in  actually  arresting 
tuberculosis  in  the  highly  susceptible  guinea 
pig.  This  led  to  high  hopes  that  sulfone 
drugs  might  be  of  value  in  the  treatment  of 
human  tuberculosis.  Several  hundred  tuber- 
culosis patients  have  now  received  treatment 
with  these  drugs.  Experience  has  tempered 
the  early  enthusiastic  hopes  of  some  physi- 
cians. 

Most  sulfone  drugs,  unfortunately,  have 
a  much  more  toxic  effect  on  human  beings 
than  on  guinea  pigs.  It  is  suspected  that 
some  sulfone  drugs  are  altered  in  the  human 


body  and  become  ineffective.  The  possibility 
that  sulfone  drugs  may  be  of  aid  in  treat- 
ment of  certain  unusual  varieties  of  human 
tuberculosis  has  not  been  excluded,  but  no 
definite  place  has  been  found  for  these  drugs 
in  treatment  of  the  usual  types  of  tubercu- 
losis. The  use  of  sulfone  drugs  under  any 
circumstances  has  not  progressed  beyond 
the  experimental  stages. 

The  only  sulfone  drug  which  has  been  ap- 
proved by  the  Federal  Drugs  Administration 
for  sale  is  promin.  This  is  available  in  jelly 
form  for  application  on  the  surface  of  ex- 
ternal tuberculous  lesions.  The  effectiveness 
of  promin  has  not  been  completely  estab- 
lished even  for  this  special  use. 

The  amazing  success  of  penicillin  in  treat- 
ment of  several  infectious  diseases  again 
aroused  hopes  that  this  or  a  similar  antibi- 
otic substance  might  be  developed  which 
would  be  effective  against  tuberculosis. 
Penicillin  itself  appears  to  have  no  effect  on 
tuberculosis  in  guinea  pigs  or  in  man,  but 
many  other  substances  may  be  extracted 
from  living  micro-organisms  which  can  sup- 
press the  growth  of  bacteria  which  produce 
disease. 

Of  these  only  streptothricin  and  strepto- 
mycin need  now  be  considered.  Streptothri- 
cin and  streptomycin  are  both  derived  from 
soil-inhabiting  fungi  (Actinomyces  laven- 
dulae  and  Actinomyces  griseus).  Both  re- 
strain the  growth  of  tubercle  bacilli  in  the 
test  tube.  Streptothricin  is  somewhat  toxic 
to  guinea  pigs  and  does  not  restrain  the  de- 
velopment of  tuberculosis  in  these  animals. 

Streptomycin  is  well  tolerated  by  guinea 
pigs,  and  extensive  investigation  has  shown 
that  it  does  inhibit  in  them  the  growth  of 
experimental  tuberculosis.  In  a  third  of  the 
guinea  pigs  treated  streptomycin  apparently 
will  eradicate  advanced  tuberculosis.    In  the 
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other  two  thirds  treatment  with  streptomy- 
cin will  bring  the  disease  to  a  stage  that  can 
be  regarded  as  arrested. 

Adequate  study  of  streptomycin  in  treat- 
ment of  human  tuberculosis  remains  to  be 
done.  Certain  obstacles  lie  in  the  path  of 
further  progress  along  this  line. 

Many  students  of  tuberculosis  believe  that 
results  comparable  to  those  noted  in  acute 
diseases,  such  as  pneumonia,  should  not  be 
anticipated  in  drug  therapy  of  as  generally 
chronic  a  condition  as  tuberculosis.  In  any 
disease  successful  treatment  with  drugs 
merely  permits  recovery  by  natural  pro- 
cesses, and  the  promptness  of  such  recovery 
depends  on  the  nature  of  the  disease  process 
and  the  defensive  powers  of  the  patient. 

Tuberculosis,  however,  by  virtue  of  its 
usual  chronicity  produces  destructive 
changes  in  tissues.  Healing  or  repair  of  these 
tissues  is  exceedingly  slow.  Furthermore,  in 
extensive  tuberculosis  of  the  lungs  the  de- 
structive changes  offer  serious  mechanical 
handicaps  to  healing.  When  such  mechanical 
handicaps  exist  a  corrective  mechanical  type 
of  treatment,  such  as  the  conventional  surgi- 
cal collapse  procedures,  is  used  rather  than 
treatment  with  a  drug.  The  physician  there- 
fore does  not  hope  for  any  alternative  chem- 
ical remedy  when  surgery  is  indicated.  Rest 
therapy,  usually  in  the  planned  environment 
of  a  sanatorium,  will  probably  remain  the 
fundamental  remedy  for  tuberculosis.  No 
drug  now  available  is  likely  to  supplant  rest 
completely.  At  this  time  it  would  appear 
foolish  to  discard  the  known  benefits  of  rest 
treatment  for  the  uncertainties  of  treatment 
with  a  new  drug. 

Patients  are  frequently  eager  to  receive 
newly  developed  drugs  even  when  the  hope 
of  benefit  is  remote.  Usually  it  is  impossible 
to  secure  such  drugs  under  these  circum- 
stances due  to  present-day  legal  restrictions 
designed  to  prevent  unwise  distribution  of 
drugs  whose  safety  and  efficacy  have  not 
been  determined. 

The  distribution  of  new  drugs  for  the 
necessary  preliminary,  laboratory  and  clini- 
cal trials  is  entirely  in  the  hands  of  the  man- 
ufacturers. Investigators  receiving  drugs 
for  this  purpose  must  have  proper  facilities 
to  carry  out  the  contemplated  research  ac- 
curately and  safely.  They  also  may  be  called 
on  to  account  for  all  of  the  drug  supplied 
and  to  submit  complete  reports  of  their  re- 
searches which  eventually  are  forwarded  to 
the  Federal  Security  Agency.  Obviously,  it 


is  impossible  for  research  workers  to  share 
their  supplies  of  new  drugs  before  the  neces- 
sary research  is  completed. 

The  channels  through  which  information 
about  new  scientific  developments  flows  are 
direct  and  dependable.  When  a  research 
worker  has  completed  a  project,  he  submits 
a  report  to  the  editors  of  one  of  the  many 
medical  and  scientific  journals,  and  usually 
publication  of  the  results  of  his  work  follows 
within  a  few  months.  This  enables  other  re- 
search workers  and  physicians  to  utilize 
promptly  any  of  these  new  facts  either  in 
treatment  of  patients  or  in  the  development 
of  new  scientific  information.  The  prompt 
publication  of  results  is  an  ethical  responsi- 
bility of  the  scientist  to  aid  others  engaged 
in  similar  problems.  No  one  need  fear  that 
he  will  be  denied  any  valuable  secret  remedy. 

Newspaper  reporters  and  authors  of  mag- 
azine articles  recognize  the  news  value  of 
scientific  discoveries.  Occasionally  they  use 
sources  of  information  less  authoritative 
than  those  of  established  medical  journals,  to 
the  chagrin  of  research  workers  and  to  the 
confusion  of  patients.  Human  lives  may  be 
lost  needlessly  if  patients  who  have  tuber- 
culosis choose  to  forsake  or  refuse  well- 
established  methods  of  treatment  in  the  hope 
of  receiving  remedies  inadequately  tried  or 
of  unproved  effectiveness. 

Chemotherapy  in  Tuberculosis,  H.  C.  Hin- 
shaw,  M.D.,  and  Willia7ii  H.  Feldman,  D.V. 
M.,  The  NT  A  Bulletin,  Oct.  19J,5. 


Mississippi  Valley  Medical  Society 
1946  Essay  Contest 

The  Mississippi  Valley  Medical  Society  is  resum- 
ing its  annual  Essay  Contest,  which  has  not  been 
held  during  the  war.  In  1946  it  offers  a  cash  prize  of 
$100.00,  a  gold  medal,  and  a  certificate  of  award  for 
the  best  unpublished  essay  on  any  subject  of  gen- 
eral medical  interest  (including  medical  economics) 
and  practical  value  to  the  general  practitioner  of 
medicine.  Certificates  of  merit  may  also  be  granted 
to  the  physicians  whose  essays  are  rated  second  and 
third  best.  Contestants  must  be  members  of  the 
American  Medical  Association  who  are  residents  of 
the  United  States.  The  winner  will  be  invited  to 
present  his  contribution  before  the  next  annual 
meeting  of  the  Mississippi  Valley  Medical  Society 
to  be  held  at  St.  Louis,  Mo.,  September  25,  26,  27, 
1946,  the  Society  reserving  the  exclusive  right  to 
publish  the  essay  first  in  its  official  publication — the 
Mississippi  Valley  Medical  Journal  (incorporating 
the  Radiologic  Review).  All  contributions  shall  not 
exceed  5000  words,  be  typewritten  in  English  in 
manuscript  form,  submitted  in  five  copies  and  must 
be  received  not  later  than  May  1,  1946. 

Further  details  may  be  secured  from  Harold 
Swanberg.  M.D.,  Secretary,  Mississippi  Vallev  Med- 
ical Society,  209-224  W.  C.  U.  Building,  Quincy, 
Illinois. 
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A  FIVE-YEAR  PLAN  FOR  CANCER 

CONTROL  THROUGH  A  SIX-POINT 

PROGRESSIVE  PROGRAM  FOR  THE 

STATE  OF  NORTH  CAROLINA* 

After  much  study  and  personal  investiga- 
tion of  various  clinics  in  several  eastern 
states,  your  chairman  has  formulated  cer- 
tain recommendations  for  a  North  Carolina 
cancer  control  program. 

Objectives 

Such  a  program  should  have  the  following 
objectives : 

1.  The  program  should  be  stable,  perma- 
nent, modern,  progressive,  and  beneficial  to 
the  greatest  number  of  citizens  of  the  state. 

2.  The  program  should  meet  with  the  ap- 
proval of  the  majority  of  physicians  in  the 
Medical  Society  of  the  State  of  North  Caro- 
lina. 

3.  The  Cancer  Committee  of  the  Medical 
Society  and  the  State  Board  of  Health  should 
work  together  in  that  manner  which  will 
most  effectively  and  efficiently  achieve  the 
ultimate  aims  of  the  program — to  serve  the 
maximum  number  of  cancer  patients  and  to 
safeguard  the  greatest  number  of  citizens 
of  the  state. 

4.  The  initial  scope  of  the  program  should 
be  limited,  in  order  that  a  safe,  solid,  and 
efficient  foundation  may  be  established. 
From  such  a  foundation  unlimited  future 
expansion  will  be  possible. 

5.  Physicians,  organizations  and  com- 
munities should  be  urged  to  enter  coopera- 
tively into  the  effort  to  standardize  a  sys- 
tem for  examination  of  patients,  detection  of 
malignancies,  confirmation  of  diagnosis, 
management  of  cases,  plan  of  terminal  care, 
and  maintenance  of  the  all-important  follow- 
up  records  on  individual  cases.  Under  such 
a  system  the  results  can  be  tabulated  by  the 
State  Board  of  Health  and  used  as  a  guide 
in  planning  future  work. 

Methods 

It  has  been  a  mistake  in  the  past  to  attack 
cancer  by  applying  the  major  part  of  our 
money  and  energy  to  cases  already  well  de- 
veloped and.  in  the  majority  of  instances,  de- 
veloped   beyond    control.    Our    present    aim 

Adopted  unanimously  by  ffie  Cancer  Committee  of  the 
Medical  s.«  i.tj  of  Hi.'  State  .if  \i.iiii  Carolina,  Ivan  Procter, 
M  ii..  Chairman,  ;ii  ;i  mociiit»r  lieM  in  Durham  on  October  2S, 


should   be   to   destroy   the   enemy    (cancer) 
before  it  exists. 

1.  The  first  step  should  be  the  employ- 
ment of  a  director  of  cancer  control  for  the 
state  of  North  Carolina.  The  director  should 
be  a  well  qualified  physician  with  enough  age 
and  experience  to  mold  physicians,  lay  lead- 
ers, and  community  organizations  into  work- 
able units  with  an  over-all  single  long-time 
purpose.  This  physician  would  have  offices 
in  the  State  Board  of  Health.  He  would  be 
responsible  to  the  secretary  of  the  State 
Board  of  Health  and  to  the  Cancer  Commit- 
tee of  the  State  Medical  Society. 

2.  Through  the  State  Superintendent  of 
Public  Instruction  and  the  State  Department 
of  Education,  a  course  in  cancer  prevention 
during  the  senior  years  should  be  required 
in  every  high  school  in  the  state.  The  course 
of  instruction  should  be  standardized,  con- 
sisting of  lectures  in  elementary  anatomy 
and  physiology,  and  discussions  of  the  pa- 
thology, diagnosis  and  management  of  can- 
cer. These  should  be  supplemented  by  charts, 
films  and  microscopic  demonstration  of  nor- 
mal and  pathologic  tissue.  The  chairmen  of 
the  cancer  committees  of  the  local  county 
medical  societies  should  arrange  for  these 
courses  to  be  given  by  qualified  physicians 
who  have  furnished  the  material  for  the  lec- 
tures and  equipment  for  the  demonstrations. 
The  course  should  be  held  one  hour  weekly 
for  three  months  and  conducted  in  conjunc- 
tion with  the  school  health  coordinated  pro- 
gram now  in  existence.  By  such  a  method, 
knowledge  of  cancer  and  its  control  is  ac- 
quired at  an  early  and  impressionable  age, 
yielding  maximum  benefits  in  the  years  to 
come.  It  is  estimated  that  in  four  years' 
time,  the  necessity  for  at  least  50  per  cent 
of  the  energy,  time,  and  money  now  ex- 
pended on  education  of  the  too-often  unin- 
terested and  careless  public  would  be  elimi- 
nated. 

3.  The  next  step  in  the  cancer  control  pro- 
gram should  be  the  establishment  of  clinics 
for  health  maintenance  and  cancer  preven- 
tion open  to  all  citizens.  In  Philadelphia  the 
International  Cancer  Research  Foundation 
sponsors  seven  such  clinics.  In  the  first  nine 
months  of  operation  they  examined  1663  ap- 
parently well  persons — 264  men  and  1499 
women ;  886  of  these  were  referred  to  physi- 
cians for  medical  and  surgical  care  which 
would  otherwise  have  been  delayed  weeks, 
months,  or  years  until  symptoms  developed. 
The  positive  findings  included  10  malignant 
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lesions,  91  suspected  malignancies,  234  cer- 
vical lesions,  297  cases  of  cardiovascular  dis- 
ease, 213  skin  lesions,  198  cases  of  hemor- 
rhoids, 156  varicosities,  173  cystoceles,  131 
rectoceles,  59  gastro-intestinal  disturbances, 
33  hernias,  29  papillomas,  18  fibromyomas, 
18  myomas,  13  lipomas,  10  fibromas  of  the 
uterus,  and  17  unclassified  benign  tumors. 
The  teeth  required  attention  in  48  patients 
and  the  feet  in  120.  In  these  clinics  a  mini- 
mum of  thirty  minutes  is  devoted  to  the  ex- 
amination of  each  patient. 

4.  The  fourth  step  should  be  the  establish- 
ment of  tumor  clinics  for  the  diagnosis  and 
management  of  suspected  or  developed  cases 
of  cancer.  After  the  educational  program 
and  the  clinics  for  health  maintenance  and 
cancer  prevention  are  in  satisfactory  oper- 
ation, we  should  then  begin  to  establish  diag- 
nostic and  treatment  clinics,  commonly 
called  tumor  clinics.  Each  of  these  should 
be  under  the  direction  of  a  physician  certi- 
fied by  his  national  specialty  board,  and 
should  meet  the  minimum  requirements  of 
the  American  College  of  Surgeons.  In  North 
Carolina  these  clinics  can  probably  best  be 
operated  after  the  plan  of  the  control  pro- 
gram being  employed  in  the  state  of  Georgia. 
This  over-all  program  is  intended  to  attack 
the  cancer  problem  in  its  incipiency. 

5.  The  next  step  would  be  the  establish- 
ment of  nursing  homes  for  the  care  of  term- 
inal cases  of  cancer.  The  Free  Cancer  Hos- 
pital in  Atlanta  is  an  example. 

6.  There  should  be  developed  a  standard 
plan  of  record-keeping  to  be  used  by  all  units 
of  cancer  control  within  the  state.  A  system 
of  follow-up  study  on  individual  patients 
should  be  maintained  through  the  use  of  full- 
time  public  health  nurses.  Data  thus  ob- 
tained can  easily  be  compiled  by  the  State 
Board  of  Health  for  statistical  purposes  and 
may  be  used  in  planning  future  control  poli- 
cies. 

In  conclusion,  the  six  points  of  our  plan 
of  action  should  be  as  follows : 

1.  Leadership.   Secure  a  qualified  physi- 
cian as  director  of  the  state  program. 

2.  Education 

A.  Education  of  high  school  students 
through  the  State  Department  of 
Education.  Work  for  legislative  ac- 
tion to  institute  a  high  school 
course  in  cancer  control. 

B.  Education  of  physicians  through 
refresher  courses  at  medical 
schools,  clinics  and  lectures  at  med- 


ical centers,    and  traveling    clinics 
to  visit  every  county  in  the  state. 

3.  Prevention.  Establish  clinics  for  health 
maintenance  and  cancer  prevention. 

4.  Diagnosis  and  treatment.  Establish 
tumor  clinics. 

5.  Nursing  care.  Establish  nursing  homes 
for  terminal  cases. 

6.  Records.  Institute  a  complete  follow-up 
record  system  through  full-time  public 
health  nurses. 


Plaque  for  Dr.  Hubert  A.  Royster 

At  the  meeting  of  the  North  Carolina  alumni  of 
the  University  of  Pennsylvania  Medical  School  held 
at  Pinehurst  in  May,  1944,  Dr.  Hubert  A.  Royster 
was  the  luncheon  speaker. 

Since  1944  was  the  fiftieth  anniversary  of  Dr. 
Royster's  graduation  from  the  University  of  Penn- 
sylvania, it  was  suggested  by  Dr.  Frank  K.  Sharpe 
of  Greensboro  that  some  recognition  be  made  of  Dr. 
Royster's  connection  with  the  University  of  Penn- 
sylvania as  a  student,  and  with  the  medical  and 
surgical  profession  of  North  Carolina  during  the 
ensuing  years.  This  idea  was  enthusiastically  and 
unanimously  adopted. 

After  consultation  with  the  University  of  Penn- 
sylvania authorities  it  was  decided  to  place  a  plaque 
on  the  wall  of  one  of  the  University  of  Pennsylvania 
hospital  rooms.  With  the  aid  of  Dr'  Robin  C.  Buerki, 
superintendent  of  the  hospital,  a  plaque  was  pre- 
pared and  fixed  in  place.  This  plaque  reads  as  fol- 
lows: 

HUBERT  ASHLEY  ROYSTER  M.D. 

RALEIGH,  NORTH  CAROLINA 

Class  of  1894 

BRILLIANT   STUDENT         PIONEER   SURGEON 

FIRST  STUDENT  TO  SERVE  AT  THE 

SOUTHEASTERN  DISPENSARY 

July    1893 

Presented  by  the  North  Carolina  Alumni  of  The 

LIniversity   of   Pennsylvania   Medical    School   on 

the    occasion    of    the    Fiftieth   Anniversary    of 

Doctor  Royster's  graduation 

Dr.  Royster  lives  in  Raleigh,  and  while  he  is  not 
now  engaged  in  practice,  he  is  actively  interested  in 
the  doings  of  the  Pennsylvania  Alumni  Association, 
of  the  state  and  county  medical  societies,  and  of  the 
Raleigh  Academy  of  Medicine. 

This  recognition  of  Dr.  Royster  is  an  indication 
of  the  high  regard  and  personal  esteem  in  which  he 
is  held  by  the  North  Carolina  alumni  of  the  Uni- 
versity of  Pennsylvania  Medical  School,  and  by  all 
his  colleagues  in  North  Carolina. 


News  Notes  from  the  North  Carolina 
tuberculosis  association 

The  second  annual  Postgraduate  Institute  for 
Negro  Physicians,  sponsored  by  the  Forsyth  County 
Tuberculosis  Association  and  the  Twin  City  Medical 
Society,  was  held  in  Winston-Salem  on  October  31 
and  November  1.  Thirty-nine  physicians  registered 
for  the  Institute  and  much  interest  was  manifested. 
The  program  included  scientific  sessions  on  tuber- 
culosis, obstetrics,  gynecology,  and  pediatrics.  Dis- 
cussion leaders  were  specialists  in  these  fields  and 
came  from  various  places  throughout  the  country. 
In  addition  to  the  scientific  sessions  a  panel  discus- 
sion by  visiting  physicians  was  held  at  the  Winston- 
Salem'  Teachers'  College  for  community  leaders. 
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State  Board  of  Medical  Examiners 

At  a  meeting  of  the  State  Board  of  Medical 
Examiners,  held  in  Raleigh  on  November  7,  thirty- 
nine  physicians  were  licensed  by  the  endorsement 
of  credentials.  One  physician  was  refused  permis- 
sion to  take  the  State  Board  examination  because 
he  did  not  have  a  certificate  from  a  grade  A  medical 
school. 

Dr.  Roy  McKnight  of  Charlotte  was  elected  presi- 
dent of  the  board. 


State  Hospitals 

Dr.  David  A.  Young,  general  superintendent  of 
mental  hygiene,  has  announced  the  appointment  of 
Donald  S.  Carter  of  New  York  City  as  practicing 
clinical  psychologist  for  the  state  hospitals. 


News  Notes  from  the  State  Board 
of  Health 

Dr.  Carl  V.  Reynolds,  State  Health  Officer,  has 
issued  this  statement: 

Diphtheria  deaths  in  North  Carolina  through  Sep- 
tember  of  this  year  increased  60  per  cent  over  the 
corresponding  period  of  1944,  while  there  has  been 
an  increase,  to  date,  of  42  per  cent  in  the  number 
of  cases  reported.  During  October  an  average  of 
twelve  diphtheria  cases  was  reported  every  single 
day — one  every  two  hours. 

Numerically,  580  cases  of  diphtheria  were  re- 
ported in  North  Carolina  from  January  1  through 
September  30,  1945,  compared  with  only  338  for  the 
corresponding  period  of  1944,  an  increase  of  242 
this  year,  through  September.  The  total  number  _of 
cases  reported  during  October  was  in  excess  of  375, 
bringing  the  1945  total,  to  date,  up  to  nearly  1,000 
cases. 

Of  the  35  diphtheria  deaths  reported  in  North 
Carolina  through  September  of  this  year — an  in- 
crease of  13,  or  60  per  cent,  over  last  year — 23  of 
the  victims  died  because  of  parental  neglect.  To  put 
it  still  more  bluntly,  these  were  illegal  deaths,  be- 
cause they  represented  children  5  years  of  age  and 
under — all  born  at  least  a  year  after  the  passage, 
in  1939,  of  the  state  law  which  provides  that  every 
baby  born  in  this  state  shall  be  immunized  against 
diphtheria  between  6  and  9  months  of  age. 

The  following  item  appeared  in  the  Charlotte 
Observer  recently: 

"Back  in  1895,  currently  with  Roentgen's  great 
iverv.  Dr.  Henry  Louis  Smith,  then  a  professor 
of  physics  at  Davidson  College,  made  the  first  X-ray 
picture  in  the  United  States. 

"Dr.  Smith  was  a  professor  at  Davidson  College 
when  news  of  the  X-ray  was  cabled  to  America. 
Roentgen  had  invented  it,  but  Dr.  Smith  realized 
the  German  physicist  was  making  pictures  of  the 
human  body  through  the  use  of  the  Crookes'  tube, 
which  he  too  had  in  his  laboratory.  Using  this  tube. 
Dr.  Smith  constructed  an  X-ray  apparatus  and  then 
made  the  first  X-ray  picture  in  the  United  States.' 

*  *     *     * 

Dr.  S.  D.  Craig  of  Winston-Salem  has  been  as- 
signed to  direct  the  surplus  properties  program  of 
the  State  Board  of  Health,  with  headquarters  m 
Raleigh.  Dr.  Craig  will  act  as  liaison  officer  in  the 
handling  of  matters  affecting  surplus  government 
property  that  can  be  used  by  hospitals  and  public 
health  agencies  in  North  Carolina. 

*  *     *     * 

During  the  year  11144  there  were  1132  residence 
deaths  from  tuberculosis  in  the  state.  Of  this  num- 
ber 684  or  60  per  cent  were  non-white,  while  448  or 
40  per  cent  were  white.  The  white  death  rate  was 
16,5     per   hundred    thousand,    while    the     non-white 


death  rate  was  64.8  per  hundred  thousand  popu- 
lation. Thus  it  appears  that  the  death  rate  was 
in  the  ratio  of  almost  four  non-white  to  one  white. 

At  least  one-fifth  of  the  population  of  our  state 
is  located  in  the  cities  and  towns  of  10,000  popula- 
tion and  over.  This  urban  population  accounts  for  at 
least  one-third  of  our  annual  tuberculosis  deaths. 
This  means  that  the  city  tuberculosis  death  rate  is 
at  least  twice  as  great  as  the  tuberculosis  death  rate 
in  the  state  as  a  whole. 

A  study  of  tuberculosis  death  certificates  for  1944 
reveals  that  only  three  counties  in  the  state  escaped. 
These  three — Alleghany,  Clay  and  Graham — are  all 
mountain  counties.  All  other  counties  report  from 
1  to  80  deaths  from  tuberculosis  during  the  year. 
By  averaging  the  deaths  for  each  county  in  the 
state  for  the  five-year  period,  1938-1942.  we  find 
that  38  counties  exceeded  the  average  death  rate  for 
the  whole  state  for  that  same  period.  Thirty-five  of 
those  38  counties  with  high  rates  are  found  in  the 
eastern  half  of  the  state.  With  the  exception  of  a 
few  of  the  larger  towns,  this  probably  parallels 
rather  closely  the  distribution  of  the  Negro  popula- 
tion of  the  state. 


Western  North  Carolina 
Medical  Center 

The  Western  North  Carolina  Medical  Center  for 
the  treatment  of  venereal  diseases  will  be  trans- 
ferred from  the  Charlotte  Sanatorium  to  the  site 
occupied  by  the  hospital  unit  at  Morris  Field  near 
Charlotte  on  January  1. 


News  Notes  from  the  Bowman  Gray 

School  of  Medicine  of  Wake 

Forest  College 

Dr.  William  L.  Venning,  Instructor  in  Pediatrics, 
resigned  on  November  1,  1945.  to  enter  the  private 
practice  of  pediatrics  in  Charlotte. 

*  *      -■■      t 

Dr.  Robert  B.  Lawson.  who  has  been  on  a  year's 
leave  of  absence  on  fellowship  with  the  National 
Foundation  for  Infantile  Paralysis  working  in  the 
laboratories  of  the  William  Hooper  Foundation  at 
the  University  of  California,  will  return  to  his  posi- 
tion as  Assistant  Professor  of  Pediatrics  on  January 
1,  1946. 

*  *     *     * 

Through  the  generosity  of  Dr.  Frank  Lock  and 
the  Alumni  Association  of  the  Bowman  Gray  School 
of  Medicine,  the  Library  has  obtained  two  valuable 
files  of  journals:  The  Journal  of  Obstetrics  and 
Gynaecology  of  the  British  Empire  and  The  Ameri- 
can Journal  of  Tropical  Medicine. 


Regional  Meeting,  American  College 
of  Physicians 

The  regional  meeting  of  the  American  College  of 
Physicians  of  North  Carolina  was  held  in  Durham 
on  November  30.  Speakers  for  the  afternoon  pro- 
gram, presented  in  the  Duke  Hospital  amphitheatre, 
were  Drs.  Julian  M.  Ruffin  and  Keith  S.  Grimson  of 
Durham.  Dr.  John  H.  Ferguson  of  Chapel  Hill,  Dr. 
Robert  L.  McMillan  of  Winston-Salem,  and  Dr.  Wil- 
liam T.  Rainey  of  Fayetteville.  Dr.  Frederic  M. 
Hanes.  Professor  of  Medicine  at  the  Duke  Univers- 
ity School  of  Medicine,  was  guest  speaker  at  the 
dinner  meeting  held  at  the  Hope  Valley  Country 
Club.  Dr.  Paul  V.  Whitaker.  governor  for  North 
Carolina,  presided  over  the  dinner  meeting,  and  Dr. 
.1.  P.  Rousseau,  chairman  of  the  committee  on  ar- 
rangements, at  the  afternoon  session. 
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Fourth  District  Medical  Society 

Drs.  H.  H.  Bradshaw  and  Felda  Hightower  of  the 
Department  of  Surgery,  Bowman  Gray  School  of 
Medicine  of  Wake  Forest  College,  were  guest  speak- 
ers at  the  meeting  of  the  Fourth  District  Medical 
Society,  held  in  Rocky  Mount  on  November  13. 


Fifth  District  Medical  Society 

The  Fifth  District  Medical  Society  met  in  Dunn 
as  guests  of  the  Harnett  County  Medical  Society  on 
December  6.  A  scientific  program  was  presented  at 
the  afternoon  meeting  by  Dr.  Joseph  S.  Hiatt,  Jr., 
of  Sanatorium,  Dr.  Robert  Felton  of  Carthage,  Drs. 
Kenneth  Pickrell  and  Jay  Arena  of  Durham,  Dr. 
J.  A.  Shaw  of  Fayetteville,  and  Dr.  Roscoe  D.  Mc- 
Millan of  Red  Springs.  A  dinner  was  served  follow- 
ing the  election  of  officers. 


Sixth  District  Medical  Society 

A  meeting  of  the  Sixth  District  Medical  Society 
was  held  at  the  State  Hospital  in  Raleigh  on  No- 
vember 8,  with  79  in  attendance.  Speakers  were  Drs. 
E.  R.  Tyler  and  Keith  S.  Crimson  of  Durham,  and 
Drs.  A.  S.  Oliver,  Charles  R.  Bugg,  and  David  A. 
Young  of  Raleigh.  Dr.  R.  Bruce  Wilkins  of  Durham 
was  elected  president  of  the  society,  succeeding  Dr. 
W.  S.  Cozart  of  Fuquay  Springs.  Dr.  Joseph  Thomp- 
son of  Creedmoor  was  elected  vice-president  and  Dr. 
P.  G.  Green  of  Burlington  secretary-treasurer. 

Dr.  Roscoe  D.  McMillan  spoke  briefly  as  repre- 
sentative of  the  State  Society. 


Eighth  District  Medical  Society 

The  Eighth  District  Medical  Society  held  a  meet- 
ing at  Sedgefield  Inn,  Greensboro,  on  November  15. 
Among  the  speakers  were  Major  Purvis  L.  Martin, 
M.C.,  A. U.S.,  ORD,  Greensboro;  Dr.  George  T. 
Wood,  High  Point;  Drs.  James  P.  Hendrix  and 
Maurice  H.  Greenhill  of  Duke  University  School  of 
Medicine;  Dr.  Roscoe  D.  McMillan,  Red  Springs; 
and  Dr.  David  Cayer  of  the  Bowman  Gray  School 
of  Medicine  of  Wake  Forest  College. 

Officers  of  the  Eighth  District  Society  are  Dr. 
R.  0.  Lyday,  Greensboro,  president;  Dr.  W.  T. 
Clary,  Greensboro,  secretary-treasurer;  and  Dr.  S. 
F.  LeBauer,  Greensboro,  vice  president. 


Edgecombe-Nash  Counties  Medical 
Society 

Dr.  E.  C  Toone,  Associate  Professor  of  Medicine 
at  the  Medical  College  of  Virginia,  was  guest  speak- 
er at  the  November  meeting  of  the  Edgecombe-Nash 
Counties  Medical  Society,  held  in  Tarboro  on  No- 
vember 7. 


Forsyth  County  Medical  Society 

A  dinner  meeting  of  the  Forsyth  County  Medical 
Society  was  held  in  Winston-Salem  on  November  13. 
Dr.  Ivan  Procter  of  Raleigh  spoke  on  the  subject, 
"X-Ray  Study  of  1,000  Obstetrical  Pelves." 

Mecklenburg  County  Medical  Society 

The  Mecklenburg  County  Medical  Society  cele- 
brated the  50th  anniversary  of  x-ray  at  its  Novem- 
ber meeting.  The  speakers  were  Drs.  R.  H.  Lafferty, 
Allan  Tuggle,  J.  Rush  Shull,  J.  E.  Hemphill,  and 
O.  D.  Baxter  of  Charlotte,  and  Dr.  J.  P.  Rousseau 
of  Winston-Salem. 


Stanly  County  Hospital 

A  drive  has  been  opened  to  obtain  $750,000  for 
the  establishment  of  a  county  hospital  in  Stanly 
County.  Headquarters  of  the  drive  are  in  the  Albe- 
marle City  Hall. 


Wayne  County  Tuberculosis  Survey 

Dr.  S.  B.  McPheeters,  superintendent  of  public 
health  for  Wayne  County,  has  announced  a  plan  for 
tuberculosis  control  in  Wayne  County,  which  will  be 
put  into  effect  as  soon  as  the  necessary  personnel 
and  equipment  can  be  secured.  The  plan  is  to  give 
free  chest  x-rays  to  the  42,000  citizens  of  the  county 
above  12  years  of  age,  and  to  all  positive  reactors 
below  that  age.  The  x-rays  will  be  repeated  every 
other  year  for  five  years,  after  which  they  will  be 
limited  to  special  groups.  Wayne  is  the  second 
county  in  the  nation  to  inaugurate  such  a  far-reach- 
ing tuberculosis  control  program. 


Wilson  County-City  Hospital 

The  Wilson  County  Medical  Society  has  recom- 
mended that  a  county-town  hospital  be  established, 
and  has  appointed  the  following  committee  to  look 
into  the  project:  Dr.  C.  A.  Woodard,  chairman;  Dr. 
E.  L.  Strickland,  Dr.  Badie  T.  Clark,  Dr.  R.  L.  Fike, 
Dr.  C  E.  Simons,  and  Dr.  G.  W.  Mitchell.  The  com- 
missioners of  Wilson  County  have  also  named  a 
committee  to  represent  their  group. 


Camp  Davis  Hospital 

The  2000-bed  Camp  Davis  hospital,  recently  taken 
over  by  the  marine  corps,  will  be  reopened  "in  the 
immediate  future"  as  a  unit  of  the  medical  depart- 
ment of  Camp  Lejeune.  It  will  be  used  for  personnel 
of  the  marine  corps,  navy,  and  Royal  Netherlands 
marines. 


News  Notes 

Dr.  M.  B.  Bethel  of  Concord  became  Charlotte's 
city  health  officer  on  December  1,  succeeding  Dr. 
George  Hays  of  the  United  States  Public  Health 
staff,  who  had  been  serving  in  that  position  under 
a  loan  arrangement.  Dr.  Frank  L.  Wilson  of  Salis- 
bury has  been  appointed  director  of  the  Cabarrus 
County  Health  Department  to  fill  the  position  Dr. 
Bethel  is  leaving. 

*  *     *     * 

Dr.  W.  K.  McDowell  has  tendered  his  resignation 
as  health  officer  for  Halifax  County,  effective  De- 
cember 31. 

*  *     *     * 

Dr.  Mercer  C.  Parrott,  chief  surgeon  at  Parrott 
Memorial  Hospital,  Kinston,  died  at  his  hospital  on 

November  17. 

*  *     *     * 

Dr.  and  Mrs.  James  S.  Gamble  of  Lincolnton  were 
killed  instantly  on  November  4  when  their  private 
plane  crashed  at  a  Charlotte  airport. 

*  *     *     * 

Dr.  Ledyard  deCamp  has  recently  moved  from 
Fayetteville  to  Charlotte,  where  he  will  be  associ- 
ated with  Dr.  Oren  Moore  in  the  practice  of  obstet- 
rics and  gynecology. 

$       si*       ♦       ♦ 

Dr.  W.  E.  Woodruff  of  Winston-Salem  has  joined 
the  surgical  staff  of  the  Randolph  Hospital  in  Ashe- 

boro. 

*  *     *     * 

Dr.  Charles  Bunch,  who  served  in  the  navy  as  a 
commander  and  was  until  recently  on  the  surgical 
staff  of  U.  S.  Naval  Base  Hospital  8,  Pearl  Harbor, 
T.  H.,  has  returned  to  his  office  in  the  Professional 
Building  at  Charlotte.  He  has  resumed  his  associa- 
tion with  Dr.  T.  C.  Bost  in  the  practice  of  general 
surgery. 

*  *     *     * 

Dr.  Oscar  W.  Cranz,  who  was  recently  placed  on 
inactive  duty  with  the  rank  of  commander,  after 
three  years  of  service  with  the  navy  medical  corps, 
has  rejoined  the  staff  of  Memorial  General  Hospital 
in  Kinston. 
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Drs.  Paul  C.  Bratten  and  C.  A.  Peabody,  recently 
discharged  from  the  armed  services,  have  opened 
offices  in  Winston-Salem  for  the  general  practice 
of  medicine  and  surgery. 

*  *     *     * 

Major  James  Watson,  M.C.,  formerly  director  of 
mental  hygiene  of  the  North  Carolina  State  Board 
of  Charities  and  Public  Welfare,  has  been  trans- 
ferred from  Northport,  New  York,  to  the  position 
of  Chief  Neuropsychiatrist  of  the  Veterans  Admin- 
istration Mental  Hygiene  Clinic  in  Cleveland,  Ohio. 

*  *     *     * 

Dr.  R.  E.  Fox,  Director  of  County  Health  Admin- 
istration of  the  State  Board  of  Health,  was  elected 
secretary-treasurer  of  the  Section  on  Public  Health 
of  the  Southern  Medical  Association,  and  Mr.  J.  M. 
Jarrett,  Director  of  the  Division  of  Sanitary  Engi- 
neering, was  named  second  vice  president  of  the 
American  Public  Health  Association,  Southern 
Branch. 

;--        i        • 

Word  has  been  received  that  Dr.  Julius  Burge  of 
York,  South  Carolina,  who  was  formerly  on  the 
staff  of  the  Western  North  Carolina  Sanatorium, 
has  been  liberated  from  a  Japanese  prison  camp  in 
the  Philippines. 

Dr.  Ernest  Harold  Williams  of  Rocky  Mount,  who 
recently  received  an  honorable  discharge  from  the 
army,  after  42  months  in  Hawaii  and  Saipan,  is  do- 
ing general  practice  in  the  Martin  Hospital,  Mullins, 

South  Carolina. 

*  *     *     * 

Dr.  Tom  A.  Williams,  director  of  the  Asheville 
Mental  Hvgiene  Clinic,  has  gone  to  Winter  Park, 
Florida,  for  the  winter.  During  his  absence  the 
clinic  will  be  operated  by  Drs.  Billig  and  Bradley 
of  the  staff  of  Highland  Hospital.  Dr.  Williams  will 
return  to  Asheville  on  April  1. 

*  *     *     * 

Dr.  Henry  P.  Royster  of  Philadelphia,  son  of  Dr. 
and  Mrs.  Hubert  A.  Royster  of  Raleigh,  was  married 
recently  to  Miss  Ethel  R.  Fisher  of  Reedsville,  Penn- 
sylvania. 

The  following  doctors  who  have  recently  been  dis- 
charged from  the  armed  services  are  resuming  civil- 
ian practice  in  North  Carolina: 
Dr.   Horton   Camp  of  Pittsboro 
Dr.  Samuel  S.  Cooley  of  Black  Mountain 
Dr.  Frank  Edmondson  of  Tarboro 
Dr.  William  D.  Farmer  of  Greensboro 
Dr.  B.  A.  Helsabeck  of  Winston-Salem 
Dr.  Frank  M.  Killian  of  Franklin 
Dr.  Maurice  LeBauer  of  Greensboro 
Dr.  James  F.   Marshall  of  Winston-Salem 
Dr.  J.  H.  McNeill  of  North  Wilkesboro 
Dr.  Robert  T.  Odom  of  Winston-Salem 
Dr.  Gordon  Smith  of  Rocky  Mount 
Dr.  J.  B.  Stevens  of  Greensboro 
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Surgeon  available.  A  surgeon  doing  general 
surgery  and  gynecology  desires  association 
with  another  surgeon  or  group,  or  a  location 
where  a  surgeon  is  needed.  Eligible  for 
American  Boards.  Completed  three  years  resi- 
dencv  in  surgery  and  two  years  in  private 
practice.  Served  55  months  in  the  army  on 
the  surgical  staff  of  a  large  General  Hospital 
in  the  states  and  overseas.  Thirty-three  years 
of  age,  Protestant,  married,  one  child.  Ad- 
dress Business  Manager,  North  Carolina 
Medical  Journal,  Red  Springs,  N.  C. 


CHRISTMAS  MESSAGE 

It  is  now  another  Christmas — the  first  in 
four  long  years  that  the  theme  of  the  first 
Christmas  message,  "Peace  on  earth,  good 
will  toward  men,"  seems  appropriate.  It 
speaks  a  message  of  joy  to  a  confused  world 
which  is  in  dire  need  of  that  which  Christ- 
mas expresses — more  love,  more  understand- 
ing sympathy,  more  real  charity  in  all  hu- 
man relations.  With  V-E  and  V-J  days  in 
the  background  we  approach  the  coming 
year  with  renewed  hope  for  an  enduring 
peace. 

At  this  season  Dr.  Jekyll  is  very  much  in 
evidence.  We  put  our  rights  in  the  back- 
ground and  our  privileges  and  duties  in  the 
foreground.  We  enjoy  our  greatest  peace 
and  satisfaction  in  giving  and  doing  for 
others,  especially  those  who  are  less  fortun- 
ate. Someone  has  said,  "What  a  spendid 
world  this  would  be  if  the  true  spirit  of 
Christmas  prevailed  every  day!" 

The  spirit  of  Christmas,  I  think,  is  mani- 
fest in  all  Auxiliary  activities.  Auxiliary 
members  have  been  sympathetic  and  cooper- 
ative in  all  phases  of  the  work;  for  this  I 
am  profoundly  grateful.  They  have  re- 
sponded admirably  to  the  various  calls  to 
help  out  with  the  war  effort.  We  have  come 
to  know,  during  this  emergency  period,  a 
completeness  of  service  and  satisfaction  in 
the  knowledge  that  we  belong  to  an  organi- 
zation which  is  striving  to  do  its  share.  How 
clearly  we  see  now  how  worth  while  were 
the  sacrifices!  Working  extra  hours,  doing 
without  an  abundance  of  things,  and  salvag- 
ing and  rationing  may  have  been  a  little 
troublesome  at  times,  but  what  a  far  cry 
from  the  heroic  life-and-death  sacrifices  our 
fighting  men  have  made!  Thanks  to  them, 
we  in  the  United  States  were  spared  much 
of  the  suffering  and  horror  visited  upon  the 
rest  of  the  world. 

Now,  as  the  holiday  season  approaches, 
let  us  not  be  unmindful  of  those  who  gave 
their  all  or  break  faith  with  them  by  failing 
to  do  our  part  in  solving  the  problems  of 
peace.  We  shall  be  called  upon  to  make  many 
more  sacrifices.  We  shall  do  it  cheerfully. 
May  we,  as  doctors'  wives,  working  together 
in  sympathy  and  affection,  strive  now  to 
give  ourselves  to  the  task  of  winning  and 
perpetuating  the  peace.  May  ours  be  a  single 
aim:  "So  united,  so  strong,  so  forceful,  that 
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no  smallest  opportunity  for  service  shall 
pass  us  by."  Let  us  all  look  back  and  be 
thankful,  look  forward  and  be  hopeful,  reach 
out  and  be  helpful. 

May  the  friendships  and  associations 
made  and  services  rendered  during  this 
Auxiliary  year  ever  be  cherished  memories. 

In  closing,  I  wish  to  extend  best  wishes  to 
each  of  you  for  much  happiness,  not  only  on 
Christmas  Day  but  on  every  day  during  the 
year. 

Henry  Van  Dyke's  message  cited  by  our 
national  president,  Mrs.  David  W.  Thomas, 
gives  the  living  and  enduring  qualities  of 
the  real  Christmas  spirit : 

"I  am  thinking  of  you  today  because  it  is 
Christmas,  and  I  wish  you  happiness.  And 
tomorrow,  because  it  is  the  day  after  Christ- 
mas, I  shall  still  wish  you  happiness;  and 
so  on  clear  through  the  year.  I  may  not  be 
able  to  tell  you  about  it  every  day,  because 
I  may  be  far  away;  or  because  both  of  us 
may  be  very  busy.  But  that  makes  no  differ- 
ence. The  thought  and  wish  will  be  there 
just  the  same.  I  mean  to  try  not  to  be  un- 
fair to  you  or  injure  you  in  any  way.  In  my 
pleasure,  if  we  cannot  be  together,  I  would 
like  to  share  the  fun  with  you.  Whatever 
joy  or  success  comes  to  you  will  make  me 
glad.  Without  pretense  and  in  plain  words, 
good  will  to  you  is  what  I  mean,  in  the  spirit 
of  Christmas." 

Mrs.  Erick  Bell,  President 
Wilson 


Diseases  of  the  Breast.  By  Charles  P.  Ge- 
schickter,  M.A.,  M.D.,  Lieut.  Commander, 
Medical  Corps,  United  States  Naval  Re- 
serve; Director  of  The  Francis  P.  Garvan 
Cancer  Research  Laboratory;  Pathologist, 
St.  Agnes  Hospital,  Baltimore.  With  a 
special  section  on  treatment  in  collabora- 
tion with  Murray  M.  Copeland,  A.B.,  M.D., 
F.A.C.S.  Ed.  2.  826  pages,  with  593  illus- 
trations. Price,  $12.00.  Philadelphia:  J.  B. 
Lippincott   Company,   1945. 

In  this  second  edition  of  his  classic  work  on  dis- 
eases of  the  breast,  Dr.  Geschickter  has  brought  the 
book  up  to  date,  and  made  numerous  revisions  and 
additions  to  the  text.  Much  new  material  has  been 
added  on  parasitic  infestations,  cosmetic  considera- 
tions concerning  underdeveloped  and  pendulous 
breasts,  penicillin  therapy  for  infectious  mastitis, 
the  criteria  of  operability  and  inoperability  of  mam- 
mary carcinoma,  and  other  subjects.  The  physiology 
and  endocrinology  of  the  breast  are  fully  covered  in 
the  chapter  dealing  with  this  subject.  The  bibli- 
ography has  been  brought  up  to  date.  The  table  of 
contents  and  index  are  adequate,  and  are  arranged 
so  that  the  material  in  the  book  is  readily  available 
for  quick  reference. 


The  numerous  illustrations  include  excellent 
photographs  of  most  of  the  lesions  described.  Num- 
erous photomicrographs  illustrate  the  pathology  of 
the  lesions  described,  and  whenever  feasible  the 
photograph  of  the  clinical  lesion  and  the  photomi- 
crograph of  the  pathological  changes  are  shown 
close  together  in  the  text,  so  that  correlation  is 
easily  possible.  A  fine  group  of  illustrative  drawings 
show  the  characteristics  of  the  various  lesions  de- 
scribed in  a  very  clear  manner,  and  many  concise 
charts  and  tables  are  used  to  illustrate  and  clarify 
the   important  points  which  are  made   in  the  text. 

It  is  a  little  discouraging  to  note  that  the  section 
on  mammary  cancer  shows  that  we  have  made  little 
progress  in  the  management  of  this  condition,  and 
that  the  rate  of  survival  has  not  appreciably  im- 
proved in  the  last  three  or  four  decades.  It  is  also 
discouraging  to  note  that  the  number  of  early  cases 
diagnosed  has  not  appreciably  increased,  in  spite  of 
the  publicity  and  educational  programs  of  the  past 
few  years.  Dr.  Geschickter  advocates  the  procedure 
which  has  been  suggested  by  others,  of  teaching  all 
women  to  palpate  their  own  breasts  carefully  at 
least  six  times  a  year,  and  report  immediately  to 
their  physician  if  a  slight  lump  is  felt.  In  discussing 
the  relation  of  trauma  to  malignant  lesions,  he 
points  out  that  "relatively  insignificant  trauma 
often  attracts  the  attention  of  the  patient  to  a  pre- 
existing neoplasm."  He  also  states  that  "any  mass 
which  is  present  one  or  more  weeks  following  an 
injury  but  which  was  not  observed  immediately  fol- 
lowing the  trauma  should  be  explored." 

This  book  has  been  enthusiastically  received  since 
the  original  edition  appeared,  and  the  reviewer 
highly  recommends  the  second  edition  for  any  phy- 
sician who  sees  female  patients. 


Bacillary  Dysentery,  Colitis  and  Enteritis. 
By  Joseph  Felsen,  B.A.,  M.D.,  Director  of 
Medical  Research,  Bronx  Hospital,  New 
York;  Director  of  International  and  Pan- 
American  Dysentery  Registry.  618  pages 
with  145  illustrations.  Price,  $6.00.  Phila- 
delphia and  London:  W.  B.  Saunders  Com- 
pany, 1945. 

Dr.  Felsen,  through  the  establishment  of  the 
"International  Dysentery  Registry"  as  well  as  his 
own  years  of  study  on  infections  with  the  dysentery 
bacilli,  has  compiled  in  this  monograph  an  authori- 
tative and  comprehensive  review  of  the  subject.  The 
book  is  subdivided  into  three  parts:  the  first  takes 
up  acute  bacillary  dysentery;  the  second,  chronic 
ulcerative  colitis  and  chronic  ileitis;  and  the  third, 
or  appendix,  the  technical  methods  of  laboratory 
procedures  used  in  the  diagnosis  of  bacillary  dys- 
entery. This  section  is  followed  by  almost  one  hun- 
dred pages  of  valuable  bibliography. 

The  author  writes  clearly  and  succinctly,  and 
there  are  a  large  number  of  excellent  illustrations 
of  gross  pathological  material,  photomicrographs 
and  reproductions  of  x-rays,  as  well  as  numerous 
summaries  and  tables  of  data  and  differential  diag- 
nosis. The  sections  on  treatment  are  up  to  date  and 
factual.  While  not  all  readers  may  be  as  certain  as 
Dr.  Felsen  of  the  common  pathogenesis  of  chronic 
ulcerative  colitis  and  bacillary  dysentery,  this  fact 
does  not  in  the  least  detract  from  the  value  of  the 
monograph. 

Dr.  Felsen's  book  is  recommended  without  reserva- 
tion, since  it  is  the  most  comprehensive  American 
monograph  on  a  common  and  often  poorly  managed 
group  of  diseases. 
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Hayfever  Plants.  Their  Appearance,  Dis- 
tribution, Time  of  Flowering,  and  Their 
Role  in  Hayfever.  By  Roger  P.  Wodehouse, 
Ph.D.,  Associate  Director  of  Research  in 
Allergy,  Lederle  Laboratories.  245  pages, 
with  73  illustrations.  Price,  $4.75.  Waltham, 
Mass.:  The  Chronica  Botanica  Co.;  New 
York:  G.  E.  Stechert  and  Co.,  1945. 

This  book  makes  available  to  physicians  and 
others  interested  in  hay  fever  information  which 
they  have  long  needed.  For  the  first  time  in  a  sep- 
arate volume  are  described  in  orderly  arrangement 
all  the  plants  known  to  cause  hay  fever,  and  also 
most  of  those  to  which  suspicion  has  become  seri- 
ously attached.  A  number  of  innocent  plants  which 
have  been  erroneously  suspected  are  also  mentioned 
for  purposes  cf  clarification. 

The  descriptions  are  concise,  yet  sufficiently  com- 
plete to  enable  one  to  recognize  the  various  species. 
Those  who  are  looking  for  a  book  without  technical 
botanical  terms  will  of  course  be  disappointed.  Any- 
one who  wishes  to  work  in  this  field  intelligently 
must  add  certain  technical  descriptive  terms  to  his 
vocabulary.  The  author  has  thoughtfully  prepared 
a  glossary  of  these  terms,  however,  which  should 
be  adequate  for  the  interpretation  of  the  descrip- 
tions even  by  those  who  have  had  no  training  in 
botany. 

•  Although  the  author  explains  clearly  that  pollen 
grains  produced  by  the  plants  are  the  real  cause  of 
hay  fever,  his  treatment  of  this  phase  of  the  subject 
will  be  disappointing  to  the  physician  who  would 
like  to  master  pollen  morphology  well  enough  to  do 
pollen  counts. 


A  Manual  of  Surgical  Anatomy.  Prepared 
under  the  Auspices  of  the  Committee  on 
Surgery  of  the  Division  of  Medical  Sciences 
of  the  National  Research  Council,  by  Tom 
Jones  and  W.  C.  Shepard.  254  pages  with 
267  illustrations  on  138  figures,  153  in  col- 
ors. Price,  $3.00.  Philadelphia  and  London: 
W.  B.  Saunders  Company,  1945. 

This  is  an  exact  duplication  of  the  earlier  edition 
of  the  Manual  of  Surgical  Anatomy  reviewed  in  the 
October  issue  of  this  Journal,  except  for  the  fact 
that  it  is  much  smaller  in  size  and  would  readily 
fit  into  a  large  pocket.  This  smaller  volume  was 
prepared  primarily  for  military  use,  where  space  is 
all-important.  It  is  not  quite  as  satisfactory  as  the 
larger,  because  of  the  loss  of  some  fine  detail.  For- 
tunately, the  explanatory  index  making  up  the  last 
third  of  the  book  has  not  been  decreased  in  size  and 
is  still  excellent  in  view  of  its  brevity. 


American  Red  Cross  First  Aid  Textbook. 
Prepared  by  the  American  Red  Cross  for 
the  Instruction  of  First  Aid  Classes.  Re- 
vised edition.  254  pages  with  264  illustra- 
trations.  Paper,  60(-,  cloth,  $1.00.  Phila- 
delphia: The  Blakiston  Company,  1945. 

This  small,  pocket-sized  edition  has  been  greatly 
improved  in  binding,  illustrations,  and  text.  The 
illustrations  have  been  increased  from  114  to  264, 
and  appear  much  more  natural  and  easier  to  inter- 
pret for  the  layman;  in  addition  there  are  for  the 
first  time  anatomical  and  physiological  basic  explan- 
ations that  can  readily  be  understood  by  the  layman. 
The  sections  on  shock,  artificial  respiration,  and 
fractures  have  been  brought  up  to  date,  utilizing 
much  of  the  information  acquired  and  many  of  the 
methods  developed  during  the  war. 

The  1945  edition  of  this  text  is  so  much  improved 
that  the  reviewer  feels  that  it  could  well  be  called 
a  new  book  rather  than  a  revised  edition. 


Facial  Prosthesis.  By  Arthur  H.  Bulbulian, 
M.S.,  D.D.S.,  F.A.C.D.,  Director,  Museum 
of  Hygiene  and  Medicine,  The  Mayo  Foun- 
dation, Rochester,  Minn.  241  pages  with  202 
illustrations.  Price,  $5.00.  Philadelphia  and 
London:   W.  B.   Saunders   Company,   1945. 

In  this  monograph,  the  author  discusses  in  detail 
the  various  substances  which  may  be  used  in  mak- 
ing facial  prostheses,  their  advantages  and  disad- 
vantages, and  their  clinical  application.  He  gives 
detailed  instructions  for  making  plaster  casts  of  the 
component  parts  of  the  face,  and  then  molding  latex 
and  other  materials  to  supply  an  artificial  part 
which  will  defy  detection.  In  one  volume  he  has 
brought  together  complete  instructions  for  making 
facial  prostheses  which  will  be  invaluable  to  anyone 
undertaking  this  type  of  work. 


Rorschach's  Test.  II.  A  Variety  of  Person- 
ality Pictures.  By  Samuel  J.  Beck.  402 
pages.  Price,  $5.00.  New  York:  Grune  and 
Stratton,  1945. 

The  author  of  this  volume  is  one  of  the  outstand- 
ing Rorschach  workers  in  the  country.  He  introduced 
his  own  modification  of  the  original  personality  test, 
which  differs  mainly  in  the  scoring.  The  subjects  of 
administration  and  scoring  were  discussed  in  a  pre- 
vious volume.  The  present  book  deals  with  the  in- 
terpretation. There  is  a  short  and  very  pertinent 
discussion  of  the  "psychological  significance"  of  each 
scoring  symbol,  which  should  be  very  helpful  to  the 
beginner.  This  part  is  clearly  written  and  contains 
much  valuable  information.  The  advanced  student 
also  will  find  it  a  helpful  reference.  An  interesting 
selection  of  case  studies  follows  the  introductory 
•  section.  The  discussion  of  "normal"  and  abnormal 
personality  structures  (the  latter  is  almost  exclu- 
sively limited  to  schizophrenias  and  different  types 
of  neuroses)  is  followed  by  an  unusual  chanter  dem- 
onstrating variations  in  the  results  of  the  Rorschach 
test  correlated  with  changes  originating  either  in 
the  environment  or  within  the  patient.  Such  changes 
were  spontaneous  or  were  produced  by  treatment, 
severe  psychic  trauma,  and  so  forth.  This  last  chap- 
ter is  of  great  importance  and  illustrates  very  well 
a  number  of  interesting  theoretical  problems  con- 
nected with  the  test.  Its  implications  are  far-reach- 
ing. 

The  reviewer  misses  among  the  presented  case 
material  a  number  of  psychotic  syndromes.  The 
manic-depressive  group,  for  instance,  is  represented 
by  only  one  case;  organic  deterioration,  epilepsy — 
to  name  but  a  few  groups — are  not  discussed  at  all. 
It  is  hoped  that  a  later  edition  or  an  additional  vol- 
ume might  include  the  missing  material. 

Another  disadvantage  is  the  manner  of  approach 
used  in  the  present  work.  The  author  illustrates 
psychiatric  syndromes,  such  as  the  schizophrenias, 
by  case  histories,  but  does  not  give  a  thorough  dis- 
cussion of  the  syndrome  itself.  Such  an  approach 
necessarily  lacks  completeness  and  leaves  the  be- 
ginner wondering,  since  the  Rorschach  test — a  com- 
plicated procedure — necessitates  a  well-rounded  and 
complete  discussion  of  all  phases  of  the  test.  But,  in 
spite  of  that  lack,  Beck's  latest  publication  is  a  very 
valuable  addition  to  the  rapidly  mounting  Rorschach 
literature,  and  its  rich  case  material  should  make 
it  an  excellent  reference  book. 
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DO  YOU  KNOW... 

what  QhaAieleal  BecuAitu  means? 


.7 


A  PHYSICIAN  should  realize  more  than  anyone  else 
that  there  are  but  2  sources  of  income: 

1.  YOU  at  Work! 

2.  YOUR  DOLLARS  at  Work! 

Very  often  though,  physicians  unknowingly  let  their 
investment  programs  suffer  while  they  are  busy  reliev- 
ing the  physical  sufferings  of  their  patients.  Is  this  true 
of  you? 


^  <fl\ 


Can  you  truthfully  and  fully  answer 
a  few  questions? 

WHEN  YOU  STOP  WORKING... 

1.  Will  your  dollars  work  for  you? 

2.  Will  they  provide  an  ADEQUATE  income? 

3.  Is  the  income  you  desire  for  yourself 
GUARANTEED? 

4.  Will  your  present  estate  provide  ample  in- 
come for  your  wife  and  children? 

CHARTED  SECURITY  is  one  prescription  that 
when  filled  will  answer  these  questions  and  will 
assure  you  that  your  dollars  will  bring  you  a 
"healthy"   return. 

Let  these  specialists  in  Charted  Security,  taxes 
and  estates.  Pilot  you  and  your  family  to  a 
happy,  and  secure  future. 


DICK  HARRIS,  Jr.    -    HEM  GRAVES    --    GIL  MIRRIY 

504-6  Johnston  Building  —  CHARLOTTE,  N.  C. 


PILOT  LIFE  INSURANCE 
COMPANY 


Greensboro, 


North  Carolina 


Without  obligation,  I  would  like  to  find  out  how 
Charted  Security  can  help  me.  Please  furnish 
me   with   this  iniormatinn. 


Date    «.f   Ilirth- 


Mo.—Dan—Yr. 


Name 

Vddress 
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News  Notes  from  the  Office  of  the 
Surgeon  General 

Army  Exceeds  Quota  on  Release  of  Doctors 

The  Army's  quota  of  13,000  doctors  to  be  released 
to  civilian  life  by  December  31  has  been  exceeded 
six  weeks  in  advance  of  the  deadline,  Major  General 
Norman  T.  Kirk,  Surgeon  General  of  the  Army,  has 
announced. 

The  total  number  of  doctors  who  have  been  sepa- 
rated from  the  service  reached  13,320  for  the  week 
ending:  November  16. 

From  a  peak  strength  of  over  45,000  doctors,  Gen- 
eral Kirk  has  announced  that  all  but  11,000  will  be 
out  of  the  service  by  the  first  of  June.  In  order  to 
do  this  the  Army  must  continue  to  follow  its  policy 
of  expediting  the  release  of  doctors  as  well  as  other 
Medical  Department  personnel  in  every  way  pos- 
sible. 

*  *     *     * 

General  Kirk  Receives  Distinguished  Service  Medal 
Major  General  Norman  T.  Kirk,  Surgeon  General 
of  the  Army,  has  been  awarded  the  Distinguished 
Service  Medal  by  General  Brehon  Somervell,  Com- 
manding General  of  the  Army  Service  Forces,  in 
recognition  of  his  "outstanding  leadership  ...  in 
directing  the  largest  Medical  Department  in  the  his- 
tory of  the  United  States  Army." 

*  *     *    * 
Fellowships   Offered   in   Neuropsychiatry 

For  the  benefit  of  those  interested  in  neuropsy- 
chiatry, the  Austin  Riggs  Foundation  of  Stock- 
bridge,  Massachusetts,  has  announced  that  fellow- 
ships for  three  years'  training  in  this  specialty  are 
now  open.  Army  personnel  who  wish  to  go  into  the 
field  of  neuropsychiatry  may  apply  to  Doctor 
Charles  H.  Kimberly,  Medical  Director,  Austin 
Riggs  Foundation,  Stockbridge,  Massachusetts. 

*  *     *     * 

Qualified  Reserve  Officers  to  Receive  Promotion 

Qualified  reserve  officers  who  have  not  yet  re- 
ceived a  promotion  while  on  active  duty  will  receive 
one  promotion  as  they  are  separated,  the  War  De- 
partment has  announced.  To  be  eligible  for  this 
promotion,  the  officer  must  have  served  two  years 
in  his  present  rank  since  September  16,  1940,  and 
must  have  an  efficiency  rating  of  at  least  35.  This 
does  not  apply  to  promotions  above  the  rank  of 
colonel. 

--:■  ■•-  * 

Army  Personnel  Receive  Influenza  Inoculations 
AH  Army  personnel  have  been  ordered  inoculated 
during  the  months  of  October  and  November  with 
a  new  influenza  vaccine  as  a  preventive  measure 
against  influenza  epidemics,  the  Office  of  The  Sur- 
geon General  has  announced. 

The  vaccine,  made  by  injecting  influenza  virus 
into  chick  embryo,  is  to  be  administered  in  a  single 
injection.  Experimentation  with  the  new  vaccine  was 
started  early  in  1943,  but  sufficient  quantities  for 
mass  inoculation  were  not  made  available  until  the 
present  year. 


Army  to  Release  Twenty-Three  Hospitals  by 
January   1 

Release  by  the  Army  of  twenty-three  hospitals 
out  of  its  wartime  peak  of  sixty-five  by  January  1, 
1946.  has  been  announced  by  Major  General  Norman 
T.  Kirk,  The  Surgeon  General.  Camp  Butner  Con- 
valescent Hospital  in  Durham  is  one  of  these  hos- 
pitals. 

These  hospitals  will  be  offered  to  the  Veterans' 
Administration  or  back  to  their  former  owners  in 
the  case  of  leased  properties. 


The  following  North  Carolina  doctors  have  re- 
ceived promotions  from  the  rank  of  major  to  that 
of  lieutenant  colonel: 

Dr.  Edward  P.  Brunson,  Albemarle 

Dr.  Maurice  L.  LeBauer,  Greensboro 

Dr.  Ben  M.  Meriwether,  Asheville 

Dr.  William  R.  Pitts,  Charlottesville 

Dr.  Elbert  L.  Persons  of  Durham  has  recently 
been  promoted  from  the  rank  of  lieutenant  colonel 
to  that  of  colonel. 
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